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whatever  their  color, 
shape,  or  size... 

Benadryl® 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


■ ; 

. 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL- the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  00867 


PARKE-DAVIS 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


IOMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( B SPQ3 ) 


BALTIMORE,  MARYLAND  21201 


In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 
TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  he  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


PENNSYLVANIA  MEDICINE 

© 1967  Pennsylvania  Medical  Society 

The  Pennsylvania  Medical  Journal 
Official  Publication  of  the  Pennsylvania  Medical  Society 


JULY,  1967 


VOLUME  70  NUMBER  7 


TEMPLE  ORIGINAL  PAPERS 


GENERAL  HOSPITAL  PSYCHIATRY 


R.  Bruce  Sloane,  M.D. 


Changing  concepts  may  soon  force  into  medical  obsolescence  the  use  of  separate  treatment 
facilities  for  psychiatric  patients.  Page  33. 


PRODUCTION  OF  PREGNANCY  ZONE 

PROTEIN  BY  CONTRACEPTIVE  STEROIDS  Russell  R.  deAlvarez,  M.D.  and  Jose  S.  Afonso,  M.D. 

In  this  study,  pregnancy  zone  globulin  appeared  in  ninety-two  percent  of  the  patients  who 
had  taken  contraceptive  steroids.  Page  43. 


METABOLIC  DISEASES  OF  THE  SKELETON 


Ernest  Aegerter,  M.D. 


Some  unexplained  cases  of  osteoporosis  may  be  caused  by  abnormal  kidney  function  due  to 
occult  acidosis.  Page  49. 


ULTRASOUND  CARDIOLOGY 


William  L.  Winters,  M.D. 


This  new  ultrasonic  technique  has  proven  to  be  an  invaluable  aid  in  the  study  of  mitral  and 
tricuspid  valvular  motion.  Page  53. 


ACOUSTIC  NEUROMA:  EARLY  DIAGNOSIS 


Max  L.  Ronis,  M.D. 


Prompt  diagnosis  and  therapy  are  essential  if  minimal  morbidity 
status  are  to  be  achieved. 


and  maximal  rehabilitative 
Page  67. 


CASTRATION  ANXIETY  Keith  Fischer,  M.D.,  Harold  Winn,  M.D.  and  Kyril  B.  Conger,  M.D. 

Surgical  castration  without  adverse  psychological  effects  can  be  accomplished  if  the  patient’s 
emotional  condition  is  recognized.  Page  71. 


TYPHOID  VACCINATION- 

YESTERDAY  AND  TODAY  Dieter  Groschel,  M.D. 

New  preparations  like  endotoxins  must  be  made  available  if  present  therapeutic  and  prophy- 
lactic measures  are  to  be  extended.  Page  77. 
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NUMA  DURA-TABS® 

■ for  prolonged  aid  to  ventilation 

Each  Numa  Dura-Tab  provides: 

theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 

[ Warning:  butabarbital  may  be  habit-forming. ) 

Numa  Dura-Tabs  provide  prolonged  three-way  Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
action  to  ease  breathing.  Theophylline,  a potent  helps  keep  the  asthmatic  patient  symptom-free 
bronchodilator  with  minimal  effect  on  the  CNS,  all  day/all  night. 

opens  air  passages  and  reduces  bronchial  spasm.  Precautions:  Use  with  caution  in  cardiovascular 
Ephedrine  HCI  improves  breathing  capacity  or  hyperthyroid  disease,  severe  hypertension, 
through  its  decongestant  action.  Butabarbital,  a circulatory  collapse,  prostatic  hypertrophy,  or 
mild  sedative,  allays  fear  and  apprehension.  glaucoma. 
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OPENS 

ASTHMATIC 

AIRWAYS 


AND 

KEEPS  THEM 


OPEN 


In  managing  tense,  anxious  patients 
here's  one  combination  that  makes  sense 
your  understanding  counsel 

and  Serax 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
“IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 

hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 

rare,  but  use  with  caution  where  complica- 
tions could  ensue  from  a fall  in  blood 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
have  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over- 
dose. Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to 
overdose:  excessive,  prolonged  use  in 

susceptible  patients  (alcoholics,  ex-addicts, 
etc.)  may  result  in  dependence  or  habitua- 
tion. Reduce  dosage  gradually  after  pro- 
longed excessive  dosage  to  avoid  possible 
epileptiform  seizures.  Withdrawal  symp- 
toms following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients 
of  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
been  established. 

Not  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds, 
not  established. 

Side  Effects:  Therapy-interrupting  side 

effects  are  rare.  Transient  mild  drowsiness 
is  common  initially;  if  persistent,  reduce 
dosage.  Dizziness,  vertigo  and  headache 
have  also  occurred  infrequently;  syncope, 
rarely.  Mild  paradoxical  reactions  (excite- 
ment, stimulation  of  affect)  are  reported 
in  psychiatric  patients.  Minor  diffuse  rashes 
(morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
reduction.  Although  rare,  leucopenia  and 
hepatic  dysfunction  including  jaundice 
have  been  reported  duringtherapy.  Periodic 
blood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
compounds,  are  not  yet  reported:  para- 
doxical excitation  with  severe  rage  reac- 
tions, hallucinations,  menstrual  irregular- 
ities, change  in  EEG  pattern,  blood 
dyscrasias  (including  agranulocytosis),  blur- 
red vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
mg.  oxazepam. 

Photograph  posed  by  professional  models. 


To  help  you  relieve  anxiety  and  tension 

Serax 

(oxazepam) 

Wyeth  Laboratories  Philadelphia,  Pa. 


THIS  MONTH 


Temple-Wills  Meet 
with  Builders 

The  nations  major  builders  of  new 
eye  institutes  and  programs  convened 
at  Wills  Eye  Hospital  all  day  May  9 
in  consultation  concerning  the  erection 
of  New  Wills  Hospital  in  affiliation 
with  Temple  University. 

The  group  met  with  representatives 
of  the  medical  staff  and  administrative 
staff  of  Wills  Hospital  and  Temple 
University  for  the  second  time  to  con- 
sider the  best  possible  physical  plan- 
ning and  academic  relations  of  what 
bids  to  be  a major  new  unit  of  the 
Philadelphia  medical  scene.  Wills  Eye 
Hospital  and  Temple  University  signed 
a formal  affiliation  June,  1966  pro- 
grammed toward  the  building  of  an 
eight  hundred  bed  clinical  teaching 
building  to  replace  the  existing  Samari- 
tan and  Main  hospitals  of  Temple 
University.  Coupled  with  this  will  be 
the  new  Wills  Eye  Hospital  projected 
a $7.1  million  and  a new  St.  Christo- 
pher’s Hospital  for  Sick  Children. 


Temple's  Unusual 
Graduation  Class 

A veterinarian,  an  undertaker,  a 
ballplayer  and  a psychologist  started 
new  careers  June  15  when  Temple 
University  awarded  each  a Doctor  of 
Medicine  degree. 

Also  marching  in  the  Medical 
School  commencement  procession  was 
a laboratory  technician,  a nurse,  an 
editorial  assistant,  a chemist,  a minister 
and  a pharmacist. 

Ten  people  not  following  the  straight 
route  of  high  school,  college  and  medi- 
cal school  would  be  enough  to  make 
the  Temple  graduating  class  of  129 
physicians  unusual.  What  made  it 
more  unusual  was  the  presence  of 
Richard  L.  Moffet  of  Lewistown,  Pa. 

Dick  Moffet’s  medical  school  edu- 
cation took  six  years.  Since  his  senior 
college  year  at  Juniata,  he  has  been 
hospitalized  twelve  times.  Before  enter- 
ing medical  school,  he  had  a spinal  disc 
problem.  Three  months  after  matricu- 
lating at  the  School  of  Medicine, 
Temple  staff  physicians  discovered  that 


a portion  of  the  pulmonary  artery  was 
too  narrow  for  proper  circulation 
(congenital  pulmonary  stenosis).  Open 
heart  surgery  was  performed.  Still 
not  deterred,  Dick  returned  to  medical 
school  the  next  year  (1963). 

In  January  of  1965  a good  deed 
cost  the  determined  young  man  addi- 
tional pain  and  delay  in  reaching  his 
career  goal.  He  re-injured  his  back 
while  shoveling  snow  to  help  a neigh- 
bor who  was  recovering  from  surgery. 
Hospitalized  again,  the  future  phy- 
sician was  shelved  in  a body  cast  until 
June. 

Richard  Moffet  is  not  the  only 
Temple  medical  graduate  to  feel  his 
background  will  be  of  help  to  his  new 
career.  Feeling  the  same  way  are  the 
undertaker.  Dr.  Robert  L.  Shindler 
of  York,  Pa.;  veterinarian.  Dr.  John 
B.  Jeffers  of  27  Madestone  Lane,  Wil- 


lingboro,  N.J.;  ballplayer,  Eugene  P. 
Watson  of  238  B Thomas  Drive,  Wil- 
mington, Delaware;  psychologist,  Dr. 
Mary  E.  Moore  of  Philadelphia;  lab- 
oratory technician,  Dr.  Dean  L.  Pier- 
son of  Fresno,  California;  registered 
nurse,  Dr.  Jacqueline  L.  (Mrs.  Louis 
V.)  Miller  of  Middletown,  Ohio;  edi- 
torial assistant.  Dr.  Constance  S.  (Mrs. 
William  J.)  White  of  Philadelphia; 
chemist,  Dr.  Salvatore  M.  Valenti  of 
Pittston,  Pa.;  minister,  Dr.  John  W. 
Breneman  of  7429  Beverly  Road,  Phil- 
adelphia; pharmacist,  Dr.  J.  Roger 
Curran  of  943  Penn  Ave.,  Ardsley,  Pa. 

The  ten  new  physicians  were  among 
502  graduates  at  Temple  University 
Health  Sciences  Center.  Diplomas 
went  to  129  physicians,  125  dentists, 
sixty-eight  pharmacists,  twenty-nine 
medical  technologists,  eighty-eight 
nurses  and  fifty-three  dental  hygienists. 


Temple  Faculty  Honored 


Eight  faculty  members  of  Temple  University  School  of  Medicine  were 
honored  by  students  for  “outstanding  contributions”  to  the  students’  education. 

Shown  above  with  the  Junior  Class  president,  Rick  Aurandt  (first  row 
left)  and  Sophomore  president,  Nick  Morris  (first  row  right)  are  (left  to  right): 
John  R.  Troyer,  Ph.D.,  associate  professor  of  anatomy;  Elizabeth  V.  Lautsch, 
M.D.,  professor  of  pathology;  William  S.  Frankl,  M.D.,  assistant  professor  of 
medicine;  and  Gary  M.  Roggin,  M.D.,  medical  resident.  The  four  faculty 
members  received  “Golden  Apple”  plaques  by  the  Temple  Chapter  of  the 
Student  American  Medical  Association. 

Runners-up  selected  by  the  students  to  receive  certificates  of  merit  were 
(top  row  left  to  right):  Morton  Klein,  Ph.D.,  professor  of  microbiology; 

Carson  D.  Schneck,  M.D.,  assistant  professor  of  anatomy;  David  S.  Smith, 
M.D.,  associate  professor  of  pediatrics;  and  Charles  E.  Miller,  M.D.,  medical 
resident. 

Three  of  the  recipients  had  been  honored  previously  by  Temple  students. 
Dr.  Lautsch  received  a plaque  and  Dr.  Troyer,  a certificate  in  1965;  Dr.  Klein 
was  a certificate  winner  last  year. 

The  awards  were  presented  by  Robert  M.  Mucher,  M.D.,  Temple  dean, 
at  a Temple  SAMA  dance  at  the  Warrington  Country  Club. 
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SOS  The  News 


Leonard  S.  Girsh,  M.D.,  clinical  as- 
sistant professor  of  internal  medicine- 
allergy,  Temple  University  Medical 
Center,  was  recently  elected  chair- 
man of  the  Weather  and  Air  Pollution 
Committee  of  the  American  Academy 
of  Allergy  at  its  annual  meeting. 

Carson  D.  Schneck,  M.D.,  Quaker- 
town,  has  been  honored  by  the  stu- 
dents of  Temple  University  School  of 
Medicine  for  his  “outstanding  contri- 
bution” to  the  students’  education.  Dr. 
Schneck  received  a certificate  at  cere- 
monies sponsored  by  Temple’s  chap- 
ter of  the  Student  American  Medical 
Association. 

Robert  M.  Bucher,  M.D.,  dean  of 
the  Temple  University  School  of  Medi- 
cine, will  take  a six-month  leave  of 
absence  starting  July  15  to  serve  as 
special  consultant  to  the  director  of 
the  Regional  Medical  Program  in 
Washington,  D.C.  The  dean  said  he 
expects  to  gain  an  insight  into  the 
manner  in  which  the  mandates  of  the 
people,  as  expressed  in  Congressional 
legislation,  are  put  into  operation 
through  government  agencies. 

Carol  D.  Witherspoon,  M.D.  spoke 
on  “The  Role  of  Women  in  the  Next 
Century”  during  Women’s  Emphasis 
Week  at  Johnson  C.  Smith  University. 

Nobuto  Yamamoto,  M.D.  has  em- 
barked on  a lecture  tour  of  universities 
in  Japan.  He  also  participated  in  a 
symposium  on  Latency  in  Viral  Infec- 
tion at  the  General  Assembly  of  the 
Japanese  Medical  Congress  at  Nagoya. 

Howard  H.  Steel,  M.D.  presented  an 
exhibit,  The  Costochondral  Junction: 
Its  Potential,  at  the  meeting  of  the 
American  Academy  of  Orthopaedic 
Surgeons  in  San  Francisco. 

An  exhibit,  A Nonthromogenic  Mi- 
tral Heart  Valve  Prosthesis,  by  Julio 
C.  Davila,  M.D.,  Elizabeth  V.  Lautsch, 
M.D.,  Trevelyan  E.  Palmer,  M.D.  and 
Miguel  E.  Sanmarco,  M.D.  won  second 
prize  at  the  16th  Annual  Scientific 
Session  of  the  American  College  of 
Cardiology  in  Washington.  Dr.  Davila 
also  presented  two  papers  at  the  meet- 
ing of  the  Puerto  Rico  chapter  of  the 
American  College  of  Surgeons. 


Robert  D.  Canipo,  M.D.  spoke  on 
The  Chemical  Composition  of  Carti- 
lage and  Bones,  and  Charles  Tourte- 
lotte,  M.D.,  was  a discussion  leader  at 
an  Endochondral  Calcification  Work- 
shop sponsored  by  the  National  In- 
stitutes of  Health  in  New  York. 

John  Harvey  Martin,  M.D.  ad- 
dressed the  staff  of  the  Rehabilitation 
Center  of  Southern  Fairfield  County 
in  Stamford,  Connecticut. 

Harry  E.  Bacon,  M.D.  has  been 
named  chairman  of  the  proctology 
postgraduate  course  of  the  1967  Chi- 
cago Clinical  Congress. 

N.  Henry  Moss,  M.D.  has  been 
elected  to  the  board  of  directors  of 
the  American  Cancer  Society,  Phila- 
delphia Division. 

Raymond  Truex,  M.D.  spoke  on 
The  Autonomic  Nerves  and  Cardiac 
Conduction  when  he  was  a visiting  pro- 
fessor in  the  Distinguished  Lecturer 
Series  of  Tulane  University. 

Henry  J.  Woloshin,  M.D.  was  guest 
speaker  at  the  30th  Annual  Meeting  of 
the  New  Orleans  Graduate  Medical 
Assembly. 

Joseph  Wolpe,  M.D.  gave  seminars 
on  behavior  therapy  at  St.  Louis  Uni- 
versity and  the  Veterans  Administra- 
tion Hospital,  Murfreesboro,  Tennes- 
see. 

Frederick  Murtagh,  M.D.  partici- 
pated in  a symposium  on  trauma  spon- 
sored by  the  Scott  County  and  Rock 
Island  County  Medical  Societies  in 
Davenport,  Iowa.  The  topic  was  Man- 
agement of  Head  Injuries. 

Michael  Scott,  M.D.  has  been  ap- 
pointed an  examiner  by  the  American 
Board  of  Neurological  Surgery  for 
examinations  held  in  Chicago. 

John  Franklin  Huber,  M.D.  pre- 
sented a paper  entitled  Communica- 
tion Media  in  the  Moderation  Presen- 
tation of  Anatomy  at  the  80th  Session 
of  the  American  Association  of  Anato- 
mists at  the  University  of  Kansas 
Medical  Center.  Presentations  were 
also  made  by  Gail  S.  Crouse,  M.D., 
Stephen  J.  Phillips,  M.D.,  and  Carson 
D.  Schneck,  M.D. 


R.  K.  Greenbank,  M.D.  spoke  on 
Outpatient  Psychotherapy  at  the  an- 
nual meeting  of  the  American  Ortho- 
psychiatric Association  in  Washing- 
ton, D.C. 

Jacob  Gershon-Cohen,  M.D.  and 
JoAnn  Haberman,  M.D.  participated 
in  a discussion  and  demonstration  of 
thermography  techniques  at  the  Tech- 
nical Conference  of  the  Society  of 
Motion  Picture  and  Television  En- 
gineers in  New  York. 

Laurence  E.  Lundy,  M.D.  discussed 
Estriol  Determination  and  Significance 
at  the  8th  Annual  Maternal  and  Child 
Health  Institute,  Section  on  Fetal  Pre- 
servation, of  the  Pennsylvania  Medical 
Society. 

Jacob  Zatuchni,  M.D.  spoke  on 
The  Treatment  of  Heart  Failure  with 
Newer  Diuretics  at  medical  staff  meet- 
ings at  Bergen  Pines  Hospital,  Hacken- 
sack, N.J.,  and  Nazareth  Hospital  in 
Philadelphia. 

Russell  R.  deAlvarez,  M.D.  attended 
the  annual  Spring  Symposia  in  gyne- 
cology and  obstetrics  of  the  University 
of  Oklahoma  School  of  Medicine.  He 
spoke  on  Illegitimacy  at  the  37th  an- 
nual Health  Institute  of  the  Woman’s 
Auxiliary  to  the  Philadelphia  County 
Medical  Society. 

Herbert  M.  Stauffer,  M.D.  was 

guest  speaker  at  a meeting  of  the  Cali- 
fornia Medical  Association  in  Los 
Angeles.  He  spoke  on  The  Epiperi- 
cardial  Interface:  Further  Evaluation 
of  Carbon  Dioxide,  Opaque  and  Echo- 
cardiography in  the  Diagnosis  of  Ef- 
fusion; Advances  in  Radiological  Diag- 
nostic Techniques  and  Some  Newer 
Aspects  of  Urologic  Roentgenology. 

Carl  Alper,  M.D.  participated  in  a 
seminar  of  the  department  of  chemistry 
at  Rutgers  University.  His  topic  was 
1941  and  Now— Years  of  Dramatic 
Development  in  Analytical  Biochemis- 
try. 

Thomas  C.  Deas,  M.D.  has  been 
elected  president-elect  of  the  Phila- 
delphia Society  of  Anesthesiology. 
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Temple  University  School  of  Medicine 

Temple’s  Health  Sciences  Division,  composed  of  Medical,  Dental  and 
Pharmacy  Schools,  College  of  Allied  Health  Professions  and  Temple 
University  Hospital,  provides  an  education  base  in  the  total  spectrum 
of  health  manpower 

ROBERT  M.  BUCHER,  M.D.,  DEAN 
Philadelphia,  Pennsylvania 


From  the  time  of  its  founding  in 
1901  until  the  recent  establish- 
ment of  the  Hershey  Medical 
School,  the  Temple  University  School 
of  Medicine  has  been  the  youngest 
of  the  medical  schools  in  the  Com- 
monwealth of  Pennsylvania.  It  is  of 
some  interest  that  the  founder  of 
Temple  University,  Dr.  Russell  H. 
Conwell,  established  Temple  Univer- 
sity Hospital  several  years  in  advance 
of  opening  a Medical  Department. 
The  Hospital  this  year  is  observing  its 
75th  Anniversary.  It  may  well  be  that 
Dr.  Conwell  demonstrated  unusual 
foresight  in  recognizing  that  the  es- 
tablishment of  a model  environment 
of  patient  care  was  a necessary  condi- 
tion to  the  inauguration  of  a medical- 
educational  program. 

As  a part  of  Temple  University,  the 
School  of  Medicine  has  consistently 
endeavored  to  follow  the  purposes  dic- 
tated by  its  founder.  He  established 
the  University  as  a place  where  “All 
young  men  and  young  women  with 
good  minds  and  the  will  to  work” 
might  secure  a sound  education.  Ours 
was  the  first  co-educational  medical 
school  in  Pennsylvania  and  awarded 
medical  degrees  to  two  women  in 
1908.  The  School  has  provided  op- 
portunity for  study  to  large  numbers 


of  students  from  the  surrounding 
areas,  particularly  those  who  are  resi- 
dents of  the  Commonwealth.  The 
School  has  consistently  recorded  a 
high  percentage  of  enrollment  from 
the  in-state  population,  but  on  the 
other  hand,  it  has  recognized  that  a 
good  educational  environment  is  de- 
pendent upon  having  a student  body 
representing  many  varied  and  diverse 
backgrounds  and  has  always  been 
careful  to  admit  a reasonably  large 
percentage  of  students  from  other 
states  and  even  from  other  countries. 

In  recent  years  two  major  changes 
have  taken  place  which  have  had  an 
important  effect  in  enabling  the  insti- 
tution to  fulfill  its  initial  objective. 

Several  years  ago,  Temple  Univer- 
sity recognized  that  the  University 
must  turn  its  attention  to  the  educa- 
tion of  the  total  spectrum  of  health 
manpower  and  established  the  Health 
Sciences  Division,  naming  Leroy  E. 
Burney,  M.D.,  former  Surgeon  Gen- 
eral of  the  United  States  Public  Health 
Service,  to  the  post  of  Vice  President 
for  the  Health  Sciences.  This  Division 
includes  the  Medical  School,  Dental 
School.  Pharmacy  School,  and  Col- 
lege of  Allied  Health  Professions,  as 
well  as  the  Temple  University  Hos- 
pital. Under  this  arrangement,  the 


Hospital  has  become  an  institution 
devoted  to  rendering  service  which 
then  can  serve  as  a model  for  the 
teaching  programs  for  students  of  all 
the  Health  Sciences  Schools.  The 
Medical  School  recognizes  this  as  an 
opportunity  and  responsibility  to  in- 
crease its  leadership  and  has  become 
to  this  Division  what  the  Liberal  Arts 
College  is  to  the  remainder  of  the 
University.  There  follows  the  addi- 
tional benefits  of  placing  medical  stu- 
dents alongside  other  members  of  the 
health  team,  with  whom  they  will 
work  for  the  remainder  of  their  pro- 
fessional lives,  for  educational  pur- 
poses. 

The  second  major  change  in  recent 
years  was  the  passage  of  legislation 
making  Temple  University  a state- 
related  institution.  This  was  a logical 
step  which  was  taken  to  enable  the 
University  to  respond  to  increasing 
educational  demands  even  though  it 
did  not  have  significant  financial  en- 
dowments of  its  own  for  this  purpose. 
Increasing  growth  in  both  the  quan- 
tity and  quality  of  programs  dictated 
the  necessity  for  obtaining  increased 
support  from  the  Commonwealth. 
Becoming  a state-related  institution 
has  also  resulted  in  a reduction  in  the 
tuition  for  the  student  who  is  a resi- 


FRONT  COVER  PHOTO 

Architects  rendering  of  the  new  Medical  School  Building  scheduled  for  con- 
struction at  Temple  University  Health  Sciences  Center.  The  building  repre- 
sents a segment  of  the  overall  future  physical  planning  which  has  for  the  past 
seventy-five  years  endeavored  to  adhere  to  the  purposes  established  by  its 
founder,  Russell  H.  Conwell,  M.D.,  as  an  institution  dedicated  to  provide 
willing  students  with  a sound  medical  education. 

Special  commendation  for  this  special  Temple  Issue  of  Pennsylvania  Medicine 
must  be  given  to  Robert  M.  Bucher , M.D.,  Dean,  for  his  participation  and 
guidance;  to  the  ten  physicians  who  contributed  original  scientific  papers  of 
interest  to  our  readership;  to  Mr.  John  Robson,  Temple’s  Director  of  Public 
Relations,  for  his  sincere  overall  efforts  which  made  possible  the  production 
of  this  issue. 
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The  Temple  University  School  of  Medicine  (foreground)  with  the  Research 
Building,  dedicated  October,  1963,  shown  on  far  right. 


dent  of  Pennsylvania,  and  will  enable 
the  University  to  extend  educational 
opportunity  to  an  even  greater  number 
of  young  men  and  women. 

As  the  School  of  Medicine  looks  to 
the  future,  there  are  several  definitive 
statements  which  it  can  make: 

1.  Temple  University  will  continue 
to  offer  educational  opportunity  to 
able  students  at  relatively  low  cost. 
Even  the  tuition  for  out-of-state  stu- 
dents will  be  kept  at  a relatively 
modest  level  in  order  to  give  the  stu- 
dent body  the  enrichment  found  in  a 
collection  of  scholars  from  different 
backgrounds  and  with  different  aims. 

2.  The  Temple  University  School  of 
Medicine  will  continue  to  expand  en- 
rollment opportunities.  At  the  present 
time  new  facilities  are  being  con- 
structed and  planned  which  will  en- 
able the  School  to  expand  its  entering 
class  from  the  current  137  to  176. 
This  initial  goal  will  be  re-evaluated 
after  several  years  and  might  possibly 
be  increased  if  there  is  assurance  that 
the  quality  of  education  will  not  be 
compromised  by  such  an  increase. 

3.  The  School  will  endeavor  to  pro- 
vide flexible  opportunities  to  its  stu- 
dents. Recognizing  that  the  profession 
of  medicine  is  no  longer  a single 
monolithic  structure  and  that  the 
health  needs  of  our  populace  will  re- 
quire increasingly  divergent  types  of 
physicians,  the  School  will  attempt  to 
provide  the  specialized  educational 
and  training  experiences  needed  by  in- 
dividual students.  New  curricular  pat- 
terns are  currently  being  designed  to 
fulfill  this  objective,  and  the  new  phy- 
sical structures  are  being  planned  to 
house  these  flexible  programs. 

The  new  Basic  Science  Building, 
which  is  now  under  construction  and 
should  be  completed  in  approximately 
one  year,  is  of  the  multipurpose  type. 
Each  student  will  have  his  own  station 
which  he  will  utilize  for  all  of  his 
laboratory  work.  The  faculty  will 
come  to  him,  and  he  will  have  a sense 
of  investment  in  his  own  education, 
since  he  will  study  in  his  own  space, 
not  in  space  which  is  owned  by  a 
given  department.  This  physical  ar- 
rangement will  also  allow  for  the 
greatest  curricular  flexibility  in  the  fu- 
ture and  should  present  a minimum  of 
scheduling  problems. 

The  new  Clinical  Science  facilities, 
which  are  now  being  planned,  will  fol- 
low a concept  of  giving  to  the  patient 
a setting  in  which  the  multiple  spe- 
cialists and  scientists  can  best  work 
together  in  rendering  a high  grade  of 
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care  while  giving  the  student  an  opti- 
mal integrated  teaching  experience. 
Elsewhere  in  this  issue  of  Penn- 
sylvania Medicine  is  a description 
of  one  of  these  integrated  programs, 
the  Neurologic  and  Sensory  Science 
Program.  The  several  departments  in- 
volved in  this  program  will  be  housed 
on  the  same  floor  in  the  new  Clinical 
Science  facility.  This  will  enable  them 
to  carry  out  their  patient  care  activi- 
ties and  their  research  and  teaching 
work  in  a coordinated  fashion.  Simi- 
lar arrangements  will  be  followed  for 
other  logical  groupings  of  disciplines. 

Due  attention  also  is  being  given  to 
the  need  for  finding  new  ways  to  pro- 
vide primary  and  continuing  family 
care.  It  is  not  yet  clear  whether  this 
will  be  accomplished  by  a re-defini- 
tion of  the  General  Practitioner  or  in 
several  other  ways.  Physical  space  will 
be  provided  at  Temple  to  house  phy- 
sicians who  are  concerned  with  giving 
total  comprehensive  care  to  people  in 
the  area  near  the  institution.  This  then 
can  become  the  most  appropriate  base 
for  teaching  programs  for  students  and 
graduate  programs  intended  to  pro- 
duce family  physicians.  An  attempt 
will  be  made  to  relate  such  family 
physicians  to  the  hospital  so  that  they 
can  utilize  its  full  complement  of  re- 
sources in  supporting  the  care  of  the 
patient  and  be  full  and  complete  mem- 
bers of  the  staff  rather  than  working 
with  the  feeling  that  they  are  only  dis- 
tantly related  to  the  institution.  This 
planning  expresses  a commitment  to 


the  concept  that  true  personalized  care 
cannot  be  fragmented  by  interposing 
artificial  barriers  as  to  whether  the  pa- 
tient is  primarily  vertical  or  primarily 
horizontal. 

The  Temple  University  School  of 
Medicine  deeply  appreciates  the  sup- 
port which  it  has  received  from  the 
Commonwealth  of  Pennsylvania  and 
from  all  of  its  agencies  and  societies. 
It  is  particularly  grateful  to  the  Penn- 
sylvania Medical  Society  for  dedi- 
cating this  issue  of  Pennsylvania 
Medicine  to  contributions  from  the 
Temple  faculty.  Half  of  our  alumni 
practice  within  this  Commonwealth, 
and  it  is  our  sincere  hope  that  our 
School  will  continue  to  serve  the  best 
interests  of  high  quality  medical  care 
for  our  Commonwealth  and  for  the 
Nation. 
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PENNSYLVANIA  MEDICAL  GOLFING 

ASSOCIATION 


TWELFTH  ANNUAL 
TOURNAMENT  & DINNER 

Tuesday,  September  26,  1967 

MERION  GOLF  CLUB 
Philadelphia 

• Open  to  all  PMGA  members 

• Non-members  add  $3.00  one  time 
PMGA  membership  fee. 

• 175  Golfer  Limit  — first  come:  first  served 


GOLF  • DINNER  • TROPHY,  FLIGHT  AND  DOOR  PRIZES  • MEETING 

Caddies  and  limited  number  of  carts  available 


ENTRY  FORM  $30.00  ENTRY  FEE 

Fee  deadline  — August  25,  1967 

Name  

Add  ress  


(Zip) 

Certified  Handicap Lunch  at  Club yes no 

Preferred  tee-off  time a.m. p.m.  Over  age  55 

(Starting  times:  8:30  a.m.  — 2:30  p.m.) 

Other  foursome  ^ 

members  2 

(full  name) 

Reserve  cart  no  one  two 

(circle  choice) 

Make  check  for  $30.00  payable  to  Pennsylvania  Medical  Golfing  Association, 
Taylor  Bypass  and  Erford  Road,  Lemoyne,  Pennsylvania  17043 

No  fee  refund  after  September  15,  1967 


Legislative  News 

Washington 

Physician  Draft  Proposal  Made  by  AMA 


The  American  Medical  Association 
proposed  that  Congress  set  up  a Na- 
tional Commission  on  Health  Re- 
sources and  Medical  Manpower  with 
broad  powers  to  supervise  the  drafting 
of  physicians  for  military  service. 

The  AMA  recommendation  was 
presented  by  Albert  H.  Schwichten- 
berg,  M.D.,  chairman  of  the  AMA 
Council  on  National  Security,  at  a 
Senate  Armed  Services  Committee 
hearing  on  S-1432  which  would  pro- 
vide for  a four-year  extension  of  the 
present  draft  law  expiring  June  30. 

Other  AMA  Recommendations  for 
modification  of  the  M.D.  draft  pro- 
gram included: 

• Expansion  of  the  physician  draft 
pool  to  include  women  doctors. 

• Making  subject  to  draft  call  for- 
eign physicians  under  thirty-five 
years  of  age,  with  permanent 
visas  or  who  have  subsequently 
become  citizens,  and  who  may 
not  be  subject  to  call  because 
they  were  not  deferred  from  in- 
duction while  under  age  twenty- 
six. 

• Limiting  credit  for  fulfillment  of 
the  draft  obligation  to  only  ser- 
vice performed  in  the  armed  ser- 
vices. (Under  the  old  law,  ser- 
vice in  the  Public  Health  Service 
could  satisfy  a physician’s  obli- 
gation for  active  military  duty.) 

• Routine  transfer,  upon  comple- 
tion of  an  internship,  of  the 
jurisdiction  of  physicians  to  the 
local  draft  board  serving  the  area 
in  which  the  physician  is  engaged 
in  training  or  practice. 


Physician  Exchange 
Program  Testimony  Given 

John  C.  Nunemaker,  M.D.,  chair- 
man of  the  AMA’s  Department  of 
Graduate  Medical  Education,  told  a 
House  Judiciary  Subcommittee  that 
the  AMA’s  position  continues  to  be 
that  graduates  of  foreign  medical 
schools  who  come  to  the  United  States 


• Changes  in  the  pay  and  promo- 
tion policies  for  military  physi- 
cians designed  to  increase  the  re- 
tention of  career  military  physi- 
cians. 

“Our  primary  recommendation  . . . 
is  the  creation  of  a National  Commis- 
sion on  Health  Resources  and  Medical 
Manpower,”  Dr.  Schwichtenberg  said. 
“This  Commission  would  replace  and 
be  responsible  for  the  functions  of  the 
present  National  Advisory  Committee 
and  the  Health  Resources  Advisory 
Committee.  This  new  Commission, 
under  the  direction  of  the  President, 
would  have  the  responsibility  of  main- 
taining a proper  balance  of  health 
personnel,  within  existing  resources, 
among  the  Armed  Forces,  other  gov- 
ernment agencies,  and  the  civilian  pop- 
ulation. Requests  of  the  Secretary  of 
Defense  for  health  manpower  in  the 
military  would  be  reviewed  and  ap- 
proved by  the  Commission.  The  Com- 
mission would  establish  for  the  Se- 
lective Service  System  criteria  for  clas- 
sifying, reclassifying  and  determining 
the  order  of  selection  for  health 
personnel.  Under  this  proposal,  the 
present  State  Advisory  Committees 
would  be  redesignated  as  State  Health 
Manpower  Committees,  whose  activi- 
ties would  be  coordinated  by  the  Na- 
tional Commission.  It  is  further 
recommended  that  the  Commission 
should  be  constituted  from  among 
persons  of  outstanding  national  repu- 
tation in  the  health  care  fields,  and  its 
composition  should  include  substantial 
representation  from  the  physicians  in 
private  practice.” 


for  training  “should  be  encouraged  in 
every  possible  way  to  return  to  their 
home  countries  where  their  skills  are 
so  badly  needed.” 

Dr.  Nunemaker  suggested  that  the 
five  year  length  of  stay  provision  for 
physicians  on  exchange  programs  be 
reconsidered.  Every  year  beyond  two 
or  three  years  “intensifies  the  desire  of 
the  visitor  to  stay  longer,”  he  noted. 


Pennsylvania 

Pennsycare 

The  Hospital  Association  of  Penn- 
sylvania, in  its  Legislative  Bulletin  of 
May  9,  wrote  as  follows:  “To  date, 
the  Pennsylvania  Medical  Assistance 
Program  has  been  administered  by 
the  Department  of  Public  Welfare, 
and  it  is  difficult  to  understand  how  it 
can  be  administered  elsewhere.  How- 
ever, we  do  understand  that  the  Penn- 
sylvania Medical  Society,  now  in- 
tensely interested  because  of  the  pros- 
pect of  payment  for  physicians’  ser- 
vices, is  endeavoring  to  have  the  pro- 
gram handled  by  the  Department  of 
Health.  . . In  any  event,  the  last  week 
of  May  and  the  month  of  June  will 
bring  some  real  attention  in  this  mat- 
ter of  legislative  implementation  of 
Title  XIX  in  Pennsylvania.” 

The  Hospital  Association  was  con- 
tacted and  informed  that  the  parallel 
between  Medicine’s  request  for  admin- 
istration by  “Health”  and  the  fees  was 
most  inaccurate  and  unfortunate.  The 
major  reasons  are  not  remotely  related 
to  fees  and  concern  mostly  better  com- 
munications and  quality  control  pro- 
cedures, since  Medicine  feels  that  it 
has  a communications  barrier  with 
Public  Welfare,  and  that  a program 
designed  by  Welfare  cannot  hope  to 
attract  physician  acceptance. 


Legislation  of  Interest 

Following  the  success  at  the  May 
Primary  of  the  constitutional  amend- 
ments, the  calling  for  a Constitutional 
Convention,  and  the  $500  million  land 
reclamation  and  conservation  Bond 
Issue,  the  Senate  released  some  of  the 
Administration  conservation  bills  from 
Committee,  including  the  one  imple- 
menting the  $500  million  conservation 
project.  As  reported  earlier,  the  Penn- 
sylvania Medical  Society  is  supporting 
these  measures  which  will  aid  in  al- 
leviating land,  water  and  air  pollution 
that  exists  in  our  state. 

• The  so-called  non-preferred  ap- 
propriations measures  for  the 
Commonwealth’s  schools,  mu- 
seums, hospitals,  etc.,  were  in- 
troduced and  will  be  reported 
later. 

• H-463,  the  bill  to  authorize  com- 
pensation for  physicians  serving 
on  borough  Boards  of  Health, 
was  reported  from  the  Commit- 
tee on  Boroughs. 
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With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  lVs  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

VWVWWVWWWVVWrt/ 

Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital, % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Unique  Arthritic  Center 
Established  in  Philadelphia 

A center  for  the  diagnosis,  treatment  and  rehabilitation 
of  arthritic  patients  has  been  established  in  Philadelphia 
at  the  Albert  Einstein  Medical  Center  and  the  Moss 
Rehabilitation  Hospital,  as  announced  by  Pascal  F. 
Lucchesi,  M.D.,  executive  vice  president  and  medical 
director  of  the  Medical  Center. 

The  center,  a pilot  project  known  to  be  unique  in  the 
Philadelphia  area,  possibly  is  the  first  of  its  type  in  the 
nation  to  be  created  with  the  support  of  a state  grant. 
The  facility  is  financed  for  its  first  ten  months  by  a $25,000 
grant  made  by  the  Commonwealth  of  Pennsylvania  De- 
partment of  Health. 

William  E.  Reynolds,  M.D.,  medical  director  of  The 
Arthritis  Foundation,  a national  agency  headquartered  in 
New  York  City,  cited  the  new  Einstein-Moss  arthritis  center 
as  the  first  created  through  state  funds,  and  he  welcomed 
"this  evidence  of  mounting  state  concern  over  the  massive 
public  health  problem  posed  by  arthritic  conditions.” 

The  arthritis  center  is  under  the  supervision  of  George 
E.  Ehrlich,  M.D.,  an  attending  rheumatologist  at  the 
Medical  Center  and  director  of  rheumatology  at  Moss. 
Facilities  of  the  arthritis  center  are  housed  at  the  Medical 
Center’s  Northern  Division,  a 700-bed  hospital,  and  the 
160-bed  Moss  Rehabilitation  Hospital. 

The  Einstein-Moss  arthritis  center  will  provide  two 
services  for  referring  physicians.  The  person  referred  can 
visit  the  center  as  an  outpatient  to  have  his  condition 
evaluated  and  recommendations  made  to  the  referring  phy- 
sician; or,  after  the  outpatient  evaluation,  he  can  be  ad- 
mitted to  the  hospital  for  treatment,  and  then  followed  up 
during  outpatient  visits  to  the  center.  In  the  Medical 
Center’s  immediate  service  area,  hospital  home-care  treat- 
ment also  is  available  through  Einstein's  hospital  home 
service  department. 

It  is  hoped  that  the  arthritis  center  will  serve  as  a 
model  for  similar  centers  throughout  Pennsylvania.  The 
initial  monthly  capacity  of  the  arthritis  center  is  forty 
referrals.  Martin  Kaplan,  executive  director  of  Moss,  said 
a 12-bed  inpatient  unit  at  the  rehabilitation  hospital  has 
been  set  aside  for  the  exclusive  use  of  the  program. 

The  composite  skills  of  several  medical  disciplines  will 
be  focused  on  arthritis  patients  seen  at  the  center.  Members 
of  the  multidisciplinary  team  assigned  to  the  project  in- 
clude: three  rheumatologists,  a physiatrist,  a psychiatrist, 
an  orthopedic  surgeon,  an  ophthalmologist,  a dentist,  a 
psychologist,  a social-service  case  worker,  a rehabilitation 
nurse,  a physical  therapist,  an  occupational  therapist  and 
others. 

Rheumatologists  assigned  to  the  center  are  Sarle  H. 
Cohen,  M.D.,  and  Warren  A.  Katz,  M.D.  Physiatrist  is 
Carl  Levenson,  M.D.,  director  of  Einstein's  department  of 
physical  medicine  and  rehabilitation  and  medical  director 
of  Moss. 

Dr.  Ehrlich  stated:  “Through  our  multidisciplinary  ap- 
proach, with  the  rehabilitative  facilities  at  our  disposal, 
with  the  use  of  new  drugs  and  through  in-patient  group 
therapy,  we  believe  we  will  be  able  to  show  some  improve- 
ment in  almost  every  arthritis  patient  treated.  We  believe 
the  majority  of  those  incapacitated  by  arthritis,  especially 
if  seen  early  enough,  can  be  returned  to  gainful  employ- 
ment, homemaking  or  at  least  self-sufficiency.” 

The  new  arthritis  center  also  will  be  used  for  the  training 
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of  medical  and  paramedical  personnel  in  the  diagnosis, 
treatment  and  rehabilitation  of  arthritic  patients. 

Dr.  Ehrlich  was  named  in  1964  to  head  a rheumatology 
program  conducted  jointly  by  Einstein  and  Moss. 

As  part  of  an  affiliation  signed  by  Einstein,  Moss  and 
Temple  University,  Dr.  Ehrlich  also  was  named  to  the 
faculty  of  the  Temple  University  School  of  Medicine. 

As  director  of  the  section  of  rheumatology  at  Einstein, 
Dr.  Ehrlich  is  in  charge  of  an  arthritis  out-patient  clinic. 
As  director  of  rheumatology  for  Moss,  he  heads  an  arthritis 
inpatient  unit.  As  clinical  associate  professor  of  medicine 
and  clinical  associate  professor  of  physical  medicine  at 
Temple,  Dr.  Ehrlich  is  in  charge  of  the  education  in 
rheumatology  of  Temple  medical  students  at  both  Einstein 
and  Moss. 

Heart  Disease,  Cancer  and  Stroke 
Committees  Formed  in  Western  Pa. 

Dan  J.  Macer,  chairman  of  the  Western  Pennsylvania 
Regional  Medical  Program  Advisory  Committee  to  com- 
bat heart  disease,  cancer  and  stroke  has  established  his 
six  working  sub-committees.  Mr.  Macer,  who  is  director 
of  the  Oakland-Aspinwall  Veterans  Hospitals,  announced 
the  various  sub-committee  chairmen  as  follows:  Thomas  E. 
Callahan,  for  By-Laws;  David  W.  Clare,  M.D.,  for  Cancer; 
Sister  M.  Ferdinand,  for  Community  Involvement;  Fred- 
erick R.  Franke,  M.D.,  for  Heart  Disease;  Thomas  C. 
Hohmann,  M.D.,  for  Stroke;  and  Campbell  Moses,  M.D., 
for  Continuing  Education. 

Mr.  Callahan  is  executive  director  of  the  Hospital 
Council  of  Western  Pennsylvania;  Dr.  Clare  is  president 
of  the  Pennsylvania  Division  of  the  American  Cancer 
Society;  Sister  Ferdinand,  R.S.M.,  is  administrator  of 
Mercy  Hospital,  Pittsburgh;  Dr.  Franke  is  chief  of  the 
division  of  medicine,  Western  Pennsylvania  Hospital;  Dr. 
Hohmann  is  medical  director  of  the  department  of  physi- 
cal medicine  and  rehabilitation  at  St.  Francis  General 
Hospital;  and  Dr.  Moses  is  director  of  the  postgraduate 
program  at  Pitt’s  School  of  Medicine. 

The  chairmen  are  all  members  of  the  thirty-five  member 
advisory  committee  (RMPAC)  which  will  formulate  and 
carry  out  plans  for  the  regional  medical  program  covering 
: twenty-eight  counties  in  Western  Pennsylvania  under  an 
initial  Federal  planning  grant  of  $669,000. 

Heading  up  the  program  with  Mr.  Macer  are  vice  chair- 
man James  A.  Rock,  M.D.,  chief  pathologist  and  director 
of  laboratories  at  Lee  Hospital,  Johnstown,  and  secretary- 
treasurer  George  H.  Tabor,  who  is  associated  with  T. 
Mellon  and  Sons  of  Pittsburgh. 

In  addition  to  naming  the  subcommittee  chairman,  Mr. 
Macer  outlined  the  duties  of  the  subcommittees  for  the 
initial  phase  of  the  planning  program.  He  said  the  sub- 
committees will  designate  the  areas  of  primary  need  in 
the  Western  Pennsylvania  Region  for  prevention,  diagnosis 
and  treatment  of  heart  disease,  cancer  and  stroke. 

They  will  suggest  projects  which  will  most  effectively 
meet  those  needs  and  which  will  build  regional  cooperation 
among  health  interests  and  improve  patient  care. 

In  addition,  the  subcommittees  will  develop  guidelines 
for  assuring  maximum  community  involvement  of  all 
possible  institutions,  groups,  agencies  and  organizations, 
and  will  map  areas  of  primary  need  for  health-related 
continuing  education.  The  latter  program  will  be  aimed 
at  physicians,  nurses,  other  health  personnel,  and  the 
public  itself. 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 


A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Postgraduate 
Courses 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Courses  in  Bronchoesophagology; 

Temple  University  School  of  Medi- 
cine; September  18-29.  1967,  Feb- 
ruary 5-16,  1968;  fee,  $35.  Contact 
Charles  M.  Norris,  M.D.,  Temple  Uni- 
versity Hospital,  Health  Sciences  Cen- 
ter, Philadelphia  19140. 

Symposium  on  Sports  Medicine; 

Montgomery  County  Chapter  AAGP 
and  Germantown  Academy,  at  Fort 
Washington,  August  10,  1967,  9:15 
a.m.  to  8:30  p.m.,  August  11,  1967, 
9:00  a.m.  to  4:00  p.m.  Contact 
Franklin  C.  Kelton,  M.D.,  500  Willow 
Avenue,  Ambler  19002.  AAGP  9Vi 
hours. 

Psychiatry  Problems  of  Adoles- 
cence; Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Potts- 
ville  Hospital:  October  12;  11:00  a.m. 
to  2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia. 

Applied  Office  Psychiatry;  Institute 
of  the  Pennsylvania  Hospital,  Septem- 
ber 28  through  December  21,  1967. 
Contact  Sydney  E.  Pulver,  M.D.,  111 
North  49th  Street,  Philadelphia  19139. 

Graduate  Course  in  Medical  Hypno- 
sis; University  of  Pennsylvania  Gradu- 
ate Division,  School  of  Medicine,  twen- 
ty weekly  sessions  beginning  Septem- 
ber 28,  1967.  Contact  Sydney  E. 
Pulver,  M.D.,  1 1 1 North  49th  Street, 
Philadelphia  19139. 

General  Internal  Medicine;  Hahne- 
mann Medical  College;  Wednesdays, 
October  4,  1967,  through  March  27, 
1968;  1:00  to  4:00  p.m.;  AAGP  78 
hours.  Contact  Miss  Sage  Rosen, 
Hahnemann  Medical  College,  230 
North  Broad  Street,  Philadelphia 
19102. 

Office  Surgery;  Albert  Einstein 
Medical  Center,  Southern  Division; 
Wednesdays,  October  4,  1967,  through 
November  22,  1967;  1 :00  p.m.  to  4:00 
p.m.;  AAGP  24  hours.  Contact 


Leonard  J.  Zimet,  Einstein  Medical 
Center,  Fifth  and  Reed  Streets,  Phila- 
delphia 19147. 

Courses  in  Office  Psychosomatic 
Medicine  (Basic  Course);  Department 
of  Psychiatry  at  Temple  University 
Health  Sciences  Center  and  St.  Chris- 
topher's Hospital  for  Children;  Thurs- 
days, October  5,  1967,  through  Feb- 
ruary 22,  1968;  10:00  a.m.  to  3:00 
p.m.;  AAGP  80  hours.  Contact  H. 
Keith  Fischer,  M.D.,  5450  Wissa- 
hickon  Avenue,  A-110,  Philadelphia 
19144. 

Basic  Electrocardiography;  Albert 
Einstein  Medical  Center,  York  and 
Tabor  Roads,  Philadelphia;  Wednes- 
days, October  11,  1967,  through  Feb- 
ruary 7,  1968  (excluding  November 
22,  December  20  and  27);  2:00  to 
5:00  p.m.;  AAGP  45  hours.  Con- 
tact Leonard  J.  Zimet,  Einstein  Medi- 
cal Center;  Fifth  and  Reed  Streets, 
Philadelphia  19147. 

Arthritis,  Rheumatism  and  Allied 

Diseases;  Albert  Einstein  Medical  Cen- 
ter; Wednesdays,  October  11,  through 
December  13,  1967;  2:00  to  5:00  p.m.; 
AAGP  30  hours.  Contact  Leonard 
J.  Zimet,  Einstein  Medical  Center, 
Fifth  and  Reed  Streets,  Philadelphia 
19147. 

Dermatology;  Albert  Einstein  Medi- 
cal Center;  Thursdays;  September  21, 
through  December  7,  1967  (exclud- 
ing October  5 and  November  23); 
1:00  to  3:30  P.M.;  AAGP  24  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  Fifth  and  Reed 
Streets,  Philadelphia  19147. 

Gastroenterology;  Albert  Einstein 
Medical  Center;  Wednesdays,  Septem- 
ber 20,  through  December  6,  1967; 
2:00  to  5:00  p.m.;  AAGP  36  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  Fifth  and  Reed 
Streets,  Philadelphia  19147. 

Endocrinology,  or  Assault  and  Bat- 
tery on  the  Endroerines;  Jefferson 
Medical  College  and  Pennsylvania 
State  University  at  Pottsville  Hospital: 
September  14,  1967;  11:00  a.m.  to 
2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough.  M.D.,  1025  Walnut 
Street,  Philadelphia. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 


and  Eye  and  Ear  Hospital,  September 
10-17,  November  12-18,  1967;  fee 
$5.00.  Contact  Ralph  J.  Caparosa, 
M.D.,  Suite  403,  3600  Forbes  Ave- 
nue, Pittsburgh  15213. 

Management  of  Retinal  Detach- 
ment; University  of  Pittsburgh  School 
of  Medicine  and  Eye  and  Ear  Hos- 
pital, July  31-August  4,  1967;  tuition 
$250.  Contact  W.  G.  Everett,  M.D., 
c/o  The  Eye  Bank,  Eye  and  Ear  Hos- 
pital, 230  Lothrop  Street,  Pittsburgh 
15213. 

Seminars  on  Psychological  Aspects 
of  Medical  Practice;  Staunton  Clinic, 
Department  of  Psychiatry,  University 
of  Pittsburgh,  September  19  or  20 
through  December  13  or  14,  1967, 
10  A.M.-noon.  Fee  $65.00,  AAGP  26 
hours.  Contact  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  3601  Fifth 
Avenue,  Pittsburgh  15213. 


POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
September  14,  October  12,  November 
8,  1967;  January  11,  February  8, 
March  14,  April  11,  May  9,  June  13, 
1968;  11:00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  Street,  Philadelphia. 


OUT  OF  STATE 

Tenth  Series  of  Postgraduate  Courses 
for  Specialists  in  Ophthalmology;  In- 
stitute of  Ophthalmology  of  the  Amer- 
icas, New  York  Eye  and  Ear  Infirmary, 
September  6-November  30,  1967.  Con- 
tact Jane  Stark,  Registrar,  Institute  of 
Ophthalmology  of  the  Americas,  New 
York  Eye  and  Ear  Infirmary,  218  Sec- 
ond Avenue,  New  York,  New  York, 
10003. 

Sixth  International  Congress  on 
Plant  Protection;  August  30-September 
6,  1967,  Vienna  Academy  of  Medi- 
cine, Stadiongasse  6-8.  A-1010,  Vien- 
na, Austria. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours') 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


DU-4809 


Geigy 


FACT  £.  LEGEND 


CHARLES 

DICKENS 


Mi  - in  Pickwick  Papers 

IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BUR  WELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 


w Obese  Epitaph 

in  English  graveyard 


T^Cost  of 

AM8AR  EXTENTABS 

IS  APPROXIMATELY  l 
\ ONE- HALF  THAT  OF 
\ OTHER  LEADING  \ 
\ APPETITE 
^ > SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
^suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


YI'H'J^OBINS 


Deaths 

O Harry  E.  Klase,  Harrisburg;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1904;  age  90;  died  April  2, 
1967.  We  have  received  no  informa- 
tion regarding  survivors. 

O Robert  E.  Heath,  Uniontown; 
University  of  Pittsburgh  School  of 
Medicine,  1905;  age  92;  died  April  15, 
1967.  Dr.  Heath  received  a plaque  in 
1955  for  fifty  years  of  service  as  a 
physician.  He  is  survived  by  his  wife, 
two  daughters,  two  grandchildren  and 
one  great-grandchild. 

Michael  R.  Denny,  Altoona;  Jeffer- 
son Medical  College,  1933;  age  60; 
died  April  17,  1967.  Dr.  Denny  was 
chief  of  the  neuro-psychiatric  depart- 
ment at  Altoona  Hospital  and  served 
in  the  Army  Medical  Corps  during 
World  War  II.  Surviving  are  his  wife, 
five  children  and  two  sisters. 

O Harry  F.  Gockley,  Myerstown; 
University  of  Pennsylvania  School  of 
Medicine,  1917;  age  78;  died  April 
25,  1967.  Dr.  Gockley  received  a fifty 
year  award  this  year  from  the  AMA. 
He  is  survived  by  his  wife,  a son,  a 
sister  and  two  grandchildren. 


O Frank  A.  Carroll,  Scranton;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1915;  age  77;  died  April  14, 
1967.  Dr.  Carroll  served  with  the 
Army  Medical  Corps  during  World 
War  I.  He  received  a plaque  in  1965 
for  fifty  years  of  service  as  a physician 
and  is  the  father  of  two  physicians. 
He  is  survived  by  his  wife,  a daughter, 
two  sons  and  two  brothers. 

O Ralph  W.  Koehler,  Donora;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1924;  age  66;  died  April  30, 
1967.  Dr.  Koehler  was  a member  of 
the  Charleroi-Monessen  Hospital  staff 
for  more  than  thirty  years.  He  served 
in  the  armed  forces  during  World  War 
I.  Survivors  include  his  father,  two 
sons,  a daughter,  a brother  and  two 
sisters. 

Edward  M.  Warnick,  Kane;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1905;  age  92;  died  March  31, 
1967.  Dr.  Warnick  was  on  the  staff 
of  the  Torrance  State  Hospital  for 
fifteen  years.  He  is  survived  by  a sister- 
in-law,  four  nieces  and  two  nephews. 

O Alfonso  Aiello,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1918;  age  78;  died  April  20, 
1967.  Dr.  Aiello  is  survived  by  his 
wife,  a daughter  and  a son. 


O Harold  G.  O’Donnell,  Harris- 
burg; Georgetown  University  School 
of  Medicine,  1931;  age  64;  died  April 
30,  1967.  Dr.  O’Donnell  was  a medi- 
cal examiner  for  the  Pennsylvania  Rail- 
road for  twenty  years.  Surviving  are 
his  wife,  a son,  a daughter,  a brother, 
three  sisters  and  a grandson. 

O Charles  C.  Ryan,  Republic;  Jef- 
ferson Medical  College,  1912;  age  78; 
died  April  20,  1967.  A World  War  I 
veteran,  he  won  the  Purple  Heart  for 
wounds  received  in  the  Somme  offen- 
sive in  France.  He  had  received  a 
fifty  year  award  from  the  Fayette 
County  Medical  Society  for  his  services 
as  a physician.  Survivors  include  his 
widow,  three  sisters,  and  a brother. 

O Donald  H.  Walker,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1930;  age  61;  died  April  18, 
1967.  Dr.  Walker  was  an  associate 
fellow  of  the  American  Medical  Col- 
lege of  Allergy  and  head  of  the  nose 
and  throat  department  of  Sharon  Gen- 
eral Hospital.  He  is  survived  by  his 
wife,  a daughter,  a brother  and  two 
sisters. 

O Kirksey  L.  Curd,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1917;  age  79;  died  April  14, 
1967.  Dr.  Curd  is  survived  by  his  wife. 


Emergency  Medical 
Services 

The  National  Highway  Agency  an- 
nounced tentative  standards  for  emer- 
gency medical  services  provided  for 
persons  injured  in  traffic  accidents. 

The  federal  standards  give  the  states 
broad  authority  in  implementation  and 
also  are  subject  to  comment  by  the 
states  before  they  become  final.  The 
state  programs  must  be  in  full  opera- 
tion before  Jan.  1,  1969,  or  a state 
could  lose  up  to  10  percent  of  its 
alloted  federal  highway  construction 
funds. 

Dr.  William  Haddon,  Jr.,  head  of  the 
National  Highway  Safety  Agency,  said 
the  emergency  care  regulations  are  de- 
signed to  provide  quick  response  to 
accidents,  sustain  and  prolong  life 
through  proper  first  aid  measures, 
reduce  the  likelihood  of  permanent 
disability  and  prolonged  hospitaliza- 
tion, and  provide  speedy  transporta- 
tion of  accident  victims  to  hospitals. 

The  federal  standards  would  require 
states  to: 

• Appoint  a full-time  medical 


emergency  services  coordinator 
to  have  primary  responsibility 
for  the  program. 

• Prepare  a comprehensive  plan 
for  emergency  services  through- 
out the  state. 

• Establish  training,  licensing  and 
related  requirements  for  ambu- 
lance drivers,  attendants,  and  dis- 
patchers. 

• Coordinate  ambulance  and  other 
emergency  care  systems,  includ- 
ing requiring  ambulances  to  car- 
ry two-way  radios  hooked  up 
with  the  police  and  hospitals. 

• Provide  first  aid  training  and  re- 
fresher courses  for  emergency 
service  personnel  and  policemen 
and  firemen,  and  encourage  first 
aid  instruction  for  the  public. 

Other  draft  regulations  with  medi- 
cal aspects: 

• Make  physical  and  eyesight  ex- 
aminations for  driver  licensing. 

• Do  compulsory  blood  tests  for 
alcohol  on  drivers  in  accidents. 


Meetings 

AUGUST 

19th  National  Meeting  of  the  Ameri- 
can Association  of  Clinical  Chem- 
ists, August  21-25,  1967,  Marriott 
Motor  Hotel,  Philadelphia. 

45th  Annual  Session  of  the  American 
Congress  of  Rehabilitation  Medi- 
cine, August  27-September  1, 
1967,  Americana  Hotel,  Bal  Har- 
bour, Miami  Beach,  Florida. 

Annual  Convention  of  the  National 
Society  for  Crippled  Children 
and  Adults,  November  16-19, 
1967,  Century  Plaza  Hotel,  Los 
Angeles,  California. 

Sixteenth  Annual  Health  Conference, 
August  13-17,  1967,  AAGP  18 
hours,  University  Park.  Contact 
Alvin  H.  Tucker,  Jr.,  Pennsyl- 
vania Department  of  Health. 
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mu'dAorie 

-/or  A 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming...  21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Hershey  Completes 
Pioneer  Class 

A new  chapter  in  Pennsylvania’s  distinguished  history 
in  medical  education  has  begun  with  the  announcement 
of  the  members  of  the  pioneer  class  of  The  Pennsylvania 
State  University  College  of  Medicine  at  The  Milton  S. 
Hershey  Medical  Center. 

In  making  the  announcement,  George  T.  Harrell,  M.D., 
dean  and  director,  said  that  “of  all  the  significant  news 
that  we  have  announced  in  the  past  few  years,  selection 
of  our  first  students  is  the  one  that  provides  our  greatest 
satisfaction.  Our  program  and  physical  plant  are  de- 
signed with  the  needs  of  the  students  as  our  primary  con- 
sideration. They  are  our  reason  for  being  here.  We 
look  forward  to  welcoming  this  distinguished  group  of 
forty  scholars  who  have  been  chosen  after  most  in- 
tensive scrutiny.” 

Dr.  Harrell  was  referring  to  the  fact  the  new  school 
received  over  eleven  hundred  applications  for  the  forty 
openings  for  this  first  class. 

Evan  G.  Pattishall,  M.D.,  chairman  of  the  medical 
selection  committee,  said  that  “We  are  referring  to 
this  class  as  the  “Pioneer  Class”  not  only  because  its 
members  happen  to  be  the  first  to  attend  our  new  school. 
A more  important  reason  is  the  pioneer  spirit  character- 
istic of  class  members.  They  have  accepted  the  chal- 
lenge and  responsibility  of  participating  with  the  faculty 
in  a new  medical  school  fully  committed  to  innovation 
in  medical  education,  both  in  its  general  approach  and  in 
unique  specific  programs  and  facilities.” 


Two  members  of  the  pioneer  class  at  The  Milton  S.  Her- 
shey Medical  Center  whose  fathers  are  Pennsylvania 
Medical  Society  members:  James  S.  Taylor,  111,  (left) 

son  of  James  S.  Taylor,  Jr.,  M.D.  of  Hollidaysburg  and 
Peter  Roode,  son  of  Albert  G.  Roode,  M.D.,  of  Polk. 

Another  significant  characteristic  of  the  class,  Dr. 
Harrell  said,  “is  the  wide  range  of  majors  the  students 
have  taken  in  their  preprofessional  training.  This  accents 
quite  clearly  our  emphasis  on  the  humanistic  approach  to 
medical  education  and  the  fact  that  we  will  accept 
students  in  any  major  as  long  as  their  overall  academic 
performance  has  been  superior  and  they  have  studied 
a minimum  of  science  courses.”  The  thirty-seven  men 
and  three  women  include  seven  premedical,  nine  biology, 
four  chemistry,  two  physics,  one  biochemistry,  one  phys- 
iology, two  zoology,  two  science  majors — all  more  or  less 
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considered  to  be  traditional  premedical  studies.  But  the 
class  also  includes  four  engineers,  three  psychologists,  two 
English  students  and  others  who  have  majored  in  social 
work,  political  science,  mathematics,  economics,  Hebrew 
literature,  liberal  arts,  science,  pharmacy  and  medical 
technology.” 

The  thirty-two  native  Pennsylvanians  and  eight  out-of- 
staters have  received  bachelors  and  masters  degrees  from 
thirty-two  private,  public,  large  and  small  schools  from  all 
over  the  United  States.  Penn  State’s  own  undergraduate 
colleges  and  graduate  school  have  provided  nine  students. 
In  addition,  there  are  three  from  the  University  of  Penn- 
sylvania, three  from  the  University  of  Pittsburgh,  two 
from  the  U.  S.  Military  Academy  at  West  Point,  two  from 
Syracuse,  and  one  each  from  Princeton,  Fordham,  Juniata, 
Tennessee,  NYU,  Eastern  Mennonite,  Lebanon  Valley, 
Notre  Dame,  Antioch,  Philadelphia  College  of  Pharmacy 
and  Science,  Lafayette,  Gettysburg,  Lehigh,  Trinity 
(Conn.),  Drexel  Institute  of  Technology,  La  Salle,  Gratz, 
Rensselaer  Polytechnic  Institute,  Villanova,  St.  Joseph's 
(Phila.),  Mills,  Stanford,  Florida  Presbyterian,  Massa- 
chusetts, Le  Moyne  (N.Y.),  Catholic  University  and  Johns 
Hopkins. 

Dr.  Pattishall  said  that  six  students  have  earned  masters 
degrees,  one  has  two  bachelors  degrees  and  another  is 
earning  two  undergraduate  degrees  at  the  same  time  from 
two  separate  colleges.  The  out-of-state  students  are  from 
California  (2),  New  York  (3),  and  one  each  from  Florida, 
Massachusetts  and  New  Jersey.  The  average  age  of  the 
class  is  twenty-three.  Nine  are  married  and  they  have 
sixteen  children.  At  least  two  others  will  be  married  by 
fall.  The  thirty-two  Pennsylvania  residents  are  from  nine- 
teen counties. 

While  anxiously  awaiting  the  arrival  of  the  first  class 
on  September  25  of  this  year,  the  medical  selection  com- 
mittee already  is  faced  with  selecting  the  second  class  to 
begin  in  1968.  The  College  has  received  over  three  hun- 
dred inquiries  from  students  for  the  class  of  1968.  Dr.  Pat- 
tishall said,  “It  is  evident  that  our  exciting  new  approach 
to  teaching  medicine  is  catching  the  fancy  of  medical  stu- 
dents all  over  the  country,  and  we  are  happy  that  our  first 
class  has  given  us  such  a fine  foundation  on  which  to  build.” 

Medical  Mission  Sister 
Becomes  ACOG  Fellow 

The  first  religious  Sister  to  become  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists  will 
be  installed  at  the  fifteenth  annual  clinical  meeting  of  the 
College  at  the  Hilton,  Washington,  D.C.,  April  17-20. 
She  is  Sister  Miriam  Paul  Klaus,  M.D.,  of  the  Medical 
Mission  Sisters,  Philadelphia.  Sister  Miriam  Paul  will  not 
be  present  to  receive  the  honor  personally,  since  she  is 
practicing  her  profession  at  the  Medical  Mission  Sisters’ 
Holy  Family  Hospital  in  Dacca,  East  Pakistan. 

Dr.  Klaus  is  a graduate  of  the  medical  school  of  the 
University  of  Louisville,  Kentucky.  She  did  her  residency 
in  obstetrics  and  gynecology  at  Barnes  General  Hospital, 
St.  Louis,  Mo.,  and  was  later  on  the  staff  of  Harvard  Medical 
School  and  Peter  Bent  Brigham  Hospital  in  Boston,  Mass. 

A convert  from  Judaism  to  Catholicism,  Dr.  Klaus 
entered  the  Medical  Mission  Sisters  in  1957.  As  a Sister- 
Doctor,  she  has  spent  the  past  six  years  in  Pakistan.  She 
was  on  the  staff  of  the  Medical  Mission  Sisters’  200-bed 
Holy  Family  Hospital  in  Rawalpindi,  West  Pakistan,  from 
1961  until  1966,  when  she  was  transferred  to  the  Sisters’ 
150-bed  Holy  Family  Hospital  in  Dacca,  East  Pakistan. 


removes  the  mental  blur 


that  clouds  vision 


S01F0T0N 

® 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown ) 
100s,  500s.  1 000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 
100s,  500s,  4000s 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


BAYER 

ASPIRIN  • 

CHILDREN 


Eczema  of  many  years. .. 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  V2  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

405-6 
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Write  Now 

Booklets:  Health  Education  Materials  and  the  Organiza- 
tions Which  Offer  Them,  available  from  Department  H, 
Health  Insurance  Institute,  227  Park  Avenue,  New  York, 
N.Y.  10017.  . . . SK&F  Catalog  of  Services,  available 
from  Services  Department  E-10,  Smith  Kline  & French 
Laboratories,  1500  Spring  Garden  Street,  Philadelphia, 
Pennsylvania  19101.  . . . Standards  of  Child  Health  Care, 
$2.00  per  copy  from  the  American  Academy  of  Pediatrics, 
1801  Hinman  Avenue,  Evanston,  Illinois  60204.  . . . 
The  Recruitment  and  Training  of  the  Research  Psychiatrist, 
available  from  the  Publications  Office,  Group  for  the  Ad- 
vancement of  Psychiatry,  104  East  25th  Street,  New  York, 
N.Y.  10010,  $.75  per  copy.  . . . Education  for  Com- 
munity Psychiatry,  $1.00  from  the  Publications  Office, 
Group  for  the  Advancement  of  Psychiatry,  104  East  25th 
Street,  New  York,  N.Y.  10010.  . . . Your  Heart  Has  Nine 
Lives,  available  from  the  Benjamin  Company,  Inc.,  485 
Madison  Avenue,  New  York,  N.Y.  10022. 

Pamphlets:  Para  Los  Impedidos — La  Ayuda  por  Medio  de 
la  Rehabilitacion  Vocacional  (For  the  Disabled — Help 
Through  Vocational  Rehabilitation ),  a Spanish  language 
publication  for  the  disabled,  is  available  from  the  Vocational 
Rehabilitation  Administration,  Department  of  Health,  Edu- 
cation and  Welfare.  . . . Eye  Research,  PHS  publication 
No.  1502  may  be  purchased  from  the  Superintendent  of 
Documents,  U.S.  Government  Printing  Office,  Washington, 
D.C.  20402  for  $.35.  . . . Cerebral  Palsy — More  Hope 
Than  Ever,  $.25  from  the  Public  Affairs  Committee,  381 
Park  Avenue  South,  New  York,  N.Y.  10016. 


Harrisburg  Hospital  Holds 
Doctor  s Day  Seminar 

The  Surgeon-In-Chief  of  Royal  Victoria  Hospital,  Mon- 
treal, Canada,  delivered  the  1967  George  B.  Kunkle 
Memorial  Lecture  at  the  annual  Harrisburg  Hospital 
Doctors’  Day  Seminar  held  at  the  hospital. 

Dr.  Lloyd  D.  MacLean,  who  also  is  a professor  of 
surgery  at  McGill  University,  spoke  on  “Intensive  Care — 
Past,  Present  and  Future.”  Dr.  Melvin  Knupp  presided 
at  the  seminar. 

Certificates  of  completion  were  presented  to  interns  and 
residents  by  Meade  D.  Detweiler,  president  of  the  Hos- 
pital’s Board  of  Managers,  and  Walter  S.  Shakespeare, 
hospital  administrator,  just  prior  to  Dr.  MacLean’s  talk. 

Presentation  of  the  outstanding  teacher  award  to  one 
of  the  staff  doctors  by  the  interns  was  another  highlight 
of  the  seminar. 

During  the  day-long  session  a total  of  ten  technical 
papers  were  read  by  their  authors  in  morning  and  after- 
noon meetings.  A symposium  on  "Pulmonary  Embolism” 
was  presented  by  a panel  of  physicians  which  included 
Drs.  Donald  B.  Freedman,  Russell  J.  Croteau,  George  L. 
Jackson  and  Benjamin  G.  Musser.  Dr.  Raymond  C. 
Grandon  moderated. 

Another  five  technical  papers  were  made  available  to  the 
doctors  attending  the  seminar  but  were  not  read  aloud. 


Take  five... 

Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 

AMES  COMPANY  /\ 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  AmeS 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  »ois> 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 


@ 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  «I67 


Summer  Programs  Set  For  Blind  Youth 

Two  summer  programs  for  blind  youth  will  be  held 
June  26  through  July  21  at  Pittsburgh.  One  program,  for 
blind  high  school  graduates,  will  be  an  “Orientation  to 
College.”  The  other  will  deal  with  “Mobility  and  Everyday 
Skills”  and  is  intended  for  young  blind  teenagers. 

The  1967  Summer  Programs  for  Blind  Youth  are  co- 
sponsored by  the  Western  Pennsylvania  School  for  Blind 
Children  in  Pittsburgh  and  the  Office  for  the  Blind  of  the 
State  Public  Welfare  Department. 

“Our  Department  is  happy  to  assist  with  this  worthwhile 
summer  program  for  young  blind  persons,”  Secretary  of 
Public  Welfare  Rosenn  said.  “Programs  such  as  these 
will  do  much  to  prepare  these  students  to  live  useful,  pro- 
ductive and  independent  lives.” 

Among  the  courses  in  the  “Orientation  to  College”  pro- 
gram will  be  an  introduction  to  college  English  composition, 
library  orientation,  Grade  3 Braille,  typing  review,  study 
skills,  pencil  writing,  note  taking,  writing  examinations, 
occupational  information,  reader  service,  orientation  and 
mobility,  and  social  and  recreational  skills. 

These  courses  will  be  conducted  at  the  Western  Penn- 
sylvania School  for  Blind  Children,  Bayard  Street  at  Belle- 
field,  (Pittsburgh),  except  for  the  introduction  to  college 
English  composition,  which  will  be  taught  on  the  Uni- 
versity of  Pittsburgh  campus  by  a qualified  university  in- 
structor. 

Two  academic  specialists  will  be  available  for  additional 
instruction  in  those  subjects  where  remedial  assistance  is 
indicated.  This  program  is  available  on  a residential  basis 
only  during  the  week.  A program  of  special  activities  will 
be  offered  to  those  students  who  stay  on  campus  over 
weekends. 

Dr.  Norman  M.  Yoder,  Pennsylvania’s  commissioner 
for  the  blind,  said  that  requirements  for  admission  to  the 
college  orientation  program  are:  the  person  must  be  a 

legally  blind  high  school  graduate  with  better  than  average 
grades  in  a college  preparatory  course,  of  superior-range 
intellectual  capacity  and  motivated  toward  college,  and  free 
from  any  physical  or  emotional  condition  that  would 
seriously  interfere  with  participation  in  the  program. 

Dr.  Yoder  said  enrollment  in  this  program  is  limited 
to  twenty  students,  and  places  will  be  filled  in  order  of 
receipt  of  application. 

The  second  program,  which  will  be  limited  to  forty 
students,  is  strongly  oriented  toward  mobility,  Dr.  Yoder 
said.  It  will  include  such  other  skills  as  sheet  metal  work 
and  woodshop  for  boys,  sewing  and  homemaking  for  girls, 
typing,  cooking,  creative  arts,  social  skills  (good  grooming 
and  table  manners)  and  recreational  skills  (bowling,  swim- 
ming, games  and  field  sports). 

The  above  areas  will  be  structured  to  the  age  and  indi- 
vidual needs  of  each  boy  and  girl  as  well  as  to  the  desires 
of  the  parents.  This  program  is  available  on  either  a day 
or  residential  basis,  with  a program  of  special  activities 
for  students  who  stay  on  campus  over  weekends.  The 
program  is  offered  without  charge  to  those  who  meet  the 
requirements  for  admission,  which  are:  the  student  be 

legally  blind,  at  least  twelve  years  of  age,  of  at  least 
average-range  intellectual  ability  and  free  from  any  physical 
or  emotional  condition  that  will  seriously  interfere  with 
participation  in  the  program. 
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Children  s Hospital  to  Conduct 
Skin  Research 

The  John  A.  Hartford  Foundation,  Inc.,  of  New  York 
City  has  granted  The  Children's  Hospital  of  Philadelphia 
$65,855  for  a study  of  skin  rashes  resulting  from  varying 
degrees  of  damage  to  the  blood  vessels. 

Announcement  of  the  three-year  grant  was  made  by 
Ralph  W.  Burger,  president  of  the  foundation  and  Richard 
D.  Wood,  president  of  the  hospital. 

The  project  will  be  directed  by  Peter  J.  Koblenzer,  M.D., 
associate  physician  at  Children’s  Hospital  and  associate 
in  pediatrics  and  dermatology  at  the  University  of  Penn- 
sylvania School  of  Medicine.  Dr.  Koblenzer  is  a specialist 
in  pediatrics  dermatology.  Co-director  of  the  project  will 
be  Dr.  Michael  Miller,  research  fellow  in  the  hospital’s 
department  of  immunology. 

According  to  Dr.  Koblenzer,  the  investigation  will  seek 
the  causes  of  a group  of  skin  rashes  resulting  from  varying 
degrees  of  damage  to  the  red  blood  vessels  known  as  the 
toxic  erythemas.  There  include  both  those  of  unknown 
origin  as  well  as  some  which  occur  in  common  diseases 
of  childhood,  such  as  scarlet  fever  and  measles. 

Dr.  Koblenzer  pointed  out  that  pediatricians  frequently 
encounter  toxic  erythemas.  While  many  are  self-limited, 
some  may  lead  to  chronic  disease,  and  others  are  some- 
times fatal. 

A successful  search  for  the  more  obscure  aspects  of  the 
development  of  toxic  erythemas  could  result  in  the  evolu- 
tion of  standardized  laboratory  techniques,  which,  in  turn, 
could  open  the  way  for  improved  therapy  and  decreased 
morbidity. 

The  study  will  also  look  into  the  process  by  which  the 
damage  to  the  blood  vessels  occurs.  Dr.  Koblenzer  said 
that  although  it  is  already  known  that  some  toxic  erythemas 
result  from  the  effect  of  a streptococcal  or  viral  infection, 
the  actual  causes  of  most  of  the  toxic  erythemas,  and  the 
processes  by  which  the  rashes  erupt,  still  remain  a mystery. 


Sixteenth  Annual  Health  Conference 
Dates  Set 

The  Sixteenth  Annual  Health  Conference  will  be 
held  this  year  from  August  13  through  17,  at  the 
Conference  Center,  Pennsylvania  State  University. 
The  theme  of  this  year’s  conference  is  “Investment 
in  Life — Health,  Environment,  and  Recreation.” 

The  Pennsylvania  Medical  Society  is  one  of  the 
seven  co-sponsors  of  the  conference.  Presentations 
at  the  conference  will  discuss  many  types  of  public 
health  problems  and  programs,  including  rehabilita- 
tion, medicare,  health  manpower  and  preventive 
medicine. 

The  American  Academy  of  General  Practice  will 
allow  18  hours  of  credit  to  physicians  who  attend  the 
Annual  Health  Conference. 

Requests  for  the  preliminary  program  or  other 
information  about  the  conference  may  be  sent  to  the 
Division  of  Public  Health  Education,  Pennsylvania 
Department  of  Health,  P.  O.  Box  90,  Harrisburg, 
Pennsylvania  17120. 


Tandearir 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  utcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tan  dear  il* 

oxyphenbutazone 


helps  osteoarthritic 
joints  move  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


3 out  of  4 osteoarthritics  com- 
pletely^ markedly_improved_ 


Sperling.  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

Watts.  T W . Jr.  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin  Med.  73:65.  1966. 

84.6%  of  39  patients 

TA-4919  PC 


Beta-Hemofffic 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-  Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC 

(meg. /ml.) 

MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963, 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'H- 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hie 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  an 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studic  i 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  < 
pencillin-i nsensitive  organisms.  In  such  cases,  its  administration  shoul 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  le: 
common  with  administration  of  oral  penicillin  than  with  intramuscuk 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signi  i 
cant  index  of  sensitization.  The  following  hypersensitivity  reactioi 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashf 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  ur 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  feve  j 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylax 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thror  i 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  ar 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  I 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thre 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  int  ■ 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  ba 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  1 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preve 
development  of  rheumatic  fever  and/or  other  serious  complication  i 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histo 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  uni  j 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  too' 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  t 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  ft  j 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  dc  < 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mode 
afely  severe  pneumococcus  pneumonia  has  been  treated  effective 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proa  I 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  ft 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hou 
for  six  doses  are  recommended.  Refractory  infections  generally  respon 
to  a second  treatment  three  to  four  days  following  completion  of  tF 
first.  Treatment  of  gonorrhea  with  severe  complications  should  h 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  b 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  < 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  i 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mi 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pe  ' 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [03204 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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“ When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


E'lP 


PITMAN-MOORE 


Division  of  The  Dow  Chemical  Company,  Indianapolis 
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ORIGINAL  PAPERS 


General  Hospital  Psychiatry 


"It  is  tragic  that  many  hospital  administrators  and  medical  staff  believe 
separate  facilities  are  necessary  and  desirable  for  psychiatric  patients." 


R.  BRUCE  SLOANE,  M.D. 
Philadelphia,  Pennsylvania 


It  is  ironic  that  more  than  two  hun- 
dred years  after  the  Pennsylvania 
Hospital  in  Philadelphia  first  re- 
ceived insane  patients,  a paper  dealing 
with  “General  Hospital”  psychiatry  as 
though  it  were  a novel  subject  should 
be  written  from  the  same  city.  It  is 
tragic  that  many  general  hospital  ad- 
ministrators and  medical  staff  believe 
that  separate  facilities  are  both  neces- 
sary and  desirable  for  psychiatric  pa- 
tients. 

In  the  intervening  dark  ages,  how- 
ever, psychiatric  illness,  in  part  be- 
cause of  its  chronicity  and  in  part 
because  of  the  social  stigma  attached 
to  it,  gradually  came  to  be  dealt  with 
very  differently  from  physical  illness. 
Patients  suffering  from  emotional  dis- 
orders were  usually  segregated  in  sepa- 


■ Dr.  Sloane  is  professor  and  chair- 
man of  the  department  of  psychiatry 
at  Temple  University  School  of  Medi- 
cine and  Past  chairman  of  the  medical 
advisory  hoard  of  the  Eastern  Penn- 
sylvania Psychiatric  Institute. 


rate  institutions.  If  they  were  wealthy 
these  were  luxurious  and  the  care  ex- 
cellent. If  they  were  poor  or  became 
poor  because  of  the  length  of  their 
illness  (often  contributed  to  by  their 
'institutionalization’)  the  institutions 
were  of  low  standard  and  the  care 
poor.  These  hospitals  were  often  re- 
mote from  centers  of  population  and 
their  operation  regarded  as  the  re- 
sponsibility of  the  state.  Hoch  8 ( 1964) 
has  pointed  to  the  financial  straight 
jacket  which  is  placed  upon  such 
mental  hospitals.  They  are  expected 
to  operate  modern  medical  facilities 
with  a full  program  of  psychiatric 
treatment  on  a fiscal  pattern  designed 
for  a 19th  Century  poor  house.  Psy- 
chiatric care  in  a general  hospital  to- 
day may  cost  as  much  as  $50  to  $60 
a day.  Throughout  this  country,  how- 
ever, state  hospitals  are  struggling  to 
provide  the  same  kind  of  care  on  an 
average  of  less  than  $5  per  person 
per  day.  Their  treatment  suffers  from 
restricted  personnel  and  the  deleteri- 
ous effects  of  overcrowded,  antiquated 
housing  with  the  standard  of  living  of 
patients  geared  to  a painfully  frugal 
level. 

Moreover,  the  very  forces  which 
tended  to  produce  this  social  and 
medical  isolation  may,  in  themselves, 
lead  to  disorders  which  are  at  least  as 
crippling  as  those  which  first  assailed 
the  patient  (Barton  a). 

A recurrent  cliche  runs  to  the  effect 
that  those  who  are  ignorant  of  history 
are  destined  to  repeat  its  mistakes. 
Medicine  would  do  well  to  learn  from 
these  mistakes  of  psychiatry.  As  the 
spectrum  of  illness  in  general  changes 
from  the  acute  to  the  chronic,  so  does 


the  general  hospital  become  less 
equipped  to  deal  with  it.  Unless  gen- 
eral hospitals  become  aware  of  the 
necessity  to  change  with  the  times, 
they  are  unlikely  to  be  able  to  fulfill 
the  needs  of  the  differing  patients  of 
the  late  20th  Century.  A chronically 
sick  patient  who  frequently  runs  the 
risk  of  economic  deprivation  may  also 
run  the  risk  of  being  regarded  and 
treated  as  a second  class  citizen.  It 
would  indeed  be  sad  if  he  were  more 
and  more  to  be  dealt  with  by  some 
other  system  of  care. 

The  Present  Position 

The  problem  remains  staggering. 
In  1953  the  Committee  on  Interstate 
and  Foreign  Commerce  of  the  House 
of  Representatives  conducted  a health 
inquiry  on  the  causes,  control  and 
remedies  of  the  principal  diseases  of 
man.  The  Committee  concluded  that 
mental  illness  was  the  nation’s  number 
one  health  problem,  and  gave  the  fol- 
lowing reasons: 

• More  than  half  of  all  hospital  beds 
in  the  country  were  occupied  by 
the  mentally  ill — six  hundred  thou- 
sand on  any  one  day. 

• The  number  of  mentally  ill  patients 
in  the  United  States  exceeded  the 
number  of  patients  suffering  from 
any  other  type  of  illness — an  esti- 
mated seventeen  million  at  any  one 
time. 

• In  the  last  half  century  the  popula- 
tion of  the  United  States  had 
doubled  while  the  public  mental 
hospitals’  population  had  quadru- 
pled. a trend  which  has  only  re- 
cently been  checked. 
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• Conservative  estimates,  based  on 
incidence  studies,  have  shown  that 
approximately  50  percent  of  pa- 
tients treated  in  general  practice 
had  psychiatric  complications. 

• If  the  present  birthrate  remains 
constant  and  if  the  number  of  men- 
tally ill  who  are  hospitalized  re- 
mains constant,  and  if  the  cost 
of  hospitalizing  the  mentally  ill 
remains  constant,  each  crop  of  new 
babies  will,  because  of  the  per- 
centage of  them  who  will  go  to 
mental  hospitals,  cost  the  taxpayer 
(this  is  just  the  taxpayer  and  not 
any  private  foundation)  eight  hun- 
dred million  dollars  before  they  die. 

• At  least  6 percent  of  the  total 
population,  nine  million  people, 
suffer  from  a serious  mental  dis- 
order, and  there  is  a much  increased 
rate  for  the  elderly  and  the  urban 
dweller. 

• It  has  been  estimated  that  one  per- 
son in  twelve  will  be  hospitalized 
at  some  time  during  his  life  for 
mental  illness. 

• In  the  Second  World  War,  43  per- 
cent of  medical  discharges  were  for 
psychiatric  reasons,  and  in  1946, 
60  percent  of  cases  which  were  in 
hospitals  under  the  care  of  the  Vet- 
erans Administration  were  psychi- 
atric and  cost  the  government  $40,- 
000  a case. 

• Of  the  500,000  resident  patients  in 
the  state  mental  hospitals  of  this 
country  one  quarter  had  been  hos- 
pitalized for  more  than  sixteen 
years,  one  half  for  more  than  eight 
years,  and  three  fourths  for  more 
than  two  and  a half  years. 

In  response  to  such  evidence,  in 
1955  the  Medical  Health  Study  Act 
was  passed  whereby  Congress  directed 
the  establishment  of  a Joint  Commis- 
sion on  Mental  Illness  and  Health. 
This  Commission  reported  in  1961 
and  their  report  led  directly  to  the 
Community  Mental  Health  Centers 
Act  of  1963.  This  provided  construc- 
tion funds  and  also  support  for  psy- 
chiatric programs  provided  the  recipi- 
ent institutions  accepted  the  responsi- 
bility of  serving  the  needs  for  preven- 
tion, treatment,  and  rehabilitation  of 
a total  community,  irrespective  of  age, 
sex  or  class.  This  was  usually  a com- 
munity with  a population  of  between 
75,000  and  200.000  residing  within 
easy  access  of  the  Center. 


The  Changing  Times 

In  addition  to  the  problems  of  the 
last  two  decades,  there  is  the  nagging 
question  of  whether  modern  life  is 
becoming  more  stressful  and  leading 
to  even  greater  problems.  As  yet,  we 
have  no  adequate  answer.  There  is 
much  evidence  of  social  pathology, 
however  in  the  unemployed,  the  alco- 
holic, the  sexually  deviant,  the  beat- 
niks, the  drug  addicted,  and  the 
mounting  (especially  adolescent)  de- 
linquency rate.  Perhaps  more  sinister 
is  the  changing  incidence  of  some  of 
this  social  pathology.  Drug  addiction, 
which  previously  was  confined  to 
criminal  sub-groups  and/ or  some  of 
the  medical  profession,  apparently  has 
spread  now  to  a much  wider  class  of 
college  students. 

Increasingly,  social  disorganization 
is  cited  as  inimical  to  health.  The 
anomie  of  high  urban  population  den- 
sity leads  to  social  disregard  and  vio- 
lence. Where  there  is  the  greatest 
social  disorganization,  however,  there 
is  the  greatest  tolerance  of  deviant 
behavior.  There  is  also  the  slowest 
recognition  of  illness  and  perhaps  the 
least  desire  for  treatment.  Significant- 
ly, the  finding  in  cities  that  the  poorest 
slum  dwellers  have  the  most  psychosis 
has  not  been  confirmed  in  a small 
town  (Clausen  3). 

These  facts  have  inevitably  com- 
pelled an  interest  in  the  epidemiology 
of  emotional  illness.  Studies  in  this 
area  are  still  in  their  infancy,  how- 
ever. The  conditions  which  are  in- 
creasing and  decreasing  individual  and 
community  risks  are  gradually  being 
explored.  The  effects  of  both  differing 
treatment  and  lack  of  treatment  and 
the  impact  of  these  variables  on  the 
family  of  the  patient  are  slowly  be- 
coming understood  (Gardner  et  al., 5 
Grad  7) . 

It  is  still  too  early  to  delineate  the 
factors  leading  to  emotional  disease. 
Numerous  studies  have  demonstrated 
that  it  is  probably  harmful  for  children 
to  be  deprived  of  their  mothers  and 
fathers.  Many  children  weather  the 
storm  of  such  deprivation  and  the  rea- 
sons enabling  them  to  do  so  are  as 
yet  not  fully  understood.  Certainly 
the  psychiatrist  who  is  interested  in 
analyzing  illness  looks  at  strategic 
points  of  the  social  system  of  the  com- 
munity: the  family  unit,  the  educa- 

tional and  religious  systems,  the  local 
public  health  unit,  the  political  struc- 
ture, and  so  on.  The  Wellsley  Human 
Relations  Center  illustrates  such  an 
approach.  Lindemann  11  considered 
that  tracing  and  understanding  the 


needs  of  a community  had  been  helpful 
in  creating  a mental  health  agency  fit- 
ting well  with  the  expectations  and 
concerns  of  the  citizens  of  a suburban 
middle  class  community.  These  con- 
cerns were  the  advancement  and  suc- 
cess of  their  children,  with  the  con- 
trol of  deviance  and  failure  and  with 
the  early  discovery  of  possible  impair- 
ment of  health. 

The  General  Hospital 

In  general  hospitals  there  has  been 
a gradual  increase  in  psychiatric  facili- 
ties and  probably  more  important,  a 
gradual  transition  in  the  professional 
role  of  the  psychiatrist.  Such  services 
originally  were  designed  for  short 
term  care  of  the  occasional  person 
with  mental  disease  who  might  be  dis- 
covered in  hospital  wards.  They 
tended  to  be  concentrated  on  psycho- 
neurotic patients  or  those  who  de- 
veloped neurosis  in  conjunction  with 
overt  somatic  disease.  The  needs  of 
the  hospital  community  for  a psycho- 
logical understanding  of  the  patient  as 
a person  in  a special  situation,  inso- 
far as  he  was  required  to  cooperate 
with  a complex  program  of  examina- 
tion and  medical  procedures,  gradu- 
ally led  to  expansion  of  consultation 
to  other  services. 

Psychiatric  units  of  general  hospi- 
tals are  thus  playing  an  increasingly 
important  role  in  both  the  proselytiza- 
tion  of  psychiatric  principles  and  care 
of  psychiatric  patients. 

Moreover,  in  1960  these  units  ac- 
counted for  almost  60  percent  of  the 
three  hundred  and  fifteen  thousand 
admissions  to  hospitals  treating  men- 
tally ill  adults,  although  they  cared 
for  only  seven  thousand  patients  at 
any  given  time.  Such  facilities  are 
usually  provided  in  a psychiatric  wing, 
ward  or  other  unit.  Opinions  have 
differed  as  to  whether  this  kind  of 
facility  should  be  in  physical  conti- 
guity with  the  rest  of  the  hospital. 
Once  it  is  separated,  however,  the 
dichotomy  of  mind  and  body  seems  to 
be  literally  perpetuated. 

Although  these  units  represent  many 
different  orientations,  they  have  usu- 
ally failed  to  provide  a comprehensive 
service  either  because  of  limitations  of 
size  or  outlook.  Characteristically, 
some  25  percent  of  these  patients  are 
referred  to  state  mental  hospitals,  and 
it  is  doubtful  if  they  would  be  able 
to  function  without  this  kind  of  dis- 
posal for  long  term  or  troublesome 
patients.  To  a variable  degree,  of 
course,  the  state  hospital  is  always 
used  as  a dumping  ground  for  certain 
undesirable  persons,  whether  these  are 
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antisocial,  delinquent,  or  merely  senile 
and  decrepit.  In  this  way  its  resources 
are  used  in  default  of  other  facilities 
and  there  is  always  a predominance  of 
those  from  lower  socioeconomic 
groups.  General  hospital  units  are 
seldom  provided  with  the  total  cover- 
age and  the  kind  of  ex-patient  re- 
sources which  are  ideally  required  for 
continuity  of  care.  In  a large  propor- 
tion of  cases,  they  lose  touch  with  pa- 
tients who  are  referred  to  other  facili- 
ties. Although  there  are  suggestions 
that  the  general  hospital  unit  can  treat 
even  the  most  disturbed  patient  as 
successfully  as  can  mental  hospitals, 
few  definitive  and  conclusive  studies 
have  been  made  (Smith  et  al.  18 ). 

The  whole  problem  of  the  coordina- 
tion of  before  and  after  care  services 
is  presently  almost  insuperable.  Al- 
though facilities  for  community  psy- 
chiatric care  may  be  diverse  and  vari- 
ous, they  are  seldom  coordinated; 
more  frequently  they  are  overlapping 
or  parallel  and  out  of  communication 
with  one  another.  Moreover,  the  dis- 
crete services  appear  to  have  little 
common  ground  on  which  to  work. 
Family  problems  are  dealt  with  by 
family  agencies,  work  problems  by 
work  agencies,  and  so  forth.  Author- 
ity for  action  is  frequently  vested  in 
diverse  agencies.  In  particular,  differ- 
ent responsibilities  for  welfare  and 
health  seldom  overlap.  In  the  United 
States,  it  has  been  said  (Joint  Com- 
mission on  Mental  Illness  and 
Health9)  that  these  services  fit  the 
current  pattern  of  community  organi- 
zation but  it  is  doubtful  whether  the 
organizations  fit  the  needs  of  patients. 

Similar  problems  assail  the  non- 
psychiatric patient.  Cherkasky 2 has 
pointed  out  that  despite  the  extra- 
ordinary advances  in  our  ability  to 
treat  some  of  the  chronic  illnesses, 
scientific  weapons  still  are  inadequate 
to  the  needs  of  those  who  are  afflicted. 
This  inability  to  cure,  which  is  coupled 
with  the  long  term  nature  of  the  ill- 
ness and  the  frequent  resultant  dis- 
ability, places  enormous  strain  on  the 
emotional  as  well  as  physical  resources 
of  the  family.  This,  together  with  the 
prolongation  of  life  and  the  increasing 
prevalence  of  chronic  disease,  leads 
hospitalization  to  become  merely  one 
of  the  many  episodes  in  the  course  of 
an  illness.  Between  periods  of  being 
at  home  and  being  in  the  hospital  for 
acute  exacerbations  of  the  disease,  pa- 
tients frequently  are  lost  sight  of  by 
the  physician.  Nevertheless,  the  main- 
tenance of  health  and  the  long  range 
prevention  of  disability  lie  in  the  phy- 
sician’s hands.  As  a result,  the  out- 


patient clinic  physician  today  becomes 
much  more  a manager  and  together 
with  nurse,  social  worker,  dietician, 
and  other  specialists,  is  the  manipula- 
tor of  a therapeutic  environment.  He 
must  know  how  community  agencies 
may  be  brought  into  play  on  the  pa- 
tient’s behalf,  how  the  home  situation 
may  be  improved,  and  what  facilities 
are  available  for  rehabilitation  and  the 
reinforcement  of  recommended  thera- 
peutic modalities  (Reader16).  Above 
all,  in  the  same  way  as  the  psychi- 
atrist, the  physician  needs  to  coordi- 
nate these  areas. 

The  Psychiatrist 

Many  physicians  still  distrust  psy- 
chiatrists and  question  their  motives. 
They  point  to  the  fact  that  the  upper 
social  classes  in  the  world  today  re- 
ceive long  term  psychoanalytic  care 
while  the  lower  classes  receive  short 
term  drug  and  shock  therapy.  Some 
are  annoyed  that  the  psychiatrist  is 
virtually  the  only  medical  specialist 
who  refuses  to  give  professional  cour- 
tesy to  fellow  doctors.  They  are  dis- 
satisfied with  his  explanation  that  the 
transfer  of  money  is  an  integral  part 
of  a successful  therapeutic  relation- 
ship and,  also,  that  he  would  other- 
wise be  swamped  with  free  psychiatric 
care  for  his  colleagues  and  their  wives 
and  children.  Both  the  public  and 
some  of  the  medical  profession  still 
view  the  psychiatrist  as  someone  a 
little  queer  in  himself  who  enters  psy- 
chiatry in  order  to  gain  dominance 
over  people  the  easy  way,  and  hence 
solve  his  own  problems. 

Many  men  in  the  street,  as  well  as 
the  social  scientist  or  fellow  physician, 
wonder  whether  psychiatrists  have 
been  too  ready  to  accept  social  disease 
of  men  as  “mental  illness.”  The  ques- 
tion of  when  legal  responsibility  for 
criminal  acts  ends  and  sickness  begins, 
the  use  of  emotional  illness  as  an  ex- 
cuse for  failure  in  life,  and  simi- 
lar questions,  bedevil  the  issue 
(Knowles  10) . 

The  fact  that  many  psychiatrists 
also  have  implicit  or  explicit  doubts 
on  these  topics  has  not  always  been 
apparent  to  non-psychiatrists.  The  dis- 
cipline itself  is  doing  a considerable 
amount  of  soul  searching  and  house 
cleaning.  Undoubtedly  psychiatrists  in 
the  past,  like  any  other  trade  guild, 
banded  together  for  mutual  back  rub- 
bing and  protection.  The  general  hos- 
pital was  often  a more  prickly  habitat 
than  the  psychiatric  institute  or  mental 
hospital.  Psychiatrists  have  always 
been  notable  non-attenders  at  County 


Medical  Society  meetings.  A new 
breed,  trained  in  a general  hospital, 
would  be  denied  both  the  luxury  and 
the  disability  of  such  a retreat  from 
the  realities  of  life.  This  might  be 
one  of  the  best  ways  to  put  psychiatry 
back  into  medicine. 

The  Present  and  the  Future 

Peterson  15  points  out  that  medical 
care  is  both  important  and  expensive. 
In  the  United  States,  thirty  billion 
dollars  is  spent  every  year  on  doctors, 
hospitals,  medicine,  and  health  ser- 
vices. In  1960  to  1961  this  amount 
constituted  5.6  percent  of  the  nation’s 
gross  national  product,  or  about  $1  of 
every  $18  produced.  The  United 
States  spends  more  of  its  gross  na- 
tional product  on  health  than  do  many 
other  countries.  England  and  Wales 
spend  about  4.5  percent  and  Sweden 
3.5  percent.  Almost  5 percent  of  the 
whole  labor  force  of  the  country  is 
occupied  in  the  health  industries.  It 
has  been  suggested  that  there  never 
has  been  a Rand  Corporation  devoted 
to  health  care  and  precious  few  studies 
in  deciding  whether  this  money  is 
spent  in  the  most  desirable  or  efficient 
way. 

Although  infant  and  mortality  rates 
are  low  in  the  United  States,  they  are 
bettered  in  England,  Wales,  Holland, 
Iceland,  and  the  Scandinavian  coun- 
tries. As  McKeown  12  has  pointed  out, 
mortality  is  now  largely  limited  to  the 
prenatal  and  post-reproductive  periods 
of  life.  Until  well  into  the  20th  Cen- 
tury infectious  disease  was  the  pre- 
dominant problem.  Today,  the  most 
important  ones  in  developed  countries 
are  prenatal  mortality,  malformation 
and  mental  defects,  mental  illness,  and 
the  disease  and  disability  associated 
with  aging.  The  pattern  of  medical 
services  tends  to  be  inflexible.  It  owes 
its  character  largely  to  the  historical 
circumstances  in  which  the  first  half 
of  the  19th  Century  society  accepted 
virtually  no  responsibility  for  health. 
Now  its  obligations  are  increasing 
rapidly,  and  the  decision  is  merely 
one  between  a large  and  a complete 
public  commitment.  Many  of  the 
problems  which  confront  hospital  ser- 
vices are  rooted  in  the  traditional 
separation  of  acute,  mental,  and 
chronic  hospital  services  from  one  an- 
other. This  subdivision  does  not  cor- 
respond to  the  medical,  nursing  and 
social  needs  of  patients  and  is  wholly 
attributable  to  history.  In  both  Britain 
and  the  United  States,  chronic  sickness 
became  a problem  which  was  insepa- 
rable from  that  of  destitution.  Those 
who  were  sick  were  often  poor,  and 
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those  who  were  chronically  sick  were 
almost  invariably  poor.  Had  the  men- 
tally ill  and  chronically  sick  not  been 
accepted  as  a public  responsibility, 
they  would  not  have  been  cared  for 
at  all.  The  separation  between  mental 
and  physical  illness  and  acute  and 
chronic  disease,  however,  has  only  an 
approximate  relationship  to  the  facts. 
Patients  frequently  are  both  physically 
and  emotionally  ill.  The  need  for 
acute  care  may  be  prolonged  and  some 
chronic  patients  need  only  episodic 
treatment. 

McKeown  12  suggests  that  the  hos- 
pital of  the  future  should  be  planned 
to  accommodate  all  types  of  patients 
in  approximately  the  proportions  in 
which  they  occur  in  the  surrounding 
population.  In  this  way,  patients 
might  be  classified  according  to  their 
medical,  nursing  and  other  needs  and 
placed  in  facilities  which  are  more 
suitable  for  their  care.  The  hospital 
community  would  consist  of  a number 
of  buildings  of  various  sizes  and  per- 
manence of  structure  designed,  equip- 
ped and  staffed  according  to  the  needs 
of  the  patient  to  be  admitted.  Medi- 
cal and  nursing  services  could  then 
be  provided  by  a common  staff,  and 
the  relationship  of  the  hospital  to  the 
community  around  it  would  be  inti- 
mate. The  hospital  would  be  changed 
from  a single  building  providing  a full 
range  of  services  for  selected  patients 
to  a group  of  buildings  providing  com- 
plementary services  for  all  classes  of 
patients.  This  would  remove  the 
barrier  now  separating  services  of  hos- 
pitals from  those  afforded  by  general 
practitioners.  This  would  affect  all 
hospital  services  but  its  greatest  impact 
would  be  on  psychiatric  and  geriatric 
care  which  has  suffered  most  from 
past  deficiences.  This  assembly  of  in- 
stitutional and  medical  care  at  the 
same  site  would  provide  the  oppor- 
tunity to  establish  and  use  efficiently 
the  full  range  of  services  related  to 
patients’  needs.  McKeown  adds  that 
the  education  of  a mental  defective, 
retraining  of  a psychotic,  speech  ther- 
apy for  a hemiplegic,  basic  nursing 
of  a bedfast  invalid,  delivery  of  a 
normal  infant,  and  the  investigation  of 
congenital  cardiac  abnormalities  are 
all  part  of  the  medical  task.  These 
activities  are  entirely  different  and  re- 
quire different  space,  equipment,  and 
staff.  The  grounds  for  separation  of 
the  different  facilities  are  as  strong  as 
separating  arts,  biology,  and  engineer- 
ing on  the  university  campus  or  not 
requiring  the  shopper  to  walk  past  or 
through  a public  library  to  get  to  the 
butcher  store.  While  these  multiple 


buildings  are  essential,  so  too  is  the 
integration  of  services.  It  seems  im- 
perative that  elderly  patients  who  be- 
come seriously  confused  should  be  ad- 
mitted quickly  for  psychiatric  care, 
and  the  patients  under  psychiatric 
supervision  who  no  longer  require  it 
should  be  transferred. 

If  all  psychiatric  services,  like  other 
medical  services,  were  thus  based  on 
a local  general  hospital,  albeit  changed 
in  this  fashion,  not  only  would  the 
mental  patient  be  re-defined  as  a medi- 
cal patient,  but  the  medical  patient 
himself  might  be  better  understood. 
In  this  way  his  problems  would  be 
illuminated  by  new  approaches  and  a 
psychological  emphasis  brought  to  the 
general  hospital.  The  general  hospital, 
as  a coordinating  center,  would  pro- 
vide services  embracing  the  full  range 
of  pre-  and  post-hospital  care.  Thus, 
hospital  treatment,  whether  for  psy- 
chiatric or  physically  sick  patients, 
would  be  recognized  as  only  one  phase 
of  the  whole  process  of  dealing  with 
an  illness  which  might  in  its  entirety 
involve  many  different  individuals  and 
services. 

Undoubtedly  the  task  which  con- 
fronts hospitals  is  greatly  influenced 
by  services  which  exist  outside  them. 
When  family  agencies,  rehabilitation 
centers  and  peripatetic  home  teams, 
and  day  and  night  care  become 
properly  coordinated  and  integrated, 
continuous  therapy  is  likely  to  follow. 
How  desirable  it  might  be  to  maintain 
patients  in  their  own  homes  is  always 
debatable.  In  Great  Britain  these 
more  traditional  services  are  being 
encouraged.  However,  whether  the 
traditional  general  practitioner  can 
manage  them  seems  doubtful.  Never- 
theless, ambulatory  care  and  extended 
care  is  probably  too  important  a mat- 
ter to  be  left  merely  to  chance.  In 
addition,  preventive  medicine  can 
hardly  be  separated  from  curative 
medicine.  Again,  historically  tradi- 
tional public  health  service  has  been 
based  on  the  premise  that  prevention 
of  disease  was  a public  matter  where- 
as its  treatment  was  private.  Whether, 
for  example,  antenatal  care  can  rea- 
sonably be  divorced  from  obstetric 
service  remains  highly  questionable. 

Education 

Medical  education  is  experiencing 
new  winds  of  change.  The  Millis 
Report 14  suggests  that  the  “primary 
physician”  may  take  the  place  of  the 
family  physician.  If  this  be  so,  prob- 
ably an  important  part  of  the  educa- 
tion of  the  undergraduate  medical  stu- 
dent of  the  future  should  be  directed 


to  an  understanding  of  the  problems 
which  confront  medicine  in  the  coun- 
try of  his  education.  As  long  as  a 
teaching  hospital  is  restricted  to  short 
term  institutional  care  of  a selected 
group  of  patients,  it  is  scarcely  able 
to  achieve  this.  All  too  often,  it  has 
led  to  a preoccupation  with  nuances 
and  a failure  to  understand  either  the 
natural  history  of  disease  or  the  ser- 
vices available  for  the  treatment  of 
disease.  An  understanding  of  psycho- 
logical issues  is  far  more  difficult  to 
acquire  where  the  patient  is  regarded 
merely  as  a short  term  problem  and 
not  a long  term  undertaking.  Ryle  17 
observed  that  in  his  thirty  years  as  a 
student  and  teacher  of  clinical  medi- 
cine he  had  watched  disease  in  the 
ward  being  studied  more  and  more 
thoroughly,  if  not  always  more 
thoughtfully,  through  the  high  power 
of  the  microscope.  In  this  way  disease 
in  man  was  coming  to  be  investigated 
by  increasingly  elaborate  techniques 
and,  on  the  whole,  more  and  more 
mechanically.  He  considered  that 
man  as  a person  and  as  a member  of 
a family  and  of  a much  larger  social 
group,  with  his  health  and  sickness 
intimately  bound  up  with  the  condi- 
tions of  his  life  and  work,  was  being 
less  and  less  adequately  considered. 
Such  understanding^  paramount  both 
in  the  appreciation  of  the  etiology  of 
the  disease  and  also  in  any  attempt 
made  toward  its  pre\ention.  A further 
dissociation  of  academic  medicine 
from  psychological  and  sociological 
enquiry,  he  felt,  would  result  in  no 
patient  and  no  disease  being  fully 
understood. 

Suggestions  for  Improvement 

There  are  many  positive  advantages 
in  the  physical  association  of  psychia- 
try with  general  medicine.  Proximity 
allows  the  sharing  of  services.  Occu- 
pational and  physical  therapy  depart- 
ments, gymnasia,  and  even  swimming 
pools  of  the  modern  general  hospital 
would  then  become  available.  Medi- 
cal and  surgical  personnel  and  facili- 
ties are  at  hand.  Sterilization  and 
pathological  services,  heating,  laundry, 
and  food  supply  could  be  housed  in 
one  setting  instead  of  being  duplicated 
in  different  hospitals.  Inevitably,  such 
changes  can  achieve  both  improved 
efficiency  and  economy.  Above  all, 
however,  physical  unity  is  likely  to 
foster  ideological  unity  and  serve  to 
re-unite  psychiatry  with  the  rest  of 
medicine. 

Such  a psychiatric  center,  whose 
size  would  depend  upon  the  density 
of  the  population,  would  then  logically 
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serve  as  a coordinating  focus  for  all 
facilities  in  the  neighborhood.  Thus, 
child  care,  day  and  night  care,  recrea- 
tional, occupational,  rehabilitation 
programs,  hostels,  half-way  houses, 
sheltered  workshops  and  peripatetic 
community  teams  would  be  encom- 
passed. Space  for  geriatric  patients 
in  small  hotels  and  residential  homes 
would  amplify  this  comprehensive  ser- 
vice. 

During  the  past  decade  the  psychi- 
atric services  of  the  Manchester  region 
in  Great  Britain  have  developed  in  a 
unique  pattern.  Thus  comprehensive 
psychiatric  units  have  been  formed  in 
general  hospitals  and  are  planned  to 
meet,  as  far  as  is  possible,  the  total 
psychiatric  needs  of  the  catchment 
area.  Silverman  18  reports  that,  pro- 
vided a cooperative  geriatric  depart- 
ment is  available,  150  beds  are  the 
maximum  number  required  for  a well 
organized  psychiatric  department  ca- 
tering to  a population  of  250,000. 
Only  5 percent  were  sent  on  to  other 
psychiatric  facilities  of  the  479  pa- 
tients discharged,  which  approximated 
closely  to  the  total  number  of  admis- 
sions (488).  The  median  length  of 
stay  for  the  whole  department  was 
approximately  two  months.  It  is  im- 
portant to  emphasize  that  this  depart- 
ment dealt  with  chronic  as  well  as 
acute  patients,  but  that  the  median 
length  of  stay  for  patients  discharged 
from  the  female  emergency-chronic 
section  was  three  times  that  for  the 
equivalent  male  wards.  Very  neces- 
sary to  the  success  of  the  service  was 
the  domiciliary  visiting  and  institution 
of  early  treatment,  day  patient  facili- 
ties and  the  use  of  the  services  of 
mental  welfare  offices,  district  nurses, 
home  help  and  other  ancillary  person- 
nel. Silverman  considered  the  scheme 
greatly  facilitated  by  the  location  of 
the  hospital  department  in  the  very 
center  of  the  urban  area  served.  It  is 
salutary  to  note  that  approximately 
1,000  psychiatric  beds  would  be 
available  in  this  country  for  250,000 
persons. 

The  Office  of  Economic  Opportun- 
ity is  providing  funds  for  comprehen- 
sive health  care  in  a variety  of  re- 
gions. The  Boston  Center  in  the  lower 
income  Columbia  Point  housing  de- 
velopment is  entering  its  second  year 
of  operation.  This  is  sponsored  by 
Tufts  University  School  of  Medicine 
and  the  Columbia  Point  Health  As- 
sociation. It  has  provided  free  com- 
prehensive family  centered  medical 
care  around  the  clock  to  some  5,400 
of  the  6,000  project  residents.  When 
this  center  opened  fewer  than  one 


resident  in  three  had  ever  had  a gen- 
eral medical  check-up.  Only  8 per- 
cent of  the  community  had  seen  a 
dentist  during  the  preceding  twelve 
months  and  fewer  than  half  the 
mothers  had  consulted  a doctor  dur- 
ing the  first  three  months  of  preg- 
nancy. This  Center  is  located  within 
the  housing  development  rather  than 
miles  away.  It  maintains  fourteen 
physicians,  nine  registered  nurses,  one 
practical  nurse,  six  nurses  aides,  two 
laboratory  technicians  and  two  phar- 
macists, in  addition  to  many  sub- 
professionals recruited  from  the  resi- 
dents and  trained  by  the  center  itself. 
The  staff  is  organized  into  a family 
health  unit  consisting  of  an  internist, 
a pediatrician,  a social  worker,  and 
several  nurses.  This  unique  structure 
gives  the  patients  reasonable  assur- 
ance of  seeing  the  same  doctor  on 
successive  visits  and  provides  the  doc- 
tors and  social  workers  with  an  up- 
to-date  medical  chart  and  background 
information  on  the  patient  and  his 
family.  Such  a health  center  is  an 
attempt  (Gibson  6)  to  put  classic  pub- 
lic health  and  classic  medical  care, 
preventive  and  curative  medicine  to- 
gether with  paramedical  and  other 
social  resources  and  services  back 
under  the  same  roof.  Parenthetically, 
such  a heavy  concentration  of  health 
personnel  could  scarcely  fail  to  have 
an  impact.  This  is  an  experimental 
project,  however,  and  any  subsequent 
practical  application  would  be  greatly 
improved  by  integration  with  psychi- 
atry and  other  rehabilitation  services. 

It  is  over  thirty  years  since  Scott 
Williamson  and  Innis  Pearse 20 
founded  the  pioneer  health  center  in 
Peckham,  England.  They  wished  to 
study  human  families  and  sort  the 
healthy  from  the  unhealthy.  More  im- 
portantly, however,  they  wished  to 
study  normal  man  in  his  normal  sur- 
roundings. In  addition,  they  hoped 
to  observe  the  leisure  occupations  and 
the  recreation  as  well  as  the  work  of 
these  families.  To  this  end  they  es- 
tablished a family  club  where  mothers, 
fathers,  and  children  could  use  the 
club  premises  and  equipment  for 
learning,  recreation  and  social  inter- 
course. In  return,  they  were  given 
periodic  health  examinations  and  care. 
The  center  undertook  no  treatment 
but  was  able  to  secure  this  from  exist- 
ing sources.  They  found  that  general 
practitioner  services  and  outpatient 
services  of  hospitals  tended  to  treat 
the  malady  so  as  to  relieve  the  im- 
mediate social  inconvenience  of  pain 
and  discomfort.  On  occasions  this  also 
meant  cure  of  the  malady.  In  general 


it  was  some  symptomological  aspect 
that  alone  received  treatment  in  this 
manner.  Sooner  or  later,  a major 
crisis  forced  the  use  of  specialist  ser- 
vices. The  specialist  on  the  other  hand 
tended  to  give  attention  to  the  malady 
as  though  it  were  a pure  and  detached 
objective  thing.  This  usually  led  to 
treatment  of  the  “diagnosis.”  In  the 
dilemma  “Symptom:  Malady,”  the 

patient  himself  usually  escaped  atten- 
tion, seated  as  he  was  between  the 
horns.  Not  infrequently,  there  was 
more  need  to  relieve  the  social  dis- 
ability then  either  the  symptom  or  the 
malady. 

Thus,  looking  to  the  future,  we 
would  hope  that  as  much  regard  might 
be  given  to  the  physical  and  social 
organization  of  health  and  living  as 
perhaps  nowadays  is  commercially 
justifiable  in  the  construction  of  a new 
shopping  mall.  Thus,  if  public  hous- 
ing becomes  increasingly  a solution 
to  urban  slums,  this  might  be  ap- 
proached in  conjunction  with  health 
and  education  services.  Heterogeneity 
of  socioeconomic  and  age  distribution 
would  seem  to  be  paramount. 
Whether  it  is  desirable,  for  example, 
for  old  people  to  be  isolated  or 
whether  there  should  be  combinations 
of  young,  middle-aged,  and  old  folk, 
together  with  children,  remains  to  be 
discovered.  Unless  housing  units  are 
established  in  varying  models,  the 
problem  will  remain  unresolved. 

It  is  perhaps  not  too  utopian  to 
expect  that  such  dwellings  might  lead 
logically  by  systems  of  closed  roads 
into  shopping,  education  and  enter- 
tainment centers.  These  community 
centers  would  in  turn  link  with  health 
and  other  medical  facilities  leading 
ultimately  into  the  general  hospital 
area. 

In  conclusion,  it  would  seem  that 
so  important  a matter  as  the  provi- 
sion of  an  adequate  continuity  of 
health  care  should  not  be  left  merely 
to  chance  but  planned  in  a meaningful 
way. 

Summary 

It  is  suggested  that  the  integration 
of  psychiatric  services  into  general 
hospital  services  may  lead  to  the  com- 
munity health  center  of  the  future. 
This  would  embrace  housing,  educa- 
tion, shopping,  recreation,  and  health. 
It  would  allow  the  hospital  stay  to  be 
shorter.  It  would  link  acute  and 
chronic  illness,  old  and  young  illness, 
and  mental  and  physical  illness.  Al- 
though it  is  probable  that  direct  costs 
of  providing  services  in  this  way  might 
be  increased,  the  indirect  cost  to  the 
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nation  created  by  loss  of  productive 
power  of  the  large  segment  of  the 
community  who  at  some  time  suffer 
incapacity  due  to  mental  or  other 
chronic  illness  will  undoubtedly  be 
reduced.  The  incapacity  of  such  per- 
sons is  prolonged  because  of  the  lack 
of  appropriate  facilities,  a lack  itself 
created  by  the  desire  to  effect  more 
direct  savings.  Thus,  it  is  true  to  say 
that  a nation  or  state  pays  the  price 
of  illness  whether  it  finances  the  direct 
cost  or  not. 

It  is  not  really  known  whether  a 
general  hospital  based  mental  health 
service  would  be  the  best  solution. 
There  is,  however,  a need  to  be  flexi- 
ble and  to  proceed  with  a number  of 
plans  which  then  become  available  for 
assessment.  It  would  be  a great  loss 
if  the  Community  Mental  Health 
Center  Act  led  to  disparate  and  un- 
coordinated services  dissociated  from 
the  mainstream  of  medicine. 
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TUBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 

A method  so  rapid  and 
simple  that  you  just  swab... 
uncap  ...press...  and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation, 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  wit' 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25. 

, LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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PENNSYLVANIA  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 
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THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN8  Gradumet8 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

3 15  mg.  a 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT 

S SIDE  j 

■-am  f 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT 

Cl)  SIDE  I 

if 

MOOD  ELEVATION 

DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood ; the  other 
contains  NembutaP  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day— 
from  a single  ora / dose. 
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THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 
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ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 

of 


controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 
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ECONOMY 


s 

M 

T 

w 

T 

F 

1 

s 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

s 

1 

M 

2 

T 

3 

w 

4 

T 

5 

F 

6 

s 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

1 701069 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Production  of  Pregnancy  Zone 
Protein  by  Contraceptive  Steroids 

Administration  of  ethynodrel-mestranol  resulted  in  appearance  of  preg- 
nancy zone  globulin  in  ninety-two  percent  of  patients  studied 

RUSSELL  R.  DE  ALVAREZ,  M.D.  AND  JOSE  S.  AFONSO,  M.D. 

Philadelphia,  Pennsylvania. 


Studies  in  normal  pregnant  women 
of  the  electrophoretic  mobility  of 
the  serum  proteins  using  starch 
gel  electrophoresis  reveal  the  presence 
of  a discrete  protein  band  localized  in 
the  region  of  the  alpha-2  globulins. 
To  be  certain  that  this  protein,  now 
designated  as  the  “pregnancy  zone,” 
occurred  only  in  the  pregnant  or 
recently  pregnant  woman,  a number 
of  normal  nonpregnant  females  were 
studied  to  insure  that  what  was  found 
was  in  fact  due  to  pregnancy.  In  anal- 
yzing the  serum  of  a control  group 
of  one  hundred  normal  nonpregnant 
women,  all  but  one  showed  absence 
of  the  zone.  We  were  surprised  to 
find  that  this  woman,  an  unmarried 
normal  nonpregnant  control  subject, 
exhibited  a clearly  defined  protein 
band  in  the  exact  location  of  the  preg- 
nancy zone,  heretofore  present  only 
in  normal  pregnant  females  beyond 
the  eighth  week  of  pregnancy. 

Repeated  electrophoresis  of  addi- 
tional samples  revealed  persistence  of 
the  zone  which  led  us  to  question  the 
volunteer  carefully  regarding  the  pos- 
sibility of  pregnancy,  a history  of  re- 


DR.  deALVAREZ 


■ Dr.  de Alvarez  is  chairman  of  the 
department  of  obstetrics  and  gynecol- 
ogy at  Temple  University  Health 
Sciences  Center.  Dr.  Afonso  is  pres- 
ently with  the  Permanente  Medical 
Group,  Hayward,  California. 


cent  illness  or  trauma,  a history  of 
recent  immunization  or  the  current  or 
recent  ingestion  or  administration  of 
any  specific  medication.  These  ques- 
tions were  answered  initially  in  the 
negative;  subsequently,  the  patient  vol- 
unteered that  she  was  currently  taking 
Enovid®*  cyclically  for  contraceptive 
purposes  in  an  oral  dosage  of  ten 
milligrams  daily.  Considering  the  pos- 
sibility that  the  drug  could  be  playing 
a part  in  the  production  of  this  new 
electrophorectic  zone,  we  asked  for 
and  received  her  complete  coopera- 
tion in  discontinuing  the  drug  for  one 
month.  Repeated  electrophoresis  of 
her  serum  then  revealed  that  the  zone 
was  no  longer  present.  Her  further 
cooperation  in  resuming  the  medica- 
tion resulted  in  the  reappearance  of 
the  electrophoretic  zone  heretofore 
characteristic  only  of  pregnancy.  This 
suggested  that  a relationship  existed 
between  the  administration  of  some 
oral  progestational  agents  and  the  ap- 
pearance of  the  pregnancy  zone  and 
deserved  further  investigation. 

Materials  and  Methods 

The  effect  of  cyclically  administered 
Enovid  on  the  appearance  of  the  preg- 
nancy zone  was  studied  in  sixty  pa- 
tients. Venous  blood  samples  were  ob- 
tained from  all  patients  prior  to  ad- 
ministration of  the  drug  and  again  at 
the  end  of  each  twenty  day  cycle  of 
Enovid.  Each  patient  ingested  ten 
milligrams  of  oral  ethynodrel- 
mestranol  daily,  starting  on  the  fifth 
day  of  the  cycle  and  continuing  for 
twenty  days.  Sixty  patients  were  fol- 
lowed during  two  cycles,  fifty-two  pa- 
tients during  three  cycles,  thirty-one 
patients  during  four  cycles,  and  twenty 
patients  during  five  cycles.  Blood 
samples  were  repeated  after  discon- 
tinuing the  medication  in  thirty-one 
patients.  It  was  impossible  to  obtain 
the  second  control  sample  in  the  other 
twenty-nine  patients,  because  they 


* G.  D.  Searle  & Co.  brand  of  norethynodrel 
with  mestranol. 


were  either  unavailable  or  they  did  not 
wish  to  stop  the  drug. 

Eight  patients  suffering  from  endo- 
metriosis also  were  studied.  After 
control  blood  samples  were  obtained 
prior  to  therapy,  they  were  given 
ethynodrel-mestranol  with  the  purpose 
of  inducing  pseudo-pregnancy.  The 
dosage  used  in  these  patients  varied 
between  five  and  fifteen  milligrams 
daily  during  the  first  month.  During 
the  second  month,  the  dose  ranged 
between  fifteen  and  thirty  milligrams 
daily;  during  and  after  the  third  month 
the  usual  daily  dosage  was  thirty  to 
forty  milligrams.  The  venous  blood 
samples  were  obtained  at  monthly  in- 
tervals throughout  the  Enovid  admin- 
istration. Serum  samples  (50  gamma 
each)  were  submitted  to  vertical 
starch  gel  electrophoresis  for  sixteen 
hours  at  a voltage  gradient  of  4.5 
volts  per  cm.  The  gels  were  sliced 
into  two  halves  and  a mirror  cut  sur- 
face stained.  The  upper  half  of  each 
gel  was  stained  with  Amido-Black 
10-B,  to  detect  the  presence  or  ab- 
sence of  the  pregnancy  zone;  the 
other  half  was  stained  with  Benzidine 
to  determine  haptoglobin  type. 

Results 

None  of  the  control  blood  samples 
drawn  from  nonpregnant  patients 
prior  to  taking  the  drug  showed  the 
pregnancy  zone.  After  the  first  cycle 
of  ethynodrel-mestranol  administra- 
tion, the  pregnancy  zone  was  demon- 
strated in  the  serum  of  thirty-seven 
patients  (62  percent)  and  in  fifty-three 
of  the  sixty  patients  (88  percent)  fol- 
lowing the  second  cycle  of  the  drug. 
After  the  third,  fourth  and  fifth  cycles 
of  administration,  the  pregnancy  zone 
was  present  in  89  percent,  95  percent, 
and  92  percent  respectively  of  the 
women  studied.  Of  the  sixty  patients 
studied,  the  overall  presence  of  the 
pregnancy  zone  was  demonstrated  in 
the  serum  of  fifty-five  patients  (92 
percent)  at  some  time  during  ethy- 
nodrel-mestranol administration.  This 
globulin  could  not  be  found  in  six  pa- 
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tients  after  repeated  study  of  three 
cycles  of  administration.  In  three  of 
these,  however,  the  zone  did  occur  after 
the  fourth  cycle;  the  remaining  three 
patients  were  not  available  for  further 
study.  In  two  patients,  the  pregnancy 
zone  did  not  occur  at  any  time  during 
or  after  the  fourth  and  fifth  cycles 
of  the  drug. 

Thus,  the  pregnancy  zone  was  not 
demonstrable  in  five  of  the  sixty  pa- 
tients (8  percent)  who  received 
Enovid  cyclically.  Among  the  thirty- 
one  women  from  whom  a second  con- 
trol sample  was  obtained  following 
the  discontinuance  of  ethynodrel- 
mestranol,  the  pregnancy  zone  dis- 
appeared from  the  serum  of  twenty- 
four  (77  percent).  In  five  patients 
this  occurred  within  two  weeks  fol- 
lowing the  cessation  of  the  drug,  in 
nine  within  four  weeks,  in  eight  within 
six  weeks  and  in  two,  the  pregnancy 
zone  disappeared  only  eight  weeks 
after  the  drug  had  been  discontinued. 
The  pregnancy  zone  appeared  during 
the  first  month  in  six  of  the  eight 
patients  in  whom  pseudo-pregnancy 
was  induced,  in  seven  after  the  second 
month  of  pseudo-pregnancy  and  in  all 
eight  after  the  third  month. 

Discussion 

This  study  confirms  our  original 
observation  that  the  administration  of 
ethynodrel-mestranol  results  in  the  ap- 
pearance of  a unique  protein  in  the 
blood  of  nonpregnant  female  subjects 
heretofore  believed  to  be  associated 
only  with  pregnancy.  This  globulin, 
called  the  "pregnancy  zone,”  was  not 
demonstrated  in  the  serum  of  any  of 
the  control  patients  prior  to  therapy. 
Following  the  first  twenty  day  cycle 
of  ethynodrel-mestranol  administra- 
tion (10  mgm.  per  day),  the  preg- 
nancy zone  appeared  in  62  percent  of 
the  patients  studied. 

After  the  second  twenty  day  cycle, 
this  protein  appeared  in  fifty-three  pa- 
tients or  80  percent  with  a progressive 
rise  in  the  percentage  of  women  show- 
ing this  globulin  as  subsequent  cycles 
of  administration  were  continued.  In 
the  total  group  of  women  studied,  the 
pregnancy  zone  was  demonstrated  in 
92  percent  at  some  time  during  the 
administration  of  one  or  more  cycles 
of  ethynodrel-mestranol.  After  discon- 
tinuing the  drug,  this  globulin  either 
completely  disappeared  from  the  blood 
of  twenty-four  out  of  thirty-one  wom- 
en studied,  was  inactivated,  or  was 
reduced  to  such  low  concentrations 
that  it  could  no  longer  be  demon- 
strated by  the  techniques  employed. 

When  the  steroids  were  completely 
discontinued,  subsequent  blood  sam- 
ples revealed  complete  absence  of  the 
globulin  in  the  blood  of  all  patients. 


The  duration  of  persistence  of  the 
pregnancy  zone  in  the  serum  varied 
following  cessation  of  the  drug.  In 
some  patients  the  zone  persisted  for 
two,  three,  four  or  six  weeks  after 
discontinuing  ethynodrel-m  e s t r a n o 1. 
In  subsequent  studies,  not  included  in 
this  report,  higher  doses  of  ethynodrel- 
mestranol  administration  produced  the 
pregnancy  zone  in  practically  100  per- 
cent, similar  to  our  findings  among  the 
patients  in  whom  pseudo-pregnancy 
was  induced. 

Our  previous  reports  indicate  that 
the  pregnancy  zone  is  a globulin  here- 
tofore characteristic  of  pregnancy  and 
different  from  several  other  proteins 
which  increase  markedly  during  preg- 
nancy, for  example  thyroxine  binding 
protein,  cerulo-plasmin,  oxytocinases 
and  transcortin.  The  origin  and  func- 
tion of  the  pregnancy  zone  are  not 
known  but  its  appearance  in  the  cir- 
culating blood  seems  to  be  related  to 
the  increased  concentrations  of  estro- 
gens, progestins  or  their  metabolic 
derivatives.  Since  this  globulin  has 
been  found  only  in  the  serum  of  preg- 
nant women,  recently  pregnant  women, 
and  in  women  in  whom  a combination 
of  ethynodrel-mestranol  has  been  ad- 
ministered, it  is  likely  that  it  is  a spe- 
cific steroid  binding  protein  for  the 
combination  of  estrogen  and  pro- 
gesterone. It  has  been  shown  that  with 
estrogen  increase,  concentrations  of 
thyroxine  binding  protein  and  trans- 
cortin also  increase,  but  these  two 
globulins  are  electrophoretically  dis- 
tinct from  the  pregnancy  zone.  Plasma 
fibrinogen  and  most  of  the  serum- 
plasma  proteins  associated  with  co- 
agulation are  globulins;  it  is  not  un- 
likely that  pregnancy  zone  globulin 
may  also  be  related  to  the  coagulation 
system.  On  the  other  hand,  based  upon 
the  circumstances  of  its  occurrence,  it 
seems  more  reasonable  to  assume  that 
the  pregnancy  zone  globulin  is  a car- 
rier for  estrogens  or  for  progesterone, 
or  for  a combination  of  these  two,  or 
for  the  metabolites  of  either  of  these. 
We  are  currently  exploring  in  vivo  and 
in  vitro  studies  of  protein  binding  of 
radioactive  estrogens  and  progestins,  as 
well  as  assessing  immunologic,  im- 
munochemical, and  additional  electro- 
phoretic approaches. 

The  coincidental  finding  of  the  preg- 
nancy zone  (in  the  alpha-2  range)  in 
one  of  our  controls  while  taking  En- 
ovid stimulated  this  investigation  to 
determine  a cause  and  effect  relation- 
ship of  the  component  steroids  and 
the  production  of  the  zone  in  the  non- 
pregnant patients.  This  report  con- 
firms the  relationships.  Presently,  stud- 
ies are  underway  to  determine 
whether  the  administration  of  ethyno- 
drel  or  mestranol  separately,  the  com- 


bination of  the  two,  and  varying  the 
progestogen/ estrogen  ratio  is  respon- 
sible for  the  appearance  of  the  preg- 
nancy zone  globulin. 

Summary 

( 1 ) The  administration  of  ethyno- 
drel-mestranol to  sixty  normal  non- 
pregnant patients  resulted  in  the  pro- 
duction of  the  “pregnancy  zone”  in 
92  percent  of  the  patients  studied. 

(2)  The  “pregnancy  zone”  was  not 
found  in  the  control  samples  obtained 
prior  to  the  administration  of  ethy- 
nodrel-mestranol. 

(3)  This  globulin  occurred  with  in- 
creased frequency  successively  follow- 
ing the  second  cycle  of  drug  therapy. 

(4)  The  “pregnancy”  zone  occur- 
red in  100  percent  of  all  women  where 
pseudopregnancy  was  induced  (with 
ethynodrel-mestranol)  for  a duration 
of  three  months. 

(5)  The  “pregnancy  zone”  globulin 
disappeared  from  the  circulating  blood 
after  the  discontinuance  of  the  drug. 
The  time  of  appearance  of  the  “preg- 
nancy zone”  varied  from  individual 
to  individual  with  dosage  and  dura- 
tion of  ethynodrel-mestranol  adminis- 
tration. The  interval  between  discon- 
tinuance of  the  drug  and  disappear- 
ance of  the  zone  also  varied  among 
individual  patients. 

(6)  A definite  relationship  exists 
between  the  administration  of  ethyno- 
drel-mestranol and  the  demonstration 
by  vertical  starch  gel  electrophoresis 
of  the  “pregnancy  zone.”  This  rela- 
tionship is  so  clearly  constant  that  the 
administration  of  this  drug  causes  the 
appearance  of  the  same  unique  globu- 
lin heretofore  thought  to  be  associated 
only  with  pregnancy. 

Supported  in  part  by  USPHS  grants 
#7609,  H 2474  CA  7919  and  USPHS 
Training  Grant  HD  00121  and  by  a 
grant  from  G.  D.  Searle  & Co. 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mucus  that  maY  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  19G7. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
Dccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
cne  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
mtreated  patient 


Endometrium  produced 
by  Norinyl-l  U 


ormally,  the  endometrium  progresses  through 
proliferative  phase  stimulated  by  estrogen  and  a 
ecretory  phase  stimulated  by  progesterone, 
uring  the  secretory  phase  the  endometrium  is 
tceptive  to  the  fertilized  ovum. 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


;e  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 
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effective  fertility  control 
on  half  the  previous  dosage 


maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 


lower  cost 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 


Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


(norethindrone  lmg.  c mestranol  0.05mg.) 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 


ceni. 

1.05 


*Sympos:um  on  Low-Dosage  Oral  Contraception.  Palo  Alto,  Calif.,  July  15,  19G5. 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 


Side Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


crease  in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  aTe  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hy  pomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa 
tient  must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  S 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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Metabolic  Diseases  of  the  Skeleton 

Kidney  function  in  response  to  occult  acidosis  may  be  responsible 
for  some  cases  of  osteoporosis  which  have  to  date  defied  explanation 


ERNEST  AEGERTER,  M.D. 
Philadelphia,  Pennsylvania 

For  many  decades  we  have  been 
more  or  less  content  to  divide 
metabolic  diseases  of  the  skeleton 
into  two  types:  1.  those  conditions 

in  which  there  is  inadequate  matrix 
formation  for  normal  skeletal  growth 
and  maintenance,  a condition  which 
the  physiologists  and  pathologists  call 
osteoporosis,  and  2.  those  conditions 
in  which  matrix  formation  is  unim- 
paired but  the  calcium-phosphorous 
ion  product  in  the  fluid  of  the  inter- 
cellular bone  spaces  is  insufficient  to 
promote  mineralization  of  the  newly 
formed  osteoid  of  the  growing  skele- 
ton, a process  resulting  in  rickets,  or 
in  the  adult  the  failure  of  the  replace- 
ment osteoid  of  normal  bone  lysis 
which  everyone,  even  clinicians,  call 
' osteomalacia.  Careful  study  of  a num- 
ber of  patients  with  obvious  skeletal 
disease  in  the  past  several  years  has 
uncovered  the  disturbing  fact  that 
either  there  are  skeletal  diseases  which 
; do  not  fit  into  either  of  the  categories 
. of  osteoporosis  or  osteomalacia  so  de- 
fined or  that  we  have  been  mistaken 
in  our  concepts  of  the  pathogenesis 
of  these  conditions.  The  latter  idea 
has  been  fostered  by  a number  of 
] workers  in  both  clinical  and  experi- 
mental fields.  Chief  of  these  are 
i Nordin,  Harrison,  Fraser,  Jowsey, 
1 Heaney  and  Frost.  These  writers  have 


■ Dr.  Aegerter  is  chairman  of  the  de- 
I partment  of  pathology  at  Temple  Uni- 
versity Health  Sciences  Center. 


concluded  from  observation  of  their 
cases  clinically  diagnosed  osteoporosis, 
from  studies  on  animals  which  mani- 
fest a skeletal  disease  believed  to  be 
osteoporosis  and  from  studies  in  hu- 
mans with  an  inadequate  calcium  in- 
take, that  a state  of  long-standing  cal- 
cium deficiency  may  lead  to  the  condi- 
tion which  the  clinician  calls  osteo- 
porosis of  the  human  skeleton.  If  this 
be  true  then  many  of  our  old  concepts 
must  be  disregarded  and  the  types  of 
metabolic  bone  disease  redefined. 

It  is  now  imperative  that  we  re- 
evaluate the  basic  principles  by  which 
we  have  explained  the  mechanisms  of 
osteoporosis  and  osteomalacia  and 
that  we  undertake  a critical  evaluation 
of  the  very  definition  of  these  pro- 
cesses. 

Such  is  the  purpose  of  this  paper. 

Pommer  described  the  clinical  en- 
tity of  osteoporosis  in  1885  but  it 
was  not  until  1947  that  Albright 1 and 
co-workers  defined  the  disease  and 
gave  their  explanation  of  its  mechan- 
isms. They  described  a subnormal 
bone  mass  due  to  inadequate  produc- 
tion of  bone  matrix.  Thus,  they  set 
up  the  concept  that  in  the  adult,  physi- 
ologic erosion  of  bone,  the  bone  lysis 
of  normal  bone  metabolism,  is  equated 
normally  by  osteoid  production  and 
that  when  this  osteoid  production  is 
inadequate  to  balance  erosion,  the 
skeleton  is  reduced  in  mass,  a condi- 
tion which  answers  the  definition  of 
osteoporosis.  Extension  of  this  con- 
cept has  included  any  condition  in 
which  there  is  failure  to  meet  the 
need  of  increased  demand,  such  as 
that  for  skeletal  growth,  and  logically 
in  that  situation  in  which,  due  to  or 
accompanied  by  a hormonal  imbal- 
ance (involving  parathormone  and 
thyrocalcitonin),  the  rate  of  osteolysis 
is  stepped  up  to  exceed  the  normal 
pace  of  osteoid  formation. 

Nordin  2 has  defined  osteoporosis  as 
any  reduction  in  bone  mass  in  which 
the  chemical  constituency  of  the  bone 
remains  normal,  that  is,  in  which  the 
mineral/ osteoid  ratio  is  undisturbed. 
Most  would  agree  with  this  definition, 


but  he  and  others  express  the  belief 
that  most  cases  of  osteoporosis  are 
caused  by  an  abnormal  rate  of  bone 
lysis,3  and  Jowsey  and  again  Frost 
have  presented  some  convincing  evi- 
dence that  in  certain  types  of  osteo- 
porosis this  is  indeed  the  case.  Thus, 
though  both  definitions  infer  a nega- 
tive osteoid  balance  producing  sub- 
normal bone  mass,  the  principles  are 
diametrically  opposed.  By  one  defini- 
tion the  disease  is  caused  by  failure 
in  adequate  osteoid  formation;  the 
other  by  excessive  osteolysis.  If  these 
principles  are  to  be  considered  in 
therapy  (and  emphatically  they  must 
be  if  both  conditions  are  called  osteo- 
porosis), then  we  should  define  which 
mechanism  is  at  fault  in  each  specific 
case. 

Following  is  a list  of  the  types  of 
osteoporosis  as  defined  in  the  classical 
sense  of  subnormal  osteoid  formation 
to  balance  normal  bone  lysis. 

Osteoporosis 

1.  Diffuse 

Inadequate  stress  stimulus  to  main- 
tain osteoblastic  activity.  This  mech- 
anism is  denied  by  some  and  more 
will  be  said  concerning  this  matter 
further  in  this  discussion. 

2.  Deficiency 

Inadequate  intake  or  absorption  of 
the  factors  necessary  for  osteoid  for- 
mation, (proteins  and  Vitamin  C)  and 
diseases  which  utilize  these  precious 
proteins  for  other  uses.  These  forms 
are  considered  the  only  true  types  of 
osteoporosis  by  some. 

3.  Endocrine 

Deficiency  in  gland  function  to  pro- 
vide osteoblastic  activity. 

Ovarian — post-menopausal  osteo- 

porosis. 

Testicular — the  osteoporosis  of  Fro- 
lich's  syndrome. 

Adrenal — in  which  there  is  inade- 
quate synthesis  of  cortical  androgen. 

Albright  conjectured  that  the  sex 
hormones  stimulated  osteoblasts  to 
form  osteoid.  Proof  of  this  is  still 
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lacking  and  another  mechanism  will 
be  proposed  later  in  this  discussion. 

4.  Congenital  osteoporosis 

Osteogenesis  imperfecta. 

5.  Senile  osteoporosis 

A combination  of  any  or  all  of  the 
above  mechanisms.  It  is  this  disease 
which  has  nourished  the  feverish  de- 
bate concerning  osteoporosis  during 
the  past  half  decade. 

Osteomalacia  is  classically  defined 
as  that  condition  in  which  there  is 
insufficient  calcium-p hosphorus-ion 
product  in  the  fluid  which  bathes  bone 
tissues  to  allow  precipitation  of  the 
mineral  in  osteoid.  In  the  mature 
skeleton  there  is  a generalized  leach- 
ing of  bone  which  usually  cannot  be 
differentiated  from  true  osteoporosis 
on  the  roentgenogram.  In  a less  ad- 
vanced form  focal  areas  of  radio- 
lucency  probably  appear  at  stress  areas 
because  bone  turnover  is  more  rapid 
here  and  the  need  for  mineral  greater. 
On  the  X-ray  film  these  areas  are 
known  as  Looser  zones,  and  clinically 
they  are  called  pseudofractures.  The 
disease  is  often  called  Milkman’s  syn- 
drome. In  the  advanced  stage  of 
osteomalacia  there  is  massive  lysis  of 
old  bone  and  failure  of  mineralization 
of  newly  formed  osteoid  with  gross 
skeletal  distortion  in  stress  areas  due 
to  softening.  In  the  growing  skeleton 
this  mineral  deficiency  disease  is 
called  rickets. 

By  this  classical  concept  the  mech- 
anism for  osteomalacia  and  rickets  is, 
with  the  single  exception  of  hypo- 
phosphatasia,  always  the  same,  that 
is,  inadequate  calcium-phosphorous-ion 
product  to  mineralize  osteoid  and  the 
demineralization  of  normal  bone  in  an 
attempt  to  supply  this  need.  The 
causes  of  the  ion  deficiency  are  mul- 
tiple and  we  may  classify  osteo- 
malacia on  this  basis. 

Osteomalacia 

1.  Dietary  deficiency  or  failure  of 
absorption  of  calcium  or  phosphorous. 
This  mechanism  is  now  denied  in  some 
quarters. 

2.  Deficiency  of  Vitamin  D — di- 
etary or  lack  of  sunlight. 

3.  Increased  demand — pregnancy 
— lactation  osteomalacia. 

4.  Excess  excretion  of  calcium  be- 
cause of  kidney  disease  causing  renal 
osteodystrophy  and  excess  renal  excre- 
tion of  phosphorous  causing  hypo- 
phosphatemic  rickets. 

Dietary  calcium  deficiency  has  been 
considered  rare  in  the  western  world 
but  Nordin  4 presents  data  which  sug- 


gests that  it  may  be  a moderately 
common  occurrence.  Most  cases  of 
the  usual  childhood  rickets  are  due  to 
Vitamin  D deficiency.  Another  cause 
of  failure  of  calcium  absorption  is 
most  often  one  of  the  types  of  steator- 
rhea. In  girls  whose  skeletons  are  still 
growing  and  who  drink  little  milk, 
frequently  repeated  pregnancies  re- 
quiring large  amounts  of  mineral  for 
fetal  bone  development  and  added  to 
this  the  calcium  loss  brought  about  by 
continuous  lactation,  the  demand  for 
calcium  may  exceed  the  supply  and 
lead  to  osteomalacia.  Renal  osteodys- 
trophy or  glomerular  renal  rickets  due 
to  long-standing  total  kidney  disease 
causes  a calcium  deficiency  rickets. 
Hypophosphatemic  or  so-called  Vita- 
min D refractory  rickets  leads  to  a 
phosphorus  deficiency  type  of  rickets. 

Hypophosphatasia  is  the  only  type 
of  osteomalacia  which  is  not  due  to 
mineral  deficiency  but  rather  to  an 
inability  residing  within  the  tissues  to 
utilize  mineral.  With  the  recent  un- 
veiling of  the  action  of  thyrocalcitonin 
one  might  ask  if  this  mechanism  is 
involved  in  this  disease. 

Since  the  roentgenographic  features 
of  rickets  are  highly  distinctive,  there 
is  no  difficulty  in  distinguishing  rickets 
from  the  rare  case  of  osteoporosis  in 
childhood,  though  the  x-ray  cannot 
distinguish  between  the  various  types 
of  rickets.  In  the  adult  the  distinction 
of  osteoporosis  and  osteomalacia  is 
usually  impossible  and  always  difficult. 

Radiography  is  of  help  only  when 
focal  features  such  as  Looser  zones 
are  present  and  these  appear  in  but 
a small  percentage  of  the  cases. 

The  serum  calcium  is  normal  in 
both  diseases  since  as  long  as  the  para- 
thyroid glands  are  functionally  intact, 
the  deficiency  in  calcium  fails  to  pro- 
duce a low  serum  level  because  of 
utilization  of  stored  calcium  by  de- 
mineralization of  bone. 

Contrary  to  several  recent  reports 
whose  conclusions  are  based  on  it, 
ordinary  microscopy  of  decalcified 
sections  of  bone  is  usually  of  no  help. 
In  both  diseases  the  bone  that  appears 
in  the  sections  is  normal  in  appear- 
ance. In  osteomalacia  the  bone  lysis 
is  so  slow  that  replacement  osteoid 
is  too  scant  to  detect  except  at  stress 
areas  such  as  Looser  zones.  Poorly 
mineralized  osteoid  may  be  found  in 
advanced  cases  of  osteomalacia  where 
there  has  been  collapse  of  skeletal 
structures  but  the  same  may  occur  in 
severe  osteoporosis  since,  though  un- 
able to  form  matrix  to  replace  physi- 
ologic erosion,  osteoid  can  be  pro- 
duced to  form  callus  after  fracture. 


This  finding  is  even  more  dramatic  in 
the  congenital  type  of  osteoporosis, 
osteogenesis  imperfecta. 

Beck  and  Nordin  3 attempted  to 
make  the  diagnosis  of  osteoporosis  by 
estimation  of  bone  mass.  They  com- 
pared the  surface  area  of  bone  ap- 
pearing in  sections  of  samples  re- 
moved from  the  iliac  crest  in  seventy- 
eight  patients  suspected  of  having 
osteoporosis.  They  achieved  approxi- 
mately 60  percent  correlation  with  the 
roentgenograms  of  the  spine.  We  have 
followed  their  technique  in  seventeen 
cases  to  date  with  complete  lack  of 
correlation.  Cases  with  the  most  ob- 
vious x-ray  and  clinical  features  of 
osteoporosis  have  demonstrated 
greater  bone  mass  in  iliac  samples  than 
those  with  no  evidence  of  the  disease. 
Logically  one  should  expect  little 
change  of  bone  mass  in  the  iliac  crest 
in  either  osteoporosis  or  osteomalacia 
since  it  is  an  area  of  low  stress. 

Wray  and  coworkers 6 and  others 
have  attempted  to  differentiate  osteo- 
porosis and  osteomalacia  by  calculat- 
ing the  bone-ash/ dry-bone  ratio.  The 
figure  of  60  percent  has  been  tenta- 
tively accepted  as  normal  and  any 
lesser  figure  suggestive  of  osteo- 
malacia. Dr.  Marcus  Reidenberg  has 
made  such  calculations  in  a fairly 
large  series  of  our  patients  and  we 
have  had  to  conclude  that  the  method 
is  not  reliable  in  making  the  distinc- 
tion between  osteomalacia  and  osteo- 
porosis. The  principle  of  the  test  de- 
pends on  the  fact  that  in  osteomalacia 
the  unmineralized  osteoid  will  con- 
tribute to  the  dry  weight  but  not  to 
the  ash  weight.  But  since  any  soft 
tissue  will  do  the  same,  the  problem 
here  is  in  grossly  distinguishing  osteoid 
from  other  soft  tissue  such  as  inter- 
spicular  marrow,  and  a clean  separa- 
tion and  removal  of  the  latter.  To  me 
this  hurdle  appears  unsurmountable. 

Jowsey,7  using  radiomicrography  on 
milled  sections,  found  that  60  percent 
of  the  osteones  in  five  of  eleven  pa- 
tients between  the  ages  of  fifty-eight 
and  ninety-three  were  mineralized  to 
but  between  75  and  85  percent.  She 
interpreted  this  failure  in  attaining 
maximum  mineral  content  to  mean 
that  these  osteones  were  old  and 
lacked  mineral  because  of  a long- 
standing deficiency  in  calcium.  She 
assumed  that  these  patients  had  osteo- 
porosis. There  is  no  explanation  for 
the  high  percentage  of  partially  miner- 
alized osteones  but  one  cannot  help 
ask  why  this  finding  is  necessarily  due 
to  a long  standing  deficiency  in  cal- 
cium. Radiomicrography  is  one  of  the 
most  promising  methods  available  to- 
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day  in  the  study  of  bone  metabolism 
but  until  it  has  been  used  on  great 
numbers  of  cases  with  unequivocal 
diagnoses  and  the  landmarks  of  vari- 
ous types  of  bone  disease  carefully 
charted,  its  findings  cannot  he  relied 
upon  to  make  the  distinction  between 
osteoporosis  and  osteomalacia. 

Thus,  at  present,  we  are  convinced 
that  the  methods  used  in  the  past  to 
distinguish  osteoporosis  and  osteo- 
malacia are,  in  a high  percentage  of 
cases,  too  inexact  and  too  undepend- 
able upon  which  to  base  conclusions, 
particularly  conclusions  which  would 
abrogate  standard  concepts  of  skeletal 
metabolism. 

Certain  principles  of  bone  metabo- 
lism have  been  long  established  and 
accepted.  The  mechanisms  of  osteo- 
porosis and  osteomalacia  as  conven- 
tionally defined  have  been  explained 
on  the  basis  of  these  principles.  If 
new  mechanisms  are  proposed,  we  are 
obliged  to  re-evaluate  the  validity  of 
the  principles  involved.  Such  re-evalu- 
ation now  becomes  mandatory. 

1.  Bone  turnover  is  the  sum  of  phy- 
siologic erosion  and  osteoid  re- 
placement. There  must  be  a 
positive  osteoid  balance  in  the 
growing  skeleton  and  a negative 
balance  in  bone  atrophy  (osteo- 
porosis). Turnover  is  continu- 
ous from  birth  to  death  but  its 
rate  is  not  constant.  Without  it 
our  skeletons  would  become  ob- 
solete in  a few  months,  unable 
to  meet  the  requirements  of 
stresses  which  change  in  type, 
amount,  and  pattern. 

2.  The  rate  of  physiologic  erosion 
varies.  The  mechanisms  of  bone 
lysis  are  poorly  understood.  It 
is  quite  certain  that  lysis  is  ac- 
complished by  osteoclastic  activ- 
ity. 

3.  The  bone  lysis  of  hyperparathy- 
roidism is  probably  due  to  ex- 
cessive osteoclastic  activity.  All 
evidence  favors  the  conclusion 
that  parathormone  stimulates 
osteoclast  proliferation.  How  it 
does  so  is  still  unknown.  Serum 
calcium  level  is  the  only  known 
controlling  factor  for  parathy- 
roid activity. 

4.  Thyrocalcitonin  apparently  con- 
trols release  of  calcium  salts 
from  formed  osteoid.  Its  elabora- 
tion or  release  from  thyroid 
acinar  cells  is  effected  by  rising 
serum  calcium  levels. 


5.  The  rate  of  osteoid  production 
varies,  and  in  the  mature  skele- 
ton it  normally  balances  erosion. 
The  governing  mechanisms  are 
poorly  understood,  but  if  there 
is  objective  evidence  for  any  of 
these,  stress  is  an  important  fac- 
tor. This  author  knows  of  no 
conclusive  proof  that  calcium  de- 
ficiency inhibits  the  elaboration 
of  osteoid.  To  the  contrary,  in 
calcium  deficient  rickets,  osteoid 
is  produced  in  considerable, 
probably  excess,  quantity. 

6.  Deossification  with  release  of 
mineral  is  accomplished  by  the 
parathormone — osteoclast  mech- 
anism causing  lysis  of  normal 
bone  to  supply  this  mineral  at  the 
site  of  new  osteoid  formation 
where  it  is  needed  for  the  forma- 
tion of  repair  bone.  Thus,  the  en- 
chondral  bone  growth  alterations 
which  characterize  rickets  cannot 
be  produced  in  the  experimental 
animal  as  long  as  this  mechanism 
can  maintain  a normal  serum 
calcium  level.  When  this  level 
is  endangered,  calcium  ion  ap- 
parently becomes  unavailable  for 
osteoid  mineralization. 

7.  Mineralization  of  osteoid  re- 
quires a critical  level  of  the  cal- 
cium-phosphorous-ion  product  in 
the  fluid  which  bathes  the  col- 
lagen fibrils.  A deficiency  of  one 
or  the  other  ion  may  be  caused 
by  inadequate  intake,  faulty  ab- 
sorption or  excessive  excretion. 

8.  Vitamin  D acts  upon  tissues  at 
two  and  probably  three  separate 
sites.  It  promotes  the  absorption 
of  calcium  through  the  gut  wall. 
In  physiological  amounts  it  prob- 
ably promotes  the  absorption  of 
phosphorous  from  the  glomeru- 
lar filtrate  through  the  wall  of 
the  convoluted  tubules  of  the  hu- 
man kidney.  In  animals  in  phar- 
maceutical amounts  it  causes  a 
phosphaturia  but  this  reaction  is 
poorly  understood  since  in  hu- 
man patients  with  hypophospha- 
temic  rickets,  large  doses  appear 
to  inhibit  phosphate  loss  through 
the  kidneys.  It,  like  parathor- 
mone, promotes  deossification  of 
bone.  The  mechanism  of  the 
last  is  completely  unknown.  A 
pure  calcium  deficiency  stimu- 
lates the  parathyroid  glands  to 
cause  a transient  hyperparathy- 
roidism which  in  turn  masks  a 
mild  osteomalacia.  On  the  other 
hand,  a Vitamin  D deficiency 


whether  or  not  accompanied  by 
a calcium  deficiency,  inhibits 
calcium  absorption  but  also 
causes  lack  of  calcium  mobiliza- 
tion so  the  osteomalacia  occurs 
earlier  and  is  more  typical.  This 
has  led  to  the  conclusion  by  some 
that  Vitamin  D deficiency  is 
necessary  to  produce  rickets  and 
that  a pure  calcium  deficiency 
will  not  produce  the  disease.  Ex- 
tension of  this  reasoning  has  led 
to  the  conclusion  on  the  part  of 
some  that  a pure  calcium  defi- 
ciency produces  not  osteomalacia 
but  osteoporosis. 

In  support  of  the  concept  of  the 
calcium  deficiency  mechanism  of 
osteoporosis,  a number  of  re- 
ports 1Di  ll>  12>  13>  14  on  this  deficiency 
in  a variety  of  animals  has  been 
quoted.  It  has  long  been  known  that 
a high  protein,  low  calcium  diet  such 
as  beef  heart  causes  a peculiar  disease 
of  the  skeleton  in  numerous  animal 
types,  particularly  the  growing  cat. 
Originally  it  was  called  osteogenesis 
imperfecta  but  when  the  diet  factor 
became  apparent,  it  was  thought  to 
be  a type  of  rickets.  Because  of  the 
x-ray  pictures  and  the  failure  to  find 
chondroid  in  the  sections,  categoriza- 
tion was  then  changed  to  osteoporosis. 
Thus,  a precedent  for  calcium  defi- 
ciency osteoporosis  in  humans  was 
cited  in  experimental  data.  But  it  was 
not  until  1965  that  the  true  nature 
and  mechanism  of  this  disease  in  ani- 
mals was  explained  in  a paper  by 
Storts  and  Koestner.15  Deossification 
occurs  in  these  animals  because  of 
parathyroid  stimulation  due  to  a low 
serum  calcium  level  caused  by  poor 
calcium  intake.  The  condition  is  actu- 
ally secondary  hyperparathyroidism. 
The  diagnosis  of  osteoporosis  should 
have  been  challenged  from  the  outset, 
since  unmineralized  osteoid  in  some 
quantity  was  reported  in  the  sections 
and  more  important,  there  was  a 
prominent  osteoblastic  and  osteoclastic 
reaction.  In  uncomplicated  osteoporo- 
sis in  humans,  osteoblastic  activity  and 
osteoclasts  are  never  encountered.  We 
have  had  the  opportunity  to  examine 
tissue  sections  from  some  animals  so 
treated.  There  is  prominent  osteo- 
blastic and  osteoclastic  activity.  The 
experienced  pathologist  always  thinks 
of  two  diseases  when  these  features 
appear  in  his  section:  hyperparathy- 
roidism and  Paget’s  disease.  The 
modality  of  the  excessive  parathyroid 
activity  is  explainable  in  these  cases. 
Thus,  the  calcium  deficiency  mechan- 
ism of  human  osteoporosis  as  classi- 
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cally  defined  is  left  without  either 
clinical  or  experimental  support. 

What  then  is  the  nature  of  this 
disease  in  old  people  who  have  a real 
calcium  deficiency?  We  do  not  pre- 
tend to  know  the  answer  to  this  impor- 
tant and  perplexing  question,  but  we 
can  all  do  some  reasonably  well-edu- 
cated guessing.  These  patients  already 
may  be  within  the  limbus  of  the  ordi- 
nary and  commonplace  osteoporosis. 
If  calcium  deficiency  is  added, 
a hyperparathyroid  osteolysis  is  pro- 
duced. Osteolysis  in  the  face  of  a 
crippled  osteoid  production  capacity 
results  in  exactly  what  the  sections 
show,  a massive  reduction  in  bone 
mass  accompanied  by  a sparse  osteo- 
blastic activity  with  osteoclasts. 

One  could  be  excused  for  asking 
the  obvious  question:  If  osteoporosis 
is  a reduction  in  bone  mass  without 
change  in  chemical  constituency,  does 
it  matter  whether  the  negative  osteoid 
balance  is  produced  by  slow  osteoid 
production  or  rapid  osteolysis?  The 
answer  seems  obvious.  If  diagnosis  is 
but  a means  to  therapy  (and  why  else 
do  we  concern  ourselves)  then  it 
would  seem  important  to  distinguish 
between  inadequate  osteoid  produc- 
tion and  excessive  osteoid  destruction, 
because  they  are  diametrically  opposed 
processes;  consequently  must  be 
treated  quite  differently. 

We  suggest  that  the  metabolic  dis- 
eases of  bone  be  classified  under  three 
headings: 

1.  Osteopenia — a disease  of  im- 
paired osteoid  production. 


2.  Osteomalacia — a disease  of  im- 
paired osteoid  mineralization. 

3.  Osteolysis — a disease  of  exces- 
sive bone  destruction. 

Two  of  the  oldest  classical  entities 
of  skeletal  pathology  are  found  in  the 
last  group,  hyperparathyroidism,  pri- 
mary and  secondary,  and  Paget’s  dis- 
ease. 

But  clinical  experience  strongly  sug- 
gests that  there  are  yet  other  entities. 
For  many  years  we  have  known  that 
patients  develop  osteomalacia  (rick- 
ets) in  chronic  uremia.  Albright 16 
presumed  this  to  be  due  to  a chronic 
acidosis  secondary  to  the  inability  of 
the  tubules  to  synthesize  ammonia, 
resulting  in  excessive  use  of  basic  cal- 
cium ions.  The  low  calcium  level  in 
turn  leads  to  a hyperparathyroidism. 
But  the  chronic  uremia  is  the  trade- 
mark of  this  type  of  skeletal  distur- 
bance. Now,  Dr.  Reidenberg  and  his 
associates  are  proving  to  us  that  a pure 
acidosis  without  uremia  may  use  up 
our  precious  supplies  of  calcium  base 
and  thus  indirectly  reduce  bone  mass: 
probably  by  stimulation  of  parathyroid 
activity.  In  recent  experiments  we 
have  both  been  impressed  with  the 
dramatic  rapidity  of  parathormone  ac- 
tion. An  interesting  observation  re- 
cently noted  may  shed  some  light  on 
this  matter.  When  obese  patients  are 
put  on  a starvation  diet  they  develop 
an  acidosis.  Reidenberg  found  that 
this  was  associated  with  a negative 
calcium  balance.  Correction  of  the 
acidosis  with  sodium  bicarbonate 


while  continuing  total  starvation 
caused  return  to  calcium  balance.  He 
interpreted  these  results  to  mean  that 
the  acidosis  per  se  caused  the  calcium 
loss  (deossification).  Thus  it  begins 
to  appear  that  kidney  function  in  re- 
sponse to  occult  acidosis  of  a type 
which  may  be  asymptomatic  and  per- 
haps clinically  impossible  to  measure 
may  be  responsible  for  some  of  the 
cases  of  osteoporosis  which  have  to 
date  defied  explanation. 

Toward  the  close  of  the  last  century 
von  Recklinghausen  suggested  that 
bone  mass  is  reduced  by  an  increase 
in  serum  acidity.  It  may  have  taken 
nearly  a century  to  find  out  that  at 
least  in  some  cases  he  was  right. 
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Ultrasound  Cardiology 

The  reflected  ultrasonic  technique  has  proven  an  important  diagnostic 
tool  in  the  study  of  mitral  and  tricuspid  valvular  motion 


WILLIAM  L.  WINTERS,  M.D. 
Philadelphia,  Pennsylvania 

The  extensive  development  of 
diagnostic  techniques  and  in- 
strumentation applicable  in  the 
field  of  cardiac  physiology  since  World 
War  II  has  done  much  to  sharpen 
the  clinician's  understanding  of  and 
ability  to  detect  normal  and  abnor- 
mal cardiac  function.  This  has  been 
particularly  true  in  those  instances 
where  rapidly  expanding  surgical  tech- 
nology literally  has  opened  the  doors 
for  attempts  at  surgical  correction 
for  thousands  of  patients  with  hitherto 
unoperable  lesions.  Single  and  multi- 
ple valve  replacement  for  patients 
with  rheumatic  heart  disease  has  be- 
come almost  commonplace.  Many  of 
these  patients  are  seriously  ill  and 
often  require  exhaustive  pre-operative 
studies,  including  cardiac  catheteriza- 
tion and  angiography,  to  delineate  as 
carefully  as  possible  the  type  and  ex- 
tent of  abnormality  present.  There  is 
no  doubt  that  cardiac  catheterization 
and  angiography  provide  important 
details  of  information,  but  in  a seri- 
ously ill  patient  such  tests  may  not  be 
without  their  toll.  Thus,  all  measures 
of  an  atraumatic  nature  which  provide 
clarification  of  the  nature  and  degree 
of  a cardiac  abnormality  are  clearly 
welcomed. 

The  relatively  recent  development 
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of  an  ultrasonic  technique  to  evaluate 
mitral  and  tricuspid  valvular  motion 
has  proven  of  inestimable  value  in  pa- 
tients with  valvular  and  non-valvular 
heart  disease.  By  definition,  ultra- 
sound is  composed  of  sound  waves 
with  a frequency  exceeding  the  audible 
limits  of  the  human  ear  (20,000  cycles 
per  second ) . The  physical  characteris- 
tics of  the  transmission  of  ultrasound 
through  liquid  or  solid  matter  is  simi- 
lar to  light.  As  with  light,  reflection 
and/or  refraction  of  ultrasound  will 
occur  when  passing  through  a medium 
having  different  acoustical  impedance. 
Acoustical  impedance  is  a value  deter- 
mined by  the  product  of  the  velocity 
of  the  sound  wave  times  the  density 
of  the  medium  through  which  it 
travels.  That  portion  of  ultrasound 
that  is  reflected  at  any  interface  is 
directly  related  to  change  in  acousti- 
cal impedance  at  the  interface  of  the 
two  media.  The  energy  reflected  will 
depend  upon  the  angle  of  incidence 
as  well  as  upon  the  different  acousti- 
cal impedance,  such  that  maximum 
reflection  will  occur  from  an  interface 
positioned  at  right  angles  to  the  ultra- 
sonic waves. 

In  1881,  the  Curie  brothers  dis- 
covered that  when  a Piezo  electric 
crystal  is  activated  by  an  alternating 
electric  field  there  may  be  generated 
a resonance  in  the  crystal  which  will 
invoke  mechanical  vibrations  which 
then  may  be  transmitted  as  ultrasound 
waves.  It  was  found  that  this  same 
crystal  may  be  used  as  the  detector 
for  reflected  ultrasound  waves.  The 
reflected  waves  cause  mechanical  vi- 
brations in  the  crystal  which  in  turn 
may  generate  electric  charges  suitable 
for  recording.  It  is  this  reflected  ultra- 
sound technique  which  has  become 
useful  in  diagnostic  medicine.  Its  ap- 
plication in  the  study  of  mitral  and 
tricuspid  valve  motion  will  be  dis- 
cussed in  this  report.  It  is  of  proven 
value  in  the  detection  of  pericardial 
effusion,1  pleural  effusion,2  and  per- 
haps most  significantly  of  all,  in  the 
detection  of  a pulmonary  embolism 
recently  reported  by  Joyner.3  Outside 


of  the  field  of  cardiology,  the  ultra- 
sonic technique  has  had  its  most  use- 
ful clinical  application  in  the  detec- 
tion of  space  occupying  lesions  within 
the  skull  by  locating  shifts  of  a dis- 
tinctive midline  echo.4 

We  have  employed  a Smith-Kline 
Instrument  Company  Ekoline  20  unit, 
with  a crystal  emitting  2.5  megacycle 
ultrasound  waves  pulsed  at  200  per 
second.  Llertz  demonstrated  in  1954 
that  echo  signals  could  be  obtained 
from  the  deeper  parts  of  the  thorax 
in  adults  using  a frequency  of  2.5 
megacycles  per  second.5  At  this  fre- 
quency a sound  beam  is  cylindrical 
for  a distance  of  60  mm.  from  the 
crystal.  The  diameter  of  the  beam 
increased  two-fold  at  about  100  mm. 
from  the  crystal  with  a 3.5  degree 
of  divergence.  Hertz’s  experience, 
however,  indicated  that  when  carrying 
out  examinations  of  the  heart  and 
chest  in  man,  echo  signals  could  be 
recorded  from  structures  up  to  150 
mm.  from  the  crystal.  Further  in- 
creases in  the  sound  frequency  re- 
sulted in  diminished  penetrating  power 
of  the  sound  wave.  In  patients  with 
emphysema  or  obesity,  difficulty  in 
obtaining  a reflected  echo  is  occa- 
sionally encountered  using  a 2.5  mega- 
cycle crystal  because  of  scattering  and 
refraction  of  the  transmitted  echoes. 
Reducing  the  frequency  response  to 
1 megacycle  per  second  may  increase 
penetrating  power  in  such  patients, 
but  the  greater  angle  of  divergence 
may  adversely  alter  the  ability  to 
“focus”  the  ultrasound  beam. 

The  transducer  is  placed  in  the 
third,  fourth  or  fifth  left  intercostal 
space  1 to  4 cm.  lateral  to  the  mid- 
sternal  line  with  the  patient  supine  or 
lying  in  the  left  lateral  or  right  lateral 
oblique  position  depending  upon  the 
ability  to  obtain  a clear  returning  echo 
signal.  The  transducer  is  aimed  pos- 
teriorly and  slightly  toward  the  mid- 
line. On  occasion,  the  tricuspid  valve 
may  be  located  with  the  transducer 
closer  to  the  mid-sternal  line  with  the 
echo  recorded  considerably  closer  to 
the  anterior  chest  wall.  The  Ekoline 
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Fig.  1.  Normal  ultrasound  record  and  Lead  II  of  electrocardiogram.  MVO 
= Mitral  valve  opening;  A = atrial  contraction;  S = slope-mm/scc;  A = ampli- 
tude in  cm. 
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unit  used  in  these  studies  contains  an 
electronic  gate  enabling  the  operator 
to  select  for  direct  recording  a return- 
ing echo  from  some  particular  intra- 
cardiac structure,  in  this  case  the  an- 
terior leaflet  of  the  mitral  valve.  The 
isolated  signal  was  recorded  on  an 
Electronics  for  Medicine  DC  channel 
simultaneously  with  an  electrocardio- 
gram, phonocardiogram,  and  apexcar- 
diogram  in  most  instances.  The  Eko- 
line  unit  is  calibrated  such  that  each 
hairline  on  the  horizontal  grid  repre- 
sents 2 mm.  distance  with  the  left 


side  of  the  screen  representing  the 
anterior  chest  wall  so  that  depth  of  a 
recorded  signal  could  be  determined. 
A direct  photograph  of  the  signal  on 
the  ultrasonic  oscilloscope  may  be  ob- 
tained if  desired. 

Normal  Mitral  Valve  Motion 

In  1954,  Edler  and  Hertz  intro- 
duced this  method  for  recording  atrial 
wall  movements,  interventricular  sep- 
tal movement,  movement  of  the  out- 
flow tract  of  the  left  ventricle  and 
mitral  and  tricuspid  valve  motion.5 
A characteristic  pattern  for  motion  of 
the  anterior  leaflet  of  the  mitral  valve 
located  6 to  8 cm.  from  the  anterior 
chest  wall  with  a range  of  motion  of 
2 to  4 cm.  in  the  anterior  posterior 
plane  evolved.  This  pattern  of  motion 
was  consistently  distorted  in  the  pre- 
sence of  mitral  stenosis.  Subsequent 
confirmatory  studies  have  been  pub- 
lished by  European  investigators  and 
in  this  country  by  Joyner,6  Segal,7 
and  Winters.8  Mitral  and  tricuspid 
valves  are  ideally  situated  for  study 
since  their  angle  of  motion  is  nearly 
perpendicular  to  the  anterior  chest 
wall.  Conversely,  although  ultrasound 
recordings  of  aortic  valves  have  been 
made,  the  angle  of  motion  of  an  aortic 
or  pulmonary  valve  makes  detection 
of  a reflected  ultrasound  signal  ex- 
tremely difficult.  As  will  be  discussed 
later,  however,  motion  of  prosthetic 


Fig.  2.  Left  ventricular  pressure 
curve  (LV),  ultrasound  record,  left 
atrial  pressure  curve  (LA),  Lead  II. 
Sx  = first  heart  sound,  S2  = second 
heart  sound,  a = atrial  contraction 
reflected  in  LV  pressure  curve,  A = 
atrial  contraction  reflected  on  mitral 
valve  motion.  The  heavy  dark  verti- 
cal line  relates  extent  of  closure  of 
mitral  valve  at  time  of  LV  contraction 
following  inscription  of  atrial  pulse  (a). 


Fig.  3.  Normal  mitral  valve  motion  (S  = 109  mm. /sec.)  in  presence  of 
atrial  flutter.  Apexcardiogram  (Acg.)  recorded  on  top.  SFW  = slow  filling 
wave  on  Acg.  A = mitral  valve  response  to  flutter  (F)  waves.  (Reproduced 
through  courtesy  of  British  Heart  Journal.) 
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aortic  valves  can  be  recorded  without 
much  difficulty. 

In  Fig.  1,  motion  of  the  ultrasound 
signal  toward  the  top  of  the  tracing 
represents  motion  of  the  anterior  leaf- 
let of  the  mitral  valve  as  it  opens  to- 
ward the  anterior  chest  wall.  Con- 
versely, downward  motion  represents 
closure  of  the  anterior  leaflet.  In  the 
normal  mitral  valve,  two  upward  de- 
flections are  noted.  The  first,  repre- 
senting initial  mitral  valve  opening, 
appears  on  an  average  of  0.12  of  a 
second  after  the  second  heart  sound 
and  initiates  the  period  of  rapid  fill- 
ing of  the  left  ventricle.  This  peak 
opening  (MVO)  on  the  ultrasound 
record  is  followed  by  a rapid  descent 
during  ventricular  filling  with  flotation 
of  the  mitral  value  toward  its  closed 
position.  There  follows  a period  of 
relatively  little  motion  of  the  mitral 
valve  during  the  slow  filling  phase  of 
ventricular  filling.  The  second  upward 
deflection  follows  the  P wave  of  the 
electrocardiogram  and  represents  mo- 
tion of  the  mitral  valve  away  from  the 
atrium  during  atrial  contraction  (A). 
This  is  followed  by  a rapid  downward 
motion  preceding  the  outset  of  ven- 
tricular contraction  and  represents  the 
closing  movements  of  the  valve.  The 
initial  closing  movements  of  the  mitral 
valve  are  initiated  by  atrial  contraction 
with  final  closure  occurring  with  the 
outset  of  ventricular  contraction  (Fig. 
2).  In  the  presence  of  atrial  fibrillation 
or  atrial  flutter,  closure  of  the  mitral 
valve  is  initiated  totally  by  left  ven- 
tricular contraction.  In  Fig.  3,  the  on- 
set of  ventricular  contraction  is  re- 
corded by  the  upstroke  of  the  apex- 
cardiogram  recorded  at  the  top  of  the 
tracing.  0.04  second  after  this  up- 
stroke the  mitral  valve  moves  toward 
a closed  position.  In  contrast,  the 
mitral  valve  is  halfway  to  a closed 
position  before  the  onset  of  left  ven- 
tricular contraction  (Fig.  2).  Closure 
of  the  mitral  valve  is  coincident  with 
the  major  deflection  of  the  first  heart 
sound.  The  A wave  is  absent  in  the 
presence  of  atrial  fibrillation  or  if  the 
P wave  is  engulfed  by  a premature 
nodal  or  ventricular  beat.  During  ven- 
tricular contraction,  the  baseline  of 
the  ultrasound  tracing  is  pulled  to- 
ward the  anterior  chest  wall  represent- 
ing motion  of  the  atrial  ventricular 
ring  toward  the  ventricular  apex  dur- 
ing systole.  The  descent  of  the  ultra- 
sound tracing  after  its  maximum  open- 
ing in  patients  with  normal  mitral 
valves  varies  from  70  to  210  mm.  per 
second.  The  measurement  of  this 
slope  during  ventricular  filling  is  the 
key  to  mobility  in  the  anterior  leaflet. 


Fig.  4.  Mitral  stenosis.  Mitral  valve  opening  corresponds  with  opening 
snap  (OS)  on  phonocardiogram.  DM  = Diastolic  murmur.  Ultrasound  (US) 
contour  flattened  after  valve  is  open  and  diastolic  slope  is  abnormally  slow  = 

11  mm.  /sec. 


Fig.  5.  Mitral  insufficiency.  Normal  ultrasound  slope  pre-operatively.  Ab- 
normal postoperative  slope  appearing  with  onset  of  presystolic  murmur  of 
mitral  stenosis.  Rhythm  has  no  significant  effect  on  ultrasound  slope.  NSR 
= Normal  sinus  rhythm.  AF  = Atrial  fibrillation.  (Reproduced  through  courtesy 

of  British  Heart  Journal.) 
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Fig.  6.  Prosthetic  Starr-Edwards  mitral  valve.  Phonocardiogram  with  four 
frequency  ranges  on  top.  Ultrasound  (US)  on  bottom.  Mitral  valve  (MV) 
opening  coincides  with  opening  click  (OC)  and  closure  (CC)  with  Sj.  DC  = 
diastolic  click.  DM  = diastolic  murmur.  SM  = systolic  murmur.  Lead  11  = 

atrial  fibrillation. 


reduced  the  mobility  of  the  mitral 
valve,  thereby  decreasing  the  slope  and 
amplitude  of  the  ultrasound  signals 
following  peak  mitral  valve  opening. 
In  Fig.  4 the  ultrasound  tracing  of  a 
patient  with  a tight  mitral  stenosis  is 
recorded.  A slope  of  1 1 mm.  per 
second  and  a reduced  total  amplitude 
of  excursion  is  present.  In  patients 
with  normal  sinus  rhythm  the  A wave 
normally  seen  on  the  ultrasound  trac- 
ings is  generally  absent.  In  our 
studies,  correlating  the  slope  on  the 
ultrasound  tracing  with  the  mitral 
valve  area  calculated  from  cardiac 
catheterization  data,  we  have  found 
that  in  the  presence  of  a mitral  valve 
area  of  less  than  1 sq.  cm.,  the  ultra- 
sound slope  never  exceeded  25  mm. 
per  second.8  This  is  comparable  to  a 
severe  mitral  stenosis.  In  patients  with 
calculated  mitral  valve  areas  of  1.5 
sq.  cm.,  the  slope  did  not  exceed  35 
mm.  per  second.  Lesser  degrees  of 
stenosis  may  be  expected  with  slopes 
from  35  to  50  mm.  per  second.  In  a 
series  of  seventy-five  patients  with  nor- 
mal mitral  valve,  eight  of  whom  had 
calculated  valve  areas  in  excess  of  3 
sq.  cm.,  the  slope  of  the  ultrasound 
tracing  exceeded  70  mm.  per  second. 

Similar  studies,  correlating  the 
ultrasound  slope  with  the  surgeon's 
estimate  of  the  stenosis  at  the  time  of 
surgery  and  with  cineangiograms  ob- 
tained at  the  time  of  cardiac  catheteri- 
zation, have  indicated  that  severe  de- 
grees of  mitral  stenosis  were  consis- 
tently associated  with  ultrasound 
slopes  of  less  than  20  mm.  per  second, 
moderate  stenosis  with  slopes  of  20 
to  35  mm.  per  second,  and  lesser 
degrees  of  stenosis  above  35  mm.  per 
second. 


Deviations  from  this  normal  range  in- 
dicate impaired  function. 

The  sensitivity  with  which  the  ultra- 
sonic technique  can  measure  mitral 
valve  motion  is  indicated  in  Fig.  3 in 
a patient  with  normal  mitral  valve 
function  but  with  atrial  flutter  (F). 
There  are  distinct  movements  of  the 
anterior  leaflet  (A)  toward  the  ven- 
tricular chamber  with  each  flutter 
wave.  This  type  of  fluttering  motion 
of  the  mitral  valve  is  not  seen  in  in- 
stances where  the  mitral  valve  has  be- 
come fibrotic  and/or  calcified. 

Abnormal  Mitral  Valve  Function 

In  mitral  stenosis,  the  contour  of 
the  ultrasound  tracing  is  significantly 
altered.  Fusion  of  the  commissures, 
fibrosis  and  calcification  of  the  leaf- 
lets, chordae  fusion,  and  shortening 


Fig.  7.  Starr-Edwards  aortic  prosthetic  valve.  Aortic  (AO),  left  ventricular 
(LV),  ultrasound  (US)  and  phonocardiographic  (Peg.)  recordings. 
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In  patients  with  clinical  evidence 
for  mitral  insufficiency,  mitral  valve 
motion  is  unpredictable  and  valvular 
motion,  ranging  from  a degree  seen 
with  advanced  mitral  stenosis  to  that 
seen  in  normal  patients,  may  be  found. 
The  determining  factor  is  the  degree 
of  valvular  thickening  and  immobiliza- 
tion. It  is  apparent  that  a reduction 
of  slope  and  amplitude  may  occur  with 
chordae  shortening  and  valvular  thick- 
ening associated  with  mitral  regurgi- 
tation as  well  as  from  a tight  valvular 
stenosis  with  or  without  chordae  in- 
volvement. Patients  with  severe  mitral 
insufficiency  associated  with  a de- 
stroyed widely  patent  mitral  valve  are 
not  uncommon.  We  have,  therefore, 
not  been  surprised  to  have  found  pa- 
tients with  what  appeared  to  be  clini- 
cally pure  mitral  insufficiency,  but 
with  ultrasound  slopes  indicating  se- 
vere impairment  of  mitral  valve  mo- 
tion. On  the  other  hand,  a distinctive, 
very  rapid  ultrasound  slope  has  been 
reported  in  patients  having  mitral  in- 
sufficiency with  flail  mitral  valves.4 
Therefore,  the  technique  has  been  use- 
ful in  detecting  patients  with  mixed 
valvular  lesions  when  the  clinical  pic- 
ture suggested  only  mitral  insuffi- 
ciency. Fig.  5 is  illustrative  of  a pa- 
tient with  clinically  apparent  mitral 
insufficiency  with  a normal  slope  of 
75  mm.  per  second.  Following  an 
open  repair  of  the  valvular  defect,  she 
developed  a presystolic  murmur  of 
mitral  stenosis.  The  ultrasound  slope 
at  this  time  was  abnormally  slow  and 
compatible  with  the  clinical  findings. 


Thus  the  technique  is  useful  in  fol- 
lowing patients  who  have  had  mitral 
valve  repair  since  stenosis  or  resteno- 
sis is  readily  detected. 

The  technique  is  of  particular  use- 
fulness in  the  evaluation  of  mitral 
valve  function  in  patients  with  multi- 
ple valve  disease.  The  presence  of  a 
late  diastolic  or  presystolic  apical  mur- 
mur in  a patient  with  aortic  insuffi- 
ciency may  be  clarified  as  to  its  sig- 
nificance by  this  technique.  Those  pa- 
tients with  normal  mitral  function  and 
an  “Austin  Flint”  presystolic  murmur 
will  demonstrate  normal  mitral  valve 
motion,  whereas  patients  with  organic 
mitral  valve  disease  and  a presystolic 
murmur  will  exhibit  an  abnormal 
ultrasound  slope. 

Tricuspid  valve  motion  is  similar  to 
mitral  valve  motion  in  the  presence 
of  normal  or  stenotic  valves.  Record- 
ing of  the  echo  signal  is  more  difficult 
but  possible  at  least  50  percent  of  the 
time.  The  transducer  must  be  closer 
to  the  midline  and  directed  more  to 
the  right.  The  recorded  signal  will  be 
found  3 to  6 cm.  from  the  anterior 
chest  wall  rather  than  the  5 to  8 cm. 
for  the  mitral  valve,  and  occasionally 
the  signals  from  both  valves  may  be 
seen  simultaneously.10 

Prosthetic  Valve  Motion 

Motion  of  the  ball  in  a prosthetic 
mitral  Starr-Edwards  valve  is  obtained 
with  the  transducer  located  at  the  apex 
aimed  along  the  longitudinal  axis  of 
the  valve.  Recording  of  motion  of  the 
cage  and/or  ball  is  easily  obtained. 


Motion  of  the  cage,  of  course,  will 
represent  motion  of  the  atrio  ven- 
tricular groove  and  motion  of  the  ball 
will,  to  some  extent,  be  influenced  by 
motion  of  the  cage.  Generally  speak- 
ing, the  motion  of  the  mitral  prosthet- 
ic ball  will  resemble  that  seen  in  Fig. 
6.  Opening  and  closure  of  this  ball 
has  been  found  to  be  directly  related 
to  crossover  pressures  of  the  left  atrial 
and  left  ventricular  pressures.11  In 
this  sense  it  does  not  behave  as  a nor- 
mal mitral  valve  in  a patient  with 
sinus  rhythm,  but  rather  depends  upon 
actual  pressure  crossovers  to  initiate 
opening  or  closure.  When  recorded 
with  a phonocardiogram,  analysis  of 
the  sounds  recorded  in  the  presence  of 
prosthetic  valves  can  easily  be  ob- 
tained. In  Fig.  6,  the  opening  click 
(OC)  represents  mitral  valve  opening 
and  occurs  0.12  of  a second  after  the 
second  heart  sound.  This  corresponds 
closely  to  the  time  interval  opening  of 
normal  mitral  valve.  Mitral  valve 
closure  (MVC)  coincides  with  the 
first  heart  sound  (SI).  Diastolic  clicks 
(DC)  are  common  in  patients  with 
mitral  valve  prosthesis  and  as  visu- 
alized on  cine  studies  represent  a 
quivering  of  the  ball  at  the  apex  of  the 
cage.  Some  prosthetic  mitral  valves 
are  very  quiet  while  others  will  exhibit 
multiple  diastolic  clicks. 

The  motion  of  aortic  prosthetic  re- 
placements can  be  documented  in 
similar  fashion.  In  Fig  7 left  ventric- 
ular and  aortic  pressures,  ultrasound, 
phonocardiogram  and  electrocardio- 
gram are  recorded.  The  recording  of 


Fig.  8.  T,  transducer.  S,  interventricular  septum.  M,  mitral  valve.  PW,  posterior  wall  of  heart.  P,  pericardium. 
A,  descending  thoracic  aorta.  SP,  dorsal  spine.  (Reproduced  through  courtesy  of  Soulen,  et  al.,  and  the  Radiology 

Journal.) 
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Fig.  9.  Plain  film,  intravenous  COo  study  and  echocardiogram  are  normal.  T,  transducer.  PW,  posterior  wall  of 
heart.  (Reproduced  through  courtesy  of  Soulen,  et  al.,  and  the  Radiology  Journal.) 


the  aortic  ball  motion  is  obtained  with 
the  transducer  placed  in  the  supra- 
clavicular region  or  in  the  subxiphoid 
region.  Opening  and  closure  of  the 
ball  are  again  directly  related  to  cross- 
over pressure  changes  between  the 
aorta  and  left  ventricle.  The  aortic 
opening  sound  (OC)  follows  shortly 
after  the  mitral  and  tricuspid  closure 
and  occurs  at  a normal  time  distance 
from  this  closure.  Closure  is  signaled 
by  the  second  heart  sound  (S2). 
There  is  frequently  a dip  in  the  early 
portion  of  the  ultrasound  tracing  when 
the  ball  has  reached  the  apex  of  the 
cage  corresponding  with  the  usual 
bounce  seen  on  a cine  study.  This  is 
accompanied  or  followed  shortly  by  a 
systolic  murmur  attributable  to  the 
small  systolic  gradient  (10  to  20  mm. 
of  mercury)  present  in  nearly  every 
aortic  Starr-Edwards  prosthetic  valve. 

We  have  found  ultrasonic  tracings 
to  be  instructive  in  the  evaluation  of 
sounds  emanating  from  multiple  valve 
prosthetics  and  to  be  easily  recorded 
at  the  time  of  the  phonocardiogram 
and/or  apex  cardiograms.  Ultrasound 
analysis  of  mitral  and  aortic  valve 
motion  has  proved  of  value  also  in 
the  detection  of  valvular  detachment. 


Pericardial  Effusion 

The  identification  of  pericardial  ef- 
fusion by  the  ultrasound  technique  has 
become  commonplace.1’  12  The  same 
commercially  available  ultrasono- 
scopes that  are  used  for  valvular  study 
are  employed.  The  technique  has  dis- 
tinct advantages  over  other  conven- 
tional methods  (radioisotope  scan- 
ning, intravenous  C02)  in  that  it  may 
be  performed  at  the  bedside  in  a 
matter  of  minutes  without  moving  the 
patient.  Fig.  8 demonstrates  the  prin- 
ciple. The  transducer  is  placed  para- 
sternally  in  the  left  fourth  or  fifth 
intercostal  space  and  directed  poste- 
riorly. It  is  easily  visualized  from  this 
illustration  how  the  reflected  signal 
from  the  anterior  leaflet  of  the  mitral 
valve  is  recorded  when  the  “focus” 
of  the  transducer  is  altered  slightly 
upward.  In  the  search  for  pericardial 
fluid,  the  patient  is  supine  and  fluid  is 
sought  in  the  dependent  aspect  of  the 
potential  pericardial  space  (posterior- 
ly). Others  recommend  sitting  the  pa- 
tient up  and  searching  for  the  fluid 
anteriorly.  If  fluid  is  present,  two 
signals  posteriorly  will  be  encountered. 
The  first  represents  the  posterior  myo- 
cardial wall  (PW)  and  is  pulsatile. 


The  second  echo  from  the  posterior 
pericardium  does  not  move  (P)  and 
as  such  is  distinguishable  from  the 
heart  wall.  In  the  absence  of  fluid  a 
single  posterior  signal  is  obtained.  In 
Fig.  9 is  shown  a normal  intravenous 
C02  study  and  a normal  pericardial 
echo.  In  Fig.  10  is  seen  considerable 
pericardial  fluid  on  the  C02  study  and 
also  demonstrated  by  the  echocardio- 
gram. False  negative  and  positive  re- 
sults occur  occasionally  but  appear  to 
diminish  in  frequency  with  increased 
skill  at  performing  the  technique.  It 
is  of  inestimable  value  in  patients  un- 
able to  undergo  more  definitive  studies 
or  in  whom  an  immediate  answer  is 
desirable. 

Summary 

The  reflected  ultrasonic  technique 
has  proven  an  important  diagnostic  in- 
novation in  the  study  of  mitral  and 
tricuspid  valvular  function,  pericardial 
effusion,  and  prosthetic  valve  motion. 
It  is  now  applicable  in  the  detection 
of  pleural  effusion  and  appears  to  hold 
considerable  promise  for  the  detection 
of  pulmonary  emboli.  Undoubtedly, 
additional  clinical  applications  for  the 
technique  will  develop  in  the  future. 


Fig.  10.  This  fifty-nine  year  old  woman  presented  with  shortness  of  breath  and  a hemoglobin  of  5 gm.  per  100  ml. 
Pericardial  effusion  was  not  suspected  clinically.  An  intravenous  C02  study  was  performed  to  confirm  the  positive  echo- 
cardiogram. Echoes  between  T and  PW  arise  from  the  septum.  T,  transducer.  PW,  posterior  wall  of  heart.  P, 
pericardium.  ( Reproduced  through  courtesy  of  Soulen  et  al.,  and  the  Radiology  Journal.) 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 


Anxiety— particularly  that  beyond  th< 
range  of  minor  tranquilizers— fre 
quently  is  expressed  as  gross  moto 
restlessness,  fidgetiness  and  purpose 
less  movements,  and  may  erupt  inti 
aggressive  behavior.  Mellaril  is  al 
most  a specific  for  those  patient 
whose  anxiety  follows  such  a pattern 


. The  patient  under 
tuational  stress. 

ellaril  helps  the  patient  deal  with 
resses  of  everyday  life.  Nonhabitu- 
ing,  it  can  be  given  for  extended  pe- 
ods  of  time.  It  does  not  “separate” 
he  patient  from  practical  problems 
hd  pressures,  does  not  induce  eupho- 
a or  a fuzziness  which  can  compro- 
mise the  ability  to  cope  with  reali- 
ties. Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worryingabout. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 
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4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


kY  wfl 

. The  psychosomatic  patient. 

he  family  physician  is  rarely  given 
ae  diagnostic  luxury  of  a classic, 
extbook  “anxiety  state.”  Most  often 
je  must  probe  for  anxiety  masked  by 
functional  disorder  — or  which  exac- 
rbates  a somatic  problem.  Double- 
lind  evaluations  have  demonstrated 
hat  Mellaril  can  be  a significant  ad- 
jnct  in  the  treatment  of  such  patients. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated)  problems:  the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 
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destroys 
rrichomonads 
Wherever 
rhey  Are 


Flagyl  seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 
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at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


700970 

Ilosone  H 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  t 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wer 
characterized  by  increased  direct-reacting  bilirubin,  elevate 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephali 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutami 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  noi 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n( 
been  reported  in  other  patients  taking  prolonged  courses  of  th 
medication.  Patients  with  chronic  infection  have  been  given  1 1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  c 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  c 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaui 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes 
patients’  families,  who  were  not  taking  the  drug,  had  episodt 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wei 
determined  in  a group  of  fifty-four  adults  and  children  who  too 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  £ 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit 
those  of  a similar  group  of  forty-four  patients  who  received  pel 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatio 
of  SGPTand  serum  alkaline  phosphatase  levels  during  the  court 
of  treatment  was  observed  in  one  patient  treated  with  Ilosor 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wei 
reported  in  102  pediatric  patients  who  received  short-term  (tel 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infei 
tions.  Results  of  liver  function  tests  in  these  patients  wer 
comparable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacterii 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u: 
of  erythromycin,  there  have  been  occasional  reports  of  urticari: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  On 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bod 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fc 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr< 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  c 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pai 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ai 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mf 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivaler 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  package: 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivaler 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package: 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-siz 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base' 
in  bottles  of  50.  [03276' 
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Acoustic  Neuroma:  Early  Diagnosis 

Minimal  morbidity  and  maximal  rehabilitative  status  may  be  achieved 
if  diagnosis  and  treatment  are  begun  at  the  earliest  presenting  symptom 

t MAX  L.  RONIS,  M.D. 

Philadelphia,  Pennsylvania 


The  early  recognition  and  diagno- 
sis of  acoustic  neuroma  has  long 
ii  presented  a challenge  for  the 

! otologist  and  neurosurgeon.  The  dif- 
ficulty in  diagnosis  rests  not  so  much 
in  the  recognition  of  the  mature  tu- 
mor, but  in  the  earlier  diagnosis  of 
| the  smaller  lesion.  The  acoustic  neu- 
' roma  which  was  brilliantly  and  classi- 
1 cally  described  by  Cushing,  with  all 
' of  the  intracranial  and  extracranial 
physical  findings,  presents  no  diagnos- 
tic problem  even  to  the  most  inexperi- 
i enced  neurosurgeon  or  otologist.  Re- 
moval of  the  large  tumor,  however, 

1 even  with  the  great  advances  in  neuro- 
surgical techniques,  carries  with  it  the 
, attendant  morbidity  seen  with  lesions 
j involving  large  areas  of  the  posterior 
j fossa. 

It  is  the  purpose  of  this  paper  to 
outline  the  clinical  investigative  efforts 
, of  the  department  of  otolaryngology 
at  Temple  University  Hospital,  which 
are  being  carried  out  in  an  effort  to 
: enable  the  otologist  and  neurosurgeon 
to  bring  to  earlier  treatment  those  min- 
j imal  lesions  with  often  vague  and  in- 
distinct physical  findings.  The  earliest 
i symptom,  and  from  the  standpoint  of 
the  otologist  the  most  striking,  is  the 
I involvement  of  the  eighth  cranial 
nerve.  Therefore  the  patient  who  is 
first  seen  with  progressive,  unilateral, 
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neuro-sensory  deafness  with  tinnitus, 
should  engender  (in  any  physician) 
a suspicion  that  this  patient  has  a 
neoplasm  of  the  acoustic  nerve  or 
cerebellopontine  angle.  It  is  here,  at 
this  earliest  presenting  symptom  com- 
plex, that  the  diagnosis  and  subsequent 
treatment  of  the  patient  should  begin, 
thus  a minimal  morbidity  and  maxi- 
mal rehabilitative  status  may  be 
achieved. 

The  auditory  studies  to  be  described 
are  for  the  most  part  basic  screening 
studies.  Furthermore,  it  should  be  re- 
membered that  the  special  clinical 
studies  which  will  also  be  described 
cannot  differentiate  between  the  vari- 
ous lesions  of  progressive  nature  that 
might  involve  the  acoustic  nerve,  and 
that  these  are  still  in  the  area  of 
clinical  investigation.  The  confirma- 
tion lies  not  in  the  hands  of  the 
otologist  alone,  but  rather  a combined 
effort  requiring  the  skills  of  the  neuro- 
surgeon, the  audiologist,  the  neuro- 
physiologist, and  radiologist. 

The  tumor  of  the  cerebellopontine 
angle,  the  acoustic  neuroma,  yields  a 
characteristic  pattern  of  audiologic 
examination  findings.  In  the  past,  one 
rarely  saw  a patient  with  an  acoustic 
tumor  until  the  involved  ear  was  es- 
sentially deaf.  Today,  however,  these 
patients  are  being  seen  relatively  early 
in  the  course  of  disease  and  the  hear- 
ing impairment  is  frequently  minimal. 
The  characteristic  in  one  ear  shows 
normal  hearing  while  the  other  shows 
only  a mild  high  frequency  sensori- 
neural or  nerve  defect.  The  amount 
of  hearing  acuity  loss  may  be  as  little 
as  15  dB  in  the  early  stages  of  the 
disease.  Air  and  bone  conduction 
thresholds  of  the  affected  ear  would 
be  identical  and  the  speech  reception 
threshold  would  agree  quite  well  with 
the  pure  tone  average.  Auditory  dis- 
crimination is  usually  extraordinarily 
poor.  Total  absence  of  discrimination 
for  speech  is  not  uncommon  in  pa- 
tients with  an  acoustic  neuroma. 
Loudness  recruitment,  determined  by 
the  alternate  binaural  loudness  balance 
technique,  is  traditionally  absent.  Dif- 


ference limen  scores  are  not  indicative 
of  loudness  recruitment,  while  the 
short  increment  sensitivity  index 
(SISI)  will  give  a score  of  0 percent. 
The  most  remarkable  audiologic  find- 
ing in  these  patients  is  the  large 
amount  of  abnormal  adaptation  or 
tone  decay.  When  presented  with  a 
sustained  auditory  stimulus,  the  pa- 
tient with  an  acoustic  neuroma  shows 
a dramatic  and  rapid  adaptation  in 
loudness,  frequently  to  the  point  of 
extinction.  Within  a one  minute  pe- 
riod, 60  or  70  dB  of  tone  decay  is 
not  unusual.  This  abnormal  adapta- 
tion is  also  exhibited  on  the  Bekesy 
audiogram.  The  type  III  Bekesy  is 
usually  obtained  showing  a wide  dis- 
parity between  the  threshold  tracing 
for  pulse  tone  and  the  tracing  for  con- 
tinuous tone.  Even  with  a very  mild 
loss  of  acuity  the  continuous  tone 
threshold  will  frequently  decline  to 
100  dB  by  the  time  the  test  has 
reached  100  cycles  per  second.  Mo- 
mentary interruption  of  the  test  tone 
will  permit  the  ear  to  recover  its  ini- 
tial threshold,  the  prolongation  of  the 
stimulus  will  again  result  in  total  de- 
cay or  extinction.  The  dramatic  na- 
ture of  this  otologic  finding  renders 
it  unmistakable  as  an  item  of  con- 
siderable diagnostic  significance.  A 
certain  percentage  of  patients  with 
acoustic  tumors  will  also  exhibit  loud- 
ness recruitment.  This  frequently  is 
indicative  of  damage  to  the  hair  cells 
of  the  organ  of  Corti  as  a result  of 
other  pathology  such  as  acoustic 
trauma.  It  is,  however,  possible  for 
retrograde  degeneration  to  take  place 
so  the  lesion  which  begins  in  the  in- 
ternal acoustic  meatus  as  a result  of 
the  pressure  of  the  tumor  may  even- 
tually cause  destruction  of  the  periph- 
eral sensory  elements  themselves.  In 
such  a case,  loudness  recruitment  will 
be  found  even  though  the  primary 
pathology  is  retro-cochlear.  Certainly 
any  unilateral,  high  frequency,  sen- 
sory-neural hearing  impairment  should 
make  the  examiner  suspect  the  pos- 
sibility of  a tumor  of  the  cerebello- 
pontine angle.  Further  audiologic 
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studies,  as  well  as  an  otologic,  neuro- 
logic, electronystagmographic  and  ra- 
diologic studies,  should  be  done. 

The  department  of  otolaryngology 
has  also  attempted  to  delineate  by 
electrophysiologic  means  the  exact  lo- 
cation of  the  lesion  in  patients  with 
nerve  hearing  losses.  This  work  is  a 
continuation  of  the  procedures  de- 
veloped at  Temple  for  taking  electro- 
physiologic  responses  from  the  human 
cochlea  during  middle  ear  surgery,  and 
is  based  on  some  procedures  employed 
several  years  ago  at  the  Johns  Hopkins 
Hospital.  We  have  been  concerned 
with  human  cochlear  potentials  as  in- 
fluenced by  reconstructive  surgery  of 
the  middle  ear.  It  has  been  found 
that  the  increases  in  the  cochlear  volt- 
age (due  to  an  adequate  stimulation 
of  the  sense  cells  in  the  inner  ear) 
are  related  to  improvements  in  the 
hearing  of  the  patients.  Several  bene- 
fits accrue  from  this  kind  of  work, 
one  is  that  we  can  say  with  certainty 
that  the  cochlear  responses  are  directly 
related  to  the  hearing  in  its  clinical 
sense.  Another  is  that  the  efficiency 
and  success  of  the  stapedectomy  pros- 
thetic device,  can  be  assessed  directly 
in  the  operating  room  with  no  incon- 
venience to  the  patient.  At  present, 
the  results  of  middle  ear  operations 
can  only  be  known  sometime  after 
surgery.  This,  we  believe,  is  a con- 
tribution to  the  surgical  “knowledge 
of  results.” 

During  the  course  of  this  work  we 
have  also  been  able  to  demonstrate 
the  responses  from  the  eighth  nerve 
from  electrodes  placed  on  the  round 
window.  Therefore,  we  have  con- 
tinued our  tests  with  direction  toward 
the  identification  of  eighth  nerve  tu- 
mors. Our  goal  here  is  to  employ 
cochlear  measurements  in  the  deter- 
mination of  the  presence  or  absence  of 
a tumor  mass  in  or  near  the  internal 
acoustic  canal.  The  simplicity  in  the 
means  with  which  cochlear  recordings 
can  be  made  from  the  human  being 
suggest  this  could  be  a very  valuable 
procedure  in  diagnosis.  Our  plan  is 
to  relate  observation  made  by  the 
neurosurgeon  in  the  operating  room 
to  the  audiological,  radiological  and 
electrophysiological  determinations  of 
eighth  nerve  lesions. 

The  instrumentation  employed  in 
these  measurements  consists  of  sound 
generating  devices  which  deliver  cali- 
brated clicks  and  tones  to  the  ear  of 
the  patient.  The  responses  which  are 
evoked  from  the  recording  electrode, 
placed  in  the  area  of  the  round  win- 
dow membrane  and  promontory,  are 
delivered  to  a digital  computer  for 


Fig.  1.  Measuring  Equipment. 


processing.  The  resulting  computed 
information  on  the  bio-electric  activ- 
ity of  the  cochlea  and  eighth  nerve  is 
displayed  on  a cathode  ray  tube  oscil- 
loscope and  photographed  for  later 
analysis. 

Fig.  1 is  a photograph  showing 
some  of  the  equipment  employed  in 
these  measurements.  The  apparatus  is 
portable  and  ideally  suited  for  moving 
between  operating  suites. 

Fig.  2 shows  the  normal  configura- 
tion of  the  eighth  nerve  action  poten- 
tial to  an  acoustic  click  delivered 
through  the  speculum.  The  normally 
observed  pattern  of  the  cochlear- 
eighth  nerve  response  includes  that 
portion  labelled  CM  which  indicates 
the  cochlear  microphonic  to  the  click 
stimulus,  and  N1  and  N2  which  are 
negative  elevations  that  describe  the 
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Fig.  2.  Eighth  Nerve  Action  Poten- 
tial. 


reaction  of  the  spiral  ganglion  cells  of 
the  eighth  nerve  to  the  click  stimulus. 
The  time  course  of  this  brief  event  is 
shown  by  the  bar  below  (Fig.  2)  rep- 
resenting one-thousandth  of  a second. 

In  addition  to  our  audiologic  and 
neurophysiologic  measurements,  we 
have  been  actively  engaged  in  the  use 
of  electronystagmographic  measure- 
ments of  vestibular  function. 

The  eye  has,  at  rest,  an  electrical 
biopotential:  the  retina  is  negatively 
charged  with  respect  to  the  cornea.  As 
the  eye  moves  in  the  orbit  the  corneal 
charge  is  detected  by  an  electrode,  then 
amplified  and  recorded  as  pen  deflec- 
tion on  a moving  strip  of  paper.  This 
is  basically  the  principle  of  electrony- 
stagmography. Voluntary  and  reflex 
eye  movements  such  as  ocular  and 
vestibular  nystagmus,  may  be  anaylzed 
by  means  of  this  technique  with  respect 
to  their  amplitude,  frequency,  speed, 
direction,  etc.  The  vestibular  nystag- 
mus, whether  spontaneous  or  induced, 
is  graphically  recorded  for  an  objec- 
tive evaluation  of  the  vestibular  func- 
tion. 

This  technique  has  the  following  ad- 
vantages over  the  naked  eye  observa- 
tion of  the  caloric  nystagmus:  (1) 

it  is  an  objective  and  permanent  record 
of  the  caloric  nystagmus;  (2)  since 
the  record  is  made  in  most  instances 
with  the  eyes  of  the  patient  closed, 
visual  fixation  is  completely  obviated 
and  therefore,  the  vestibular  nystag- 
mus becomes  available  more  readily; 
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(3)  all  the  parameters  of  a caloric 
nystagmus,  including  speed  of  the  slow 
and  fast  phases,  frequency,  amplitude, 
rhythm,  and  duration  are  simulta- 
neously recorded:  (4)  it  enables  us  to 
reach  an  objective  diagnostic  conclu- 
sion as  to  unilateral  or  bilateral  canal 
paresis,  directional  preponderance  and 
bilateral  hyperreactivity. 

When  ENG’s  are  properly  per- 
formed and  interpreted  they  are  of 
great  diagnostic  help,  mostly  because 
they  enable  us  to  differentiate  dizzi- 
ness of  psychogenic  origin  from  dizzi- 
ness caused  by  peripheral  or  central 
vestibular  diseases. 

Acoustic  tumors  most  commonly 
arise  from  the  vestibular  division  of 


the  eighth  nerve.  Since  they  usually 
grow  slowly,  vestibular  symptoms  are 
not  pronounced  and  if  present  usually 
consist  of  occasional  unsteadiness. 
Rarely  does  the  patient  complain  of 
true  vertigo.  Vestibular  function  tests, 
however,  are  one  of  the  most  impor- 
tant studies  in  the  diagnosis  of  acous- 
tic tumors.  In  a large  series  of  cases 
studied  (House)  over  90  percent  of 
patients  with  proven  acoustic  tumors 
had  abnormal  vestibular  studies.  This 
points  out  the  obvious  value  in  ENG 
in  the  diagnosis  of  acoustic  neuroma. 
The  patients  we  have  seen  with  acous- 
tic tumors  in  our  clinical  investigation 
have  substantiated  this  fact. 

It  has  been  our  experience  that  pa- 


tients with  proven  tumors  may  have 
minimal  hearing  involvement  and  their 
diagnosis  was  first  suspected  by  vestib- 
ular testing. 

The  clinical  investigative  efforts  de- 
tailed above  have  several  end  prod- 
ucts. 

Initially  they  provide  increasingly 
sophisticated  diagnostic  methods 
which  enhance  our  effectiveness  as 
clinicians.  Secondly,  they  provide  ad- 
ditional information  about  the  impor- 
tant question  “how  do  we  hear?” 
Finally  the  research  effort  provides  a 
meaningful  frame  of  reference  in 
which  we  can  relate  to  closely  associ- 
ated areas  such  as  neurotology,  neurol- 
ogy and  neurosurgery. 
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B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAFS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  phvsiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAFS  vitamins  are  therapy. 


Slresscaos 

Stress  Formula  Vitamins  Lederle  M. 


Each  capsule  contains: 

Vitamin  B]  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder’’ 
jars  of  30  and  100;  bottles  of  500. 


m 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Castration  Anxiety 

Castration  can  be  accomplished  without  unfavorable  psychological  reac- 
tions if  handled  with  recognition  of  the  patients  emotional  investments 

KYRIL  B.  CONGER,  M.D.,  KEITH  FISCHER,  M.D.,  AND  HAROLD  WINN,  M.D. 

Philadelphia,  Pennsylvania 


It  is  unfortunately  true  that  a widely 
divergent  gulf  exists  between  psy- 
chiatry and  many  of  the  specialties 
which  treat  predominantly  physical 
ailments.  Thus,  communication  is 
often  difficult  between  the  specialties 
of  urology  and  psychiatry.  The  urolo- 
gist can  visualize  the  entire  urinary 
tract  from  the  renal  calyces  to  the 
urethral  meatus,  either  directly  with 
the  cystoscope  or  indirectly  by  radi- 
ology. The  urinary  secretions  may  be 
studied  chemically,  bacteriologically, 
and  by  cellular  exfoliates.  The  genital 
organs  may  be  palpated  and  viewed  by 
direct  inspection.  On  the  other  hand, 
the  psychiatrist  deals  with  emotions 
and  interpersonal  relationships,  which 
cannot  be  measured,  photographed  or 
sectioned  in  the  pathological  labora- 
tory. 

A certain  amount  of  hostility  and 
lack  of  understanding  sometimes  exists 
between  these  two  fields.  Because  psy- 
chiatric data  cannot  be  objectified,  the 
urologist  may  think  of  the  typical 
psychiatrist  as  a healer  on  the  fringe 
of  medicine,  or  a cultist  with  the  at- 
tributes of  a confessor  hiding  behind 
a camouflage  of  professional  jargon. 
He  may  feel  that  the  psychiatrist  fails 
to  follow  basic  scientific  procedures  in 
the  study  of  his  patients,  and  that  spec- 
ulation is  put  ahead  of  scientific  ob- 
servation. Conversely,  the  psychiatrist 


may  consider  the  urologist  an  un- 
imaginative plumber,  relieving  urinary 
obstruction,  stones  and  other  unde- 
sirable matter  in  the  urinary  tract. 
Meninger  said  urologists  are  motivated 
to  study  urology  because  “in  the  na- 
ture of  their  practice,  they  believe  that 
the  penis  is  the  most  important  organ 
of  the  body,  which  every  human  be- 
lieves at  one  stage  in  his  development; 
the  so  called  phallic  period.”  1 
It  is  unfortunate  that  fields  filled 
with  dedicated,  intelligent  and  hard 
working  people  are  apt  to  jokingly 
impugn  the  motivations  and  compe- 
tence of  the  other.  Many  examples 
of  this  hostility  exist  in  the  literature.2 

Two  illustrative  case  histories  are 
offered  to  show  the  fallacy  of  attempt- 
ing to  explain  all  illnesses  within  a 
too  limited  or  single  perspective: 

Case  I. — A mother  brought  her  five 
year  old  boy  with  cryptorchidism  to 
see  a urologist.  After  orchidopexy  was 
advised,  the  mother  asked  the  urolo- 
gist what  treatment  was  recommended 
if  the  testicle  was  found  to  be  com- 
pletely atrophic.  The  urologist  indi- 
cated that  the  testicle  should  be  re- 
moved in  such  an  event.  Shortly 
thereafter  the  boy  entered  the  hospital 
for  surgery,  which  was  delayed  for 
three  days  because  of  an  unexplained 
low  grade  fever.  The  child  was  sent 
home  to  recover  from  this  fever  but 


never  reappeared.  Later  the  urologist 
discovered  that  a psychiatrist  had  ad- 
vised the  mother  that,  because  the 
surgeon  had  threatened  to  “castrate 
the  boy,”  the  fever  had  appeared  as 
a defense  mechanism,  and  that  the 
child  should  never  hear  the  urologist’s 
name  mentioned  again. 

Case  II. — A young  man  of  thirty 
sought  the  advice  of  a psychiatrist  be- 
cause of  impotence  and  a tingling 
sensation  in  the  urethra.  He  had  been 
undergoing  unsuccessful  treatment  for 
ten  years  in  the  hands  of  a urologist, 
consisting  of  repeated  prostatic  mas- 
sages, soundings,  and  instillations  of 
silver  nitrate  to  the  verumontanum. 
A series  of  interviews  by  the  psychia- 
trist revealed  that  the  patient’s  fear  of 
women  had  originated  from  the  as- 
sociation with  his  mother  and  sister, 
both  of  whom  were  extremely  domi- 
neering and  disagreeable.  After  the 
patient  understood  this,  his  symptoms 
disappeared. 

Because  of  certain  basic  misunder- 
standings between  these  two  disci- 
plines, the  departments  of  psychiatry 
and  urology  at  Temple  University 
Health  Sciences  Center  decided  to 
make  a study  of  a topic  common  to 
both,  but  interpreted  in  a different 
manner  by  each  group.  It  was  felt 
that  it  would  be  interesting  to  find  out 
whether  differences  were  essentially 
semantic  ones  or  differences  in  basic 
concepts. 

Because  of  the  large  amount  of  psy- 
chiatric literature  which  has  been  de- 
voted to  castration  and  “castration 
anxiety”  and  because  this  operation  is 
commonly  carried  out  for  the  treat- 
ment of  carcinoma  of  the  prostate,  it 
was  decided  to  make  a study  of  pa- 
tients undergoing  castration,  to  see 
what  effect  this  procedure  had  on  them 
from  an  emotional  standpoint.  Cas- 
tration seemed  to  be  an  extremely 
valuable  area  to  study  because  of  the 
widely  different  interpretations  of 
meaning  in  the  two  fields. 

From  the  urologist's  standpoint, 
castration  signifies  the  anatomical  re- 
moval of  the  testicles  with  subsequent 
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TABLE  I 


Cases  Interviewed  in  Hospital 
Before  and/or  immediately  after  operation 


Case 

No. 

Psychiatric  Diagnosis 
N — MN,  normal  to 
mild  neurotic 
SN — severe  neurotic 
P — psychotic 

Psychic  Age 

Status 

C — compensation 
D — decompensation 

Sexual 

Libido 

(before 

operation) 

Children 

Death 

Fear 

(conscious) 

Castration 

Anxiety 

Evidence 

Mastery  of 
Stress  of 
Surgery 

1 

N— MN 

C 

58 

“a  lot” 

+ 

1 

0 

Implied — 
Incr.  defen. 

Good  to 
Fair 

4 

N— MN 

Mild  1) 

69 

Stopped 
7 yrs.  ago 

0 

0 

Yes 

Yes 

Fair 

5 

SN 

C 

77 

Stopped 
7 yrs.  ago 

0 

0 

Denied 

Yes 

Good 

8 

N— MN 

C 

60 

Recent 

Impotence 

0 

0 

0 

Yes 

Good 

11 

N— MN 

C 

67 

Sexual 

+ 

2 

0 

No 

Good 

12 

SN 

C 

68 

Sexual 

+ 

1 

Yes 

Yes 

Good 

13 

N— MN 

C 

72 

Desires 
hut  wife 
ill  5 yrs. 

+ 

2 

0 

Yes 

Good 

14 

SN 

C 

75 

None  for 
17  yrs. 

0 

4 

Yes 

Yes 

Good 

15 

P 

D 

69 

None 

lately 

0 

0 

Panicky 

Yes 

Fair  to 
Poor 

deprivation  of  the  male  sex  hormone, 
testosterone.  This  hormone,  which 
stimulates  the  growth  of  prostatic  car- 
cinoma, is  removed  from  the  circula- 
tion, frequently  resulting  in  startling 
remission  of  cancer  of  the  prostate  and 
its  metastases. 

The  psychiatrist’s  concept  of  castra- 
tion is  a different  matter.  He  thinks 
primarily  of  the  amputation  of  the 
penis.  Removal  of  the  testicles,  how- 
ever, is  an  adjunct  to  this  castration 
process  and  is  accompanied  by  great 
fears  and  anxieties.  This  has  been  one 
of  the  basic  theoretical  and  clinical 
concepts  of  Freudian  psychiatry.  Ac- 
cording to  Freud,  in  the  phallic  stage 
of  development,  (age  five  or  six)  the 


penis  becomes  a highly  prized  organ, 
the  loss  of  which  signifies  earlier  sepa- 
ration from  the  mother  and  the  loss 
of  mother  love.  Thus  there  is  impor- 
tant emotional  investment  in  this  or- 
gan, with  disastrous  results  if  castra- 
tion is  threatened. 

In  order  to  reconcile  these  concepts 
both  from  the  factual  and  from  the 
semantic  approach,  it  was  decided  to 
study  from  a psychosomatic  stand- 
point fifteen  patients  who  had  been 
castrated  for  the  treatment  of  carci- 
noma of  the  prostate. 

Method  of  Study 

The  subjects  of  this  study  were  fif- 
teen consecutive  male  patients  between 

TABLE  II 


the  ages  of  fifty-eight  and  seventy- 
seven,  upon  whom  a pathological  di- 
agnosis of  carcinoma  of  the  prostate 
had  been  made  by  transurethral  re-- 
section  of  the  prostate,  and  who  had 
been  subjected  to  bilateral  surgical 
orchiectomy.  The  patients  were  inter- 
viewed from  one  to  four  times  during 
the  pre-operative  period  or  following 
surgery.  The  observations  were  made 
to  ascertain  personality  structure,  to 
observe  psychic  reaction  to  surgical 
castration  through  the  conscious  and 
unconscious  manifestations  of  cas- 
tration anxiety,  and  to  elucidate  the 
homeostatic  psychic  defense  mechan- 
isms. The  data  was  reviewed  and  clas- 
sified by  a psychoanalytic  psychiatrist. 


Cases  interviewed  up  to  six  months  after  operation 


Case 

No. 

Psychiatric  Diagnosis 
N — MN,  normal  to 
mild  neurotic 
SN — severe  neurotic 
P — psychotic 

Psychic  Age 

Status 

C — compensation 
D — decompensation 

Sexual 

Libido 

(before 

operation) 

Children 

Death 

Fear 

(conscious) 

Castration 

Anxiety 

Evidence 

Mastery  of 
Stress  of 
Surgery 

2 

SN 

C 

63 

Impotent 

2 yrs.  0 

3 

Yes 

Yes 

Good 

3 

N— MN 

C 

72 

“Sex 

Athlete”  + 

2 

Yes 

Yes 

Good 

72 
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TABLE  III 

Cases  interviewed  more  than  six  months  after  operation 


Case 

No. 

Psychiatric  Diagnosis 
N — MN,  normal  to 
mild  neurotic 
SN — severe  neurotic 
P — psychotic 

Psychic  Age 

Status 

C — compensation 
D — decompensation 

Sexual 

Libido 

(before 

operation) 

Children 

Death 

Fear 

(conscious) 

Castration 

Anxiety 

Evidence 

Mastery  of 
Stress  of 
Surgery 

6 

SN 

C 

70 

OK  until 
TUR  2 
yrs.  ago 

0 

0 

Yes 

Yes 

Good 

7 

N— MN 

C 

74 

Sexual 

+ 

4 

No 

Yes 

Good 

9 

SN 

Mild— I) 

65 

None  for 
2 yrs. 

0 

1 

Yes 

Yes 

Fair 

10 

N— MN 

Mild— I) 

61 

Sexual 

+ 

4 

Yes 

Yes 

Fair 

and  agreement  and  interpretations 
later  were  achieved  with  the  inter- 
viewer. 

These  patients  were  all  told  that 
they  had  “the  type  of  prostate  gland 
which  would  grow  back  in  a short 
period  of  time  and  would  necessitate 
another  operation  for  removal  if 
orchiectomy  was  not  carried  out.” 
None  of  them  was  told  they  had  can- 
cer of  the  prostate,  although  from  the 
acquiescence  with  which  the  operation 
was  accepted,  it  must  be  assumed  that 
some  of  them  may  have  been  aware 
of  the  fact.  None  of  these  patients 
refused  the  procedure.  It  might  be 
added  that  over  a period  of  fifteen 
years  it  has  never  been  necessary  to 
tell  a patient  at  our  hospital  that  he 
has  cancer  of  the  prostate  in  order  to 
persuade  him  to  accept  bilateral 
orchiectomy. 

Case  Analysis  and  Results 

All  the  men  were  married  except 
one  whose  wife  had  died  one  year 
previously.  Five  had  been  married 
more  than  once.  The  fifteen  men  to- 
gether had  sired  a total  of  only  twenty- 
four  children.  Five  had  no  children 
and  three  had  only  one.  Preopera- 
tively,  eight  were  without  sexual  libido 
while  seven  were  still  sexually  active. 
Postoperatively  only  one  of  the  pa- 


tients claimed  to  have  maintained 
sexual  activity. 

After  surgery,  four  of  the  fifteen 
patients  exhibited  increased  anxiety  in 
mild  transient  symptoms  of  decom- 
pensation of  ego  stability  (irritability, 
emotionality,  eating  and  digestive  dis- 
orders, insomnia).  The  remaining 
eleven  patients  went  through  the  stress 
of  surgical  castration  without  diffi- 
culty. In  all  fifteen  patients,  however, 
some  marked  evidence  of  anxiety  was 
present,  as  would  be  expected  with 
any  type  of  surgical  procedure.  The 
patients  were  involved  in  psychic 
“work”  to  control  and  master  the 
stress,  but  in  no  instance  did  this  result 
in  clinically  important  psychiatric 
symptoms  requiring  psychotherapy. 

The  signs  of  increased  anxiety  were 
not  correlated  with  the  psychiatric 
diagnosis,  or  levels  of  ego  strength 
(stability),  conscious  guilt,  overt  mas- 
culine competitiveness,  ambition,  con- 
scious submission  to  female  domina- 
tion, sexual  libido,  presence  of  pain, 
or  conscious  fear  of  death.  For  sum- 
mary of  these  findings  see  Tables  I, 
II,  and  III. 

Conclusions 

1.  Surgical  castration  of  older  men 
with  carcinoma  of  the  prostate  can 
be  accomplished  without  unfavorable 


psychological  reactions,  if  the  realities 
of  the  illness  and  its  surgical  treatment 
are  handled  with  appropriate  aware- 
ness of  the  patient’s  emotional  invest- 
ments. As  a correlation  to  this,  the 
surgeon  should  be  aware  that  any 
threat  to  the  body  integrity  is  a po- 
tential psychic  threat  and  should  be 
handled  with  the  realization  of  its 
emotional  stress.  The  surgical  con- 
cept of  castration  means  the  removal 
of  the  testicles  and  male  sex  hormones. 
Castration  anxiety  to  the  psychoanal- 
yst means  the  mobilization  of  fear  as- 
sociated with  threats  to  the  emotion- 
ally-invested penis. 

If  the  clinician  understands  this 
concept,  he  need  not  be  further  con- 
cerned with  the  psychoanalytic  con- 
cept of  castration  anxiety  in  his  clini- 
cal activities. 

2.  The  psychiatrist  need  not  fear 
routine  dissolution  of  the  personality 
in  patients  undergoing  castration  for 
carcinoma  of  the  prostate. 

3.  The  improved  understanding  and 
cooperation  of  the  urologist  and  the 
psychiatrist  will  be  beneficial  to  the 
patients  of  both. 
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Cardiovascular  Briefs 


Revascularization  of  the  Myocardium 


Does  a program  of  medical  manage- 
ment bring  about  revascularization  of 
the  myocardium? 

I believe  that  there  has  never  been 
any  form  of  medical  therapy  that  has 
been  clearly  and  regularly  shown  to 
bring  about  revascularization  of  the 
myocardium.  Nevertheless,  this  is  an 
extremely  important  problem  today. 
The  myocardium  is  a highly  vascular 
organ  whose  function  is  basically  de- 
pendent on  its  vascularity. 

What  then  can  the  physician  do  to 
increase  the  coronary  blood  flow  and 
probably  increase  myocardial  vascula- 
ture? 

Exercise,  as  prescribed  by  the  phy- 
sician and  graded  to  the  level  just 
under  the  development  of  symptoms, 
holds  an  important  place.  This  type 
of  exercise  should  be  carried  out  daily 
or  several  times  a day.  It  should  be 
continuous  and,  if  possible,  progres- 
sive. We  have  found  that  people  who 
actively  exercise  have  a lesser  degree 
of  coronary  atherosclerosis  than  those 
who  live  a sedentary  life.  Exercise, 
therefore,  may  be  a prophylactic  form 
of  therapy  for  coronary  atherosclero- 
sis. 

What  drug  do  you  think  is  most  valu- 
able when  given  to  the  patient  suffer- 
ing from  advanced  coronary  disease? 

It  has  been  shown  by  coronary 
arteriography  and  by  exercise-electro- 
cardiographic tests  that  the  long-acting 
drugs  of  the  nitrate  series  increase 
coronary  blood  flow  for  longer  periods 
of  time  than  that  produced  by  the  use 
of  nitroglycerin  alone.  I prefer  iso- 
sorbide  dinitrate  (Isordil),  and  gen- 
erally give  this  preparation  in  5 mg. 
doses  sublingually,  four  times  daily. 


Part  I - Medical  Aspects 

What  about  the  use  of  theophylline? 

Theophylline  has  been  claimed  to 
be  an  effective  agent  provided  satis- 
factory blood  levels  can  be  obtained 
with  l.V.  drip  or  oral  administration 
in  an  alcoholic  vehicle. 

In  what  ways  can  we  possibly  decrease 
the  incidence  of  coronary  disease  and 
its  complications? 

The  low  fat,  low  cholesterol  diet  is 
still  considered  a good  prophylactic 
measure.  It  has  been  suggested  that 
if  children  were  given  such  a diet,  the 
incidence  of  coronary  heart  disease  in 
later  life  would  be  markedly  de- 
creased. This  prophylactic  measure  in 
childhood  and  young  adulthood  has 
not  been  thoroughly  emphasized. 

Some  claim  that  an  elevation  of  blood 
cholesterol  is  frequently  a predispos- 
ing factor  in  the  genesis  of  athero- 
sclerosis. What  preparations  do  you 
recommend  to  bring  about  a lower- 
ing of  this  level? 

The  two  most  effective  drugs  are 
clofibrate  (Atromid-S)  in  500  mg. 
doses  four  times  daily  and  dextrothy- 
roxin  sodium  (Choloxin)  in  4 mg. 
doses  once  daily.  Both  of  these  drugs 
are  effective  but  some  English  investi- 
gators prefer  clofibrate. 

What  about  estrogen  therapy? 

As  a result  of  its  side  effects,  it  is 
not  practical  in  the  male.  However, 
it  has  long  been  known  that  meno- 
pausal and  post-menopausal  women 
can  be  helped  by  long-term  estrogen 
therapy  as  an  anti-atherogenic  agent. 

What  about  cigarette  smoking? 

Chronic  cigarette  smokers  have 
higher  cholesterol  and  triglyceride 
blood  levels.  In  addition,  heavy  ciga- 
rette smokers  have  a greater  incidence 


of  coronary  change  at  an  earlier  age 
and  show  a higher  incidence  of  coro- 
nary occlusion. 

What  can  be  done  about  decreasing 
the  formation  of  small  thrombi  in  pa- 
tients suffering  from  advanced  coro- 
nary atherosclerosis? 

In  some  patients  who  have  sympto- 
matic coronary  disease,  it  may  be  pos- 
sible to  decrease  the  formation  of 
small  thrombi  by  the  use  of  anti- 
coagulant therapy.  However,  this  has 
not  been  definitely  proved.  Clofibrate 
(Atromid-S)  may  also  decrease  the 
degree  of  platelet  adhesiveness  and, 
in  this  manner,  lower  the  danger  of 
thrombus  formation.  However,  this 
also  has  not  been  proved.  In  many 
of  these  problems  we  are  merely 
guessing  on  the  basis  of  insufficient 
information.  We  should  always  keep 
in  mind  that  coronary  disease  is  an 
extremely  complex  problem.  It  is  pos- 
sible that  atherosclerosis  can  be  de- 
creased and  retarded  if  we  follow  all 
the  programs  mentioned  above  and, 
in  addition,  develop  a greater  degree 
of  equanimity  in  the  competition  of 
life. 

■ William  G.  I.eaman,  Jr.,  M.D. 
questions  M.  Price  Margolies,  M.D., 
Associate  Professor  of  Medicine, 
Graduate  Division,  University  of 
Pennsylvania  School  of  Medicine,  and 
Director  of  the  Heart  Station,  Coates- 
ville  Hospital,  Coatesville,  Pennsyl- 
vania. 

■ William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiol- 
ogy of  the  American  Heart  Associa- 
tion, edited  this  Brief  for  the  Council 
on  Scientific  Advancement,  in  cooper- 
ation with  the  Pennsylvania  Heart  As- 
sociation. 
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The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 


Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 
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Typhoid  Vaccination  — 

Yesterday  and  Today 

The  carrier  must  be  eliminated  and  preparations  made  available  if 
present  therapeutic  and  prophylactic  measures  are  to  be  extended 


DIETER  GROSCHEL,  M.D. 
Philadelphia,  Pennsylvania 

Over  the  years  prophylactic  vac- 
cination against  the  enteric 
fevers  has  become  generally 
accepted  as  a valuable  tool  in  the 
fight  against  infectious  diseases.  While 
other  artificial  immunizations,  for  in- 
stance against  small-pox,  yellow  fever, 
and  only  recently,  poliomyelitis,  have 
been  regarded  as  highly  effective,  the 
value  of  typhoid  vaccination  has  been 
repeatedly  questioned.  It  seems  there- 
fore of  interest  to  study  the  history  of 
typhoid  vaccination,  its  present  status 
and  future. 

Shortly  after  the  first  isolation  of 
the  typhoid  bacterium  by  Gaffky  in 
1884,  E.  Frankel,  in  Hamburg,  Ger- 
many, started  to  experimentally  infect 
rabbits  with  the  organism.  Together 
with  Simmonds,1  he  reported  in  1886 
that  after  administration  of  increasing 
doses  of  typhoid  bacteria,  some  of  the 
rabbits  had  become  immune.  These 
findings  were  discussed  with  respect  to 
the  possibility  of  using  live  attenuated 
typhoid  bacteria  for  protective  immu- 
nization of  man.  Frankel  and  Sim- 
monds 2 continued  their  experimental 


■ Dr.  Groschel  is  assistant  professor 
of  microbiology  at  Temple  University 
School  of  Medicine.  He  came  to  the 
Wistar  Institute,  Philadelphia,  in  1963 
from  the  University  of  Cologne  and 
joined  the  Temple  faculty  in  1965. 


work;  their  observations  of  immunity 
after  infection  were  confirmed  by 
Beumer  and  Peiper,3  who  were  able 
to  immunize  mice  with  small  doses  of 
typhoid  broth  cultures.  Experiments 
in  humans  were  not  attempted  except 
for  the  trials  of  E.  Frankel  and  of 
Brieger  and  Wassermann 4 using  ty- 
phoid bacteria  or  their  products  in 
the  actual  treatment  of  typhoid  fever. 

In  1896  Gruber  showed  that  sera 
of  infected  animals  agglutinated  ho- 
mologous bacteria.  Consequently  ag- 
glutinating antibody  was  demonstrated 
in  the  sera  of  patients  with  typhoid 
fever  as  well  as  in  experimentally  in- 
fected animals.  Pfeiffer  detected  these 
agglutinins  also  in  the  serum  of  a man 
injected  subcutaneously  with  a heat- 
killed  preparation  of  typhoid  bacteria 
and  told  Almroth  Wright  about  his 
observation.  Wright  soon  thereafter 
published  a paper  on  the  use  of  cal- 
cium chloride  in  the  prevention  of 
serous  transudation.5  Among  other 
examples,  he  cited  experiments  with 
typhoid  vaccine  in  a horse  and  in  two 
officers  of  the  Indian  Medical  Corps. 
Oral  administration  of  calcium  chlo- 
ride successfully  reduced  edema  at  the 
injection  sites.  Two  months  later, 
Pfeiffer  and  Kolle  4 reported  on  experi- 
ments in  prophylactic  typhoid  vaccina- 
tion with  heat-killed  bacteria.  They 
were  able  to  demonstrate  antibody  in 
the  sera  of  two  immunized  persons. 
Later,  Wright  '*•  7>  8 claimed  priority  in 
use  of  anti-typhoid  vaccination  pro- 
cedures which  resulted  in  a bitter  argu- 
ment between  him  and  Friedberger, 
one  of  Pfeiffer’s  associates.9'  10’  11 

Arguments  about  typhoid  vaccina- 
tion continued  for  the  next  fifty  years. 
Despite  good  protective  results  in 
soldiers  of  the  Indian  Army  and  in 
some  units  of  the  British  Army  in  the 
Boer  War,  Wright  had  to  fight  very 
hard  for  the  general  adoption  of  his 
vaccine.12  The  first  large-scale  ty- 
phoid vaccination  program  was 
carried  out  by  the  Japanese  in  the 


Russo-Japanese  War  (1904-05)  with 
the  result  that  the  incidence  of  typhoid 
fever  in  the  Japanese  Army  was  only 
one-fourth  of  that  in  the  Russian 
Army.13  Good  protection  was  also 
observed  in  the  immunized  German 
Colonial  Army  during  the  Herero  War 
in  South-West  Africa  1904-06. 14  The 
U.S.  Army  started  voluntary  typhoid 
vaccination  in  1908,  compulsory  vac- 
cination in  1911. 15  TABLE  I shows 
that  the  incidence  of  typhoid  fever 
dropped  tremendously  after  introduc- 
tion of  typhoid  vaccination.  During 
World  War  II  and  the  Korean  Con- 
flict, typhoid  presented  no  problem  to 
the  U.S.  Armed  Forces,  although 
other  armies  suffered  severe  out- 
breaks. It  seems  that  vaccination  was 
the  most  effective  factor  in  the  reduc- 
tion of  typhoid  morbidity.  It  must  be 
pointed  out,  however,  that  already 
since  1880,  a dramatic  fall  in  the 
incidence  of  enteric  infections  was 
observed  in  North  America.  Western 
Europe,  and  Australia.18  The  devel- 
opment of  hygiene  reduced  the  risk 
of  infection  significantly,  especially  in 
cities  and  easily  controllable  places 
like  peace-time  army  barracks.  Sud- 
den breaks  in  the  hygienic  control  as 
it  happened  during  the  first  months  of 
World  War  I,13’  16  or  aggregation  of 
people  in  inadequate  quarters  as  dur- 
ing the  first  years  of  the  Civilian  Con- 
servation Corps,15  or  after  natural  di- 
sasters, caused  increased  typhoid  mor- 
bidity. Thus,  the  credit  for  reduction 
of  typhoid  fever  lies  not  with  vaccina- 
tion alone.  As  early  as  World  War  I, 
Friedberger,17  Pfeiffer’s  former  stu- 
dent, doubted  the  value  of  vaccination 
with  killed  bacteria.  He  presented  in- 
teresting data  indicating  that  spon- 
taneous reductions  in  the  incidence  of 
enteric  infections  had  occurred  in 
many  wars,  long  before  vaccination 
procedures  were  introduced.  Fried- 
berger attributed  this  to  natural  im- 
munity of  the  troops  as  well  as  to 
improvements  in  medical  services  and 
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TABLE  I 


Typhoid  Fever  Morbidity  and  Case  Mortality  In 
Relation  to  Prophylactic  Immunization 


Morbidity 

Literature 

per 

Case 

Year(s) 

Observed  Population  Groups 

Reference 

100,000 

Mortality 

Non-vaccinated 

1861-66 

L’nion  Army,  Civil  War 

13 

3.986 

20% 

1870-71 

German  Army,  French- 

German  War 

Siege  of  Metz 

16 

2.100 

Winter  Offensive 

16 

160 

1875 

German  Army,  peace  time 

17 

800 

1895-96 

Italian  Army,  Abyssinian  War 

14 

5.260 

30% 

1898 

U.  S.  Army,  Spanish-Ameri- 

can  W ar 

13 

14.159 

1899-1901 

British  Army,  Boer  War 

13,  14 

11.413 

14% 

Mixed: 

Vaccinated  and  Non-vaccinated 

1904-09 

British  Indian  Army,  peace 

time 

Not  vaccinated 

13,  18 

3.044 

17% 

Vaccinated 

13,  18 

540 

9% 

1906-10 

U.  S.  Army,  peace  time 

Voluntary  vaccination  since 

1908 

15 

361 

8% 

1909 

German  Army,  peace  time 

Few  vaccinations 

17 

39 

1914-15 

German  Army,  World  War  1 

Draftees  and  volunteers 

not  vaccinated 

16 

500 

30% 

1933 

U.  S.  Civilian  Conservation 

Corps 

15 

24* 

1935 

U.  S.  Civilian  Conservation 

Corps 

15 

26 

1936 

U.  S.  Civilian  Conservation 

Corps 

15 

8* 

1940 

U.  S.  Civilian  Conservation 

Corps 

15 

3* 

1939 

Civilian  Population,  Northern 

and  Western  Europe 

14,  18 

5 

10% 

1946 

Civilian  Population,  Germany 

and  Austria 

14,  18 

30-50 

Vaccinated 

1914-18 

British  Army,  World  War  I 

13 

102 

French  Army,  World  War  I 

13 

1.486 

Italian  Army,  World  War  I 

13 

624 

Belgian  Army,  World  War  I 

13 

359 

German  Army,  World  War  1 

13,  14 

230 

10% 

1917-19 

U.  S.  Army,  World  War  I 

13,  15 

37 

13% 

1931-35 

U.  S.  Army,  peace  time 

15 

7 

9% 

1935-36 

Italian  Army,  Ethiopian  War 

14 

165 

30% 

1939-43 

British  Army,  World  War  II 

19 

17% 

1941-45 

U.  S.  Army,  World  War  II 

13 

3 

1950-53 

U.  S.  Army,  Korean  War 
U.  S.  Marine  Corps,  Korean 

20 

1 

War 

20 

2 

U.  S.  Air  Force  & Navy, 

Korean  War 

20 

0 

Enemy  P.O.W.,  Korean  War 

20 

200 

* Approximately  50  percent  in  non-vaccinated  persons. 


in  provisions  during  prolonged  con- 
tinuation of  hostilities.  His  view- 
points were  not  accepted,  however,  es- 
pecially by  Pfeiffer,16  and  he  was  cen- 
sored by  the  German  Army. 

The  first  experiments  with  typhoid 
vaccination  in  the  Indian  Army  al- 
ready had  shown  that  the  protection 
afforded  was  only  relative.  During 
World  War  I,  several  outbreaks  oc- 
curred among  immunized  soldiers,  one 
of  them  amongst  American  troops 
shortly  after  their  arrival  in  an  English 
camp.21  Despite  excellent  immuniza- 
tion records,  the  attack  rate  was  40 
percent  with  a death  rate  of  13  per- 
cent. During  World  War  II,  numer- 
ous reports  on  outbreaks  of  enteric 
fevers  in  immunized  soldiers  of  op- 
posing armies  raised  doubts  about  the 
value  of  typhoid  vaccination.13-  19-  22' 
27  In  most  cases,  atypical  clinical  pic- 
tures presented  serious  diagnostic  dif- 
ficulties. Often  morbidity  and  mor- 
tality were  unusually  high.  After  the 
war,  similar  observations  were  com- 
municated from  civilian 28  and  mili- 
tary sources  alike.29’33  Of  special  in- 
terest are  the  well  investigated  out- 
breaks of  typhoid  fever  in  a Royal 
Air  Force  camp  in  the  Suez  Canal 
Zone  in  1950.31  The  first  insidious 
outbreak  occurred  in  April  and  May 
with  an  attack  rate  of  12.8  percent. 
An  Egyptian  cook,  who  excreted 
Salmonella  typhi  in  his  urine,  was 
determined  a possible  source,  a not 
infrequent  finding  in  countries  with 
hilharziasis.26  A second  explosive  out- 
break took  place  in  the  same  camp  in 
July  and  August.  1950,  with  an  even 
higher  attack  rate  of  34.2  percent.  In 
this  instance  the  typhoid  bacteria  were 
of  different  phage  type  and  could  be 
traced  to  two  food  handlers  who 
helped  in  the  preparation  of  a certrin 
midday  meal.  It  was  quite  surprising 
that  eleven  airmen  contracted  typhoid 
twice.  Treatment  with  chlorampheni- 
col during  the  first  attack  may  have 
prevented  development  of  natural  im- 
munity. 

Following  this  outbreak,  a compara- 
tive laboratory  study  was  carried  out 
between  the  alcohol-inactivated  British 
Army  T.A.B.  vaccine  and  the  heat- 
inactivated,  phenolized  U.S.  Army 
T.A.B.  vaccine.34  The  U.S.  vaccine 
apparently  had  provided  excellent  pro- 
tection during  World  War  II.  whereas 
the  British  vaccine  had  failed  quite 
frequently. 

Alcohol  inactivation  was  used  to 
preserve  the  heat-labile  capsular  Vi 
(=  virulence)  antigen  of  Salmonella 
typhi  which  was  shown  by  Felix  and 
Pitt 35  to  be  highly  effective  in  the 
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TABLE  II 

Reported  Cases  of  Human  Salmonellosis, 
Commonwealth  of  Pennsylvania,  1960-1966  * 


Reported  Salmonella  Infections 


Year 

All  Cases 

Typhoid  Fever  Only 

1960 

338 

22 

1961 

475 

28 

1962 

697 

18 

1963 

1,808 

39 

1964 

1,871 

13 

1965 

832 

16 

1966 

767 

16 

* Figures  were  obtained  through  the  courtesy  of  the  Pennsylvania  Department  of  Health,  Division 
of  Communicable  Diseases. 


active  mouse  protection  test,  a test 
widely  used  to  evaluate  the  potency  of 
typhoid  vaccines.  (Mice  are  immu- 
nized with  the  test  vaccine  and  then 
challenged  with  lethal  doses  of  virulent 
bacteria.)  The  comparative  study  re- 
ferred to  above  showed  the  British 
vaccine  to  be  very  effective,  the  U.S. 
preparation,  not  effective.  Also,  the 
British  vaccine  evoked  high  Vi  anti- 
body titers  whereas  the  U.S.  vaccine 
did  not. 

The  conclusions  drawn  from  the 
experiences  during  and  after  World 
War  II  and  from  the  comparative  lab- 
oratory data  were:  (1)  laboratory 

tests  are  not  reliable  indicators  for  the 
effectiveness  of  typhoid  vaccines;  (2) 
the  protection  afforded  by  artificial 
but,  surprisingly  enough,  by  natural 
immunization  as  well  is  only  relative.36 
These  conclusions  differed  not  greatly 
from  those  fifty  years  earlier.  How- 
ever, the  data  on  which  the  efficiency 
of  vaccines  under  field  conditions  was 
based  were  statistically  uncontrolled 
and  not  comparable.  For  instance,  the 
use  of  chlorine  tablets  for  water  treat- 
ment, canned  rations,  and  excellent 
hygienic  education  in  the  U.S.  Armed 
Forces  without  any  doubt  provided 
more  protection  than  vaccination 
alone.  When  American  soldiers  dis- 
obeyed the  strict  rules  not  to  eat  fruits 
or  vegetables  from  the  night-soil  fer- 
tilized fields  of  Okinawa,  they  con- 
tracted enteric  fevers  despite  their  ex- 
cellent immunization  records.24-  25 

The  many  conflicting  reports  on  the 
effectiveness  of  typhoid  vaccination 
prompted  the  World  Health  Organi- 
zation in  1955  to  sponsor  a controlled 
field  trial  with  different  vaccines  in 
Yugoslavia.37  Since  then,  more  field 
trials  in  other  countries  and  interna- 
tional collaborative  laboratory  assays 
of  vaccines  were  added.  The  results 
of  the  field  trials  in  Yugoslavia, 


Poland,  U.S.S.R.,  and  British  Guiana, 
presented  by  Cvjetanovic  and  Uemura 
in  1965,  indicate  that  acetone-inacti- 
vated vaccines  were  superior  to  the 
heat-phenol  inactivated  vaccine.  Both 
preparations  were  highly  protective  at 
around  90  percent.  The  heat-phenol 
vaccine  lost  its  effect  over  the  years, 
whereas  the  protective  effect  of  the 
acetone-inactivated  vaccine  declined 
only  very  slowly.  Alcoholized  vaccine 
showed  less  protection.  Serological 
tests  indicate  that  only  H antibodies 
reflect  the  relative  potency  of  vaccines 
while  O and  Vi  antibody  responses 
show  no  correlation.38  Animal  po- 
tency tests,  especially  the  active  mouse 
protection  tests,  could  not  be  fully 
correlated  with  the  results  of  the  field 
trials.  Paratyphoid  B antigen  showed 
hardly  any  effectiveness  in  controlled 
field  trials  in  U.S.S.R.;  paratyphoid  A 
was  not  included  in  any  of  the  studies. 

Finally,  eighty  years  after  the  first 
attempts  to  induce  immunity  to  ty- 
phoid bacteria,  it  has  been  shown 
unequivocally  by  carefully  controlled 
studies  that  typhoid  vaccination  is  ef- 
fective. Earlier  findings  that  labora- 
tory tests  give  little  information  about 
potency  of  vaccines  were  confirmed  by 
internationally  known  experts. 

With  strengthened  confidence  in  the 
effectiveness  of  typhoid  vaccination, 
the  question  will  be  asked — under 
what  conditions  shall  immunization  be 
used  as  a preventive  measure?  Statis- 
tics about  the  incidence  of  typhoid 
fever  do  not  always  relate  the  risk  of 
exposure  since  in  tropical  areas  with 
the  poorest  hygienic  conditions  occur- 
rence of  typhoid  fever  among  the  na- 
tive population  is  often  very  low,  but 
visitors  from  North  America  and 
Europe  quite  frequently  contract  the 
disease.  Unnoticed  or  diagnostically 
not  differentiated  gastro-intestinal  dis- 
orders in  infancy  and  early  childhood 


may  account  for  natural  immunity  in 
natives.39  With  improved  hygienic 
conditions  typhoid  infections  are  ob- 
served mostly  in  childhood  and  with 
still  further  improvement,  occasional 
outbreaks  will  involve  all  age  groups. 
Large  scale  immunization  programs 
are  helpful  only  in  countries  with 
better  hygienic  conditions  or  where  a 
breakdown  of  environmental  sanita- 
tion has  occurred.  There  is  some 
doubt  about  the  necessity  of  mass  vac- 
cinations after  floods  in  countries  with 
excellent  hygienic  standards.40  Indi- 
vidual immunizations  should  be 
offered  to  all  persons  who  are  in  con- 
tact with  typhoid  carriers  or  otherwise 
exposed  to  typhoid  bacteria.  Civilians 
and  military  personnel  traveling  to 
areas  where  typhoid  fever  is  endemic 
should  also  be  immunized.41 

Within  the  United  States  the  inci- 
dence of  typhoid  fever  has  decreased 
steadily  over  the  past  twenty-five 
years.  Fig.  1 shows  the  morbidity 
curves  for  salmonellosis  in  general  and 
typhoid  fever  in  particular  from  1942 
to  1964.42  Despite  the  rise  in  all 
salmonelloses,  a world-wide  occur- 
rence not  attributable  only  to  better 
diagnostic  procedures,  typhoid  fever 
did  not  increase  accordingly.  The  re- 
ported cases  of  salmonellosis  and  ty- 
phoid fever  in  our  Commonwealth  are 
shown  in  TABLE  II.  Sixteen  cases 
per  year  is  very  low  incidence  indeed. 
It  is  quite  evident  that  in  this  country, 
typhoid  fever  no  longer  presents  a 
health  hazard.  Outbreaks  due  to  com- 
mon sources  such  as  contaminated 
food  or  water  are  very  rare.  Usually 
the  disease  is  contracted  from  a 
carrier.  The  Public  Health  Service 
Advisory  Committee  on  Immunization 
Practices  recommended  last  year  that 
routine  typhoid  vaccinations  in  the 
United  States  be  discontinued.43  Se- 
lected immunizations,  however,  are 
recommended  when  intimate  contact 
with  a known  typhoid  carrier  occurs, 
in  community  or  institutional  out- 
breaks of  typhoid  fever,  and  foreign 
travels  to  areas  with  endemic  typhoid 
fever. 

It  can  be  assumed  that  the  Armed 
Forces  will  continue  their  present  im- 
munization practice.  Since  the  use  of 
paratyphoid  A and  B antigen  is  no 
longer  recommended,  the  omission  of 
these  components  from  the  present 
T.A.B.  vaccine  will  allow  the  use  of 
a higher  dose  of  typhoid  bacteria  with 
less  side  effects.  It  is  hoped  that  the 
physicians  of  this  country  will  con- 
tinue to  recommend  typhoid  immuni- 
zation to  those  patients  who  plan 
travels  to  countries  with  lower 
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hygienic  standards.  We  should  not 
forget  that  typhoid  fever  can  be  im- 
ported at  any  time  from  some  of  the 
most  popular  vacation  areas  of  the 
world,  easily  reached  by  airplanes  and 
heavily  infested  with  communicable 
diseases.  As  Means  44  warned  in  1960, 
“typhoid  is  still  with  us;  it  can  be  a 
killer;  it  is  communicable.” 

Objection  to  any  prophylactic  im- 
munization is  often  based  on  the  ready 
availability  of  specific  remedies  like 
chloramphenicol  and  ampicillin  for 
the  treatment  of  typhoid  fever.  One 
can  not  always  rely  on  these  anti- 
biotics alone.  Numerous  reports  have 
shown  that  antibiotics  can  neither  pre- 
vent relapses  nor  the  carrier  state  in 
enteric  fevers.45  17  The  persistence  of 
bacterial  foci  in  the  mesenteric  lymph 
nodes  as  well  as  in  liver  and  spleen 
has  been  known  for  many  decades. 
Since  carriers  are  the  main  source  of 
typhoid  infections,  termination  and 
prevention  of  the  carrier  state  are  the 
most  important  factors  in  the  elimina- 
tion of  typhoid  fever.  Combined  anti- 
biotic and  specific  as  well  as  non- 


specific immunization  and  shock  ther- 
apy have  been  tried  by  clinicians  in 
different  countries.30’  48  50  Despite  the 
small  number  of  cases  and  the  many 
uncontrollable  factors,  the  results  in- 
dicate that  in  addition  to  chemo- 
therapy the  immune  status  of  a pa- 
tient is  very  important  to  the  outcome 
of  the  infection. 

This  point  must  be  studied  under 
controlled  conditions  using  an  animal 
model  system,  one  of  the  best  being 
experimental  mouse  typhoid.  Investi- 
gations by  Rowley  and  his  associates 
have  shown  that  the  primary  factors 
in  defense  against  salmonella  infec- 
tions of  the  mouse  are:  (1)  an  active 
phagocytic  apparatus  and  (2)  the 
presence  of  opsonins.51  Opsonins,  to- 
gether with  other  serum  factors  like 
complement,  promote  the  phagocyto- 
sis of  intruding  bacteria  and  also  their 
subsequent  killing  within  the  phago- 
cytes. The  production  of  specific 
opsonins  occurs  very  quickly  after  ini- 
tial infection  and  most  of  the  early 
antibody  seems  to  be  bound  to  macro- 
phages. 


In  our  own  studies  with  experi- 
mental mouse  typhoid  we  became 
quite  interested  in  the  relationship  of 
immunity  to  chemotherapy.52  When 
previously  immunized  mice  were  chal- 
lenged with  lethal  doses  of  virulent 
Salmonella  typhimurium,  only  one- 
third  of  the  animals  died.  The  admin- 
istration of  high  doses  of  ampicillin 
(equivalent  to  12-18  g per  day  in  a 
70  kg  man)  for  ten  to  twelve  days 
reduced  the  mortality  to  8 and  13  per- 
cent respectively  in  immune  and  non- 
immune  mice.  However,  the  carrier 
rate  two  weeks  after  the  last  anti- 
biotic treatment  was  3.5  times  higher 
in  the  non-immune  than  in  the  im- 
munized mice.  It  was  only  2.5  times 
higher  in  the  group  of  immune  mice 
which  had  not  received  antibiotics. 
Thus,  under  the  controlled  conditions 
of  animal  experiments,  a clear  rela- 
tion between  immune  status  and  effec- 
tiveness of  chemotherapy  can  be  dem- 
onstrated. This  aspect  of  prophylactic 
immunization  deserves  further  atten- 
tion. 

Summary 

It  has  been  shown  that  medical  sci- 
ence has  succeeded  within  the  past 
eighty  years  in  reducing  morbidity  and 
mortality  due  to  typhoid  fever,  both 
by  improved  hygienic  measures  and 
by  vaccination.  It  has  also  helped  to 
reduce  the  death  rate  by  the  use  of 
antibiotics  but  it  has  not  succeeded  in 
preventing  the  source  of  typhoid  in- 
fections, the  chronic  carrier.  It  is' 
therefore  necessary  to  continue  the 
research  in  this  field  and  to  further 
use  vaccines  without  hesitation  in  per- 
sons who  may  be  exposed  to  typhoid 
fever.  We  must  prevent  the  addition 
of  new  carriers  of  typhoid  bacteria  to 
the  population  and  we  must  try  to 
find  ways  to  cure  the  present  carriers. 
This  applies  not  only  to  cases  of  ty- 
phoid fever  but  also  to  other  salmonel- 
loses, tuberculosis,  and  brucellosis.  It 
is  quite  possible  that  in  the  near  fu- 
ture we  will  have  available  new  prepa- 
rations like  endotoxins  which  can  be 
used  to  non-specifically  stimulate  the 
defense  apparatus  of  the  body,  thereby 
extending  our  present  therapeutic  and 
prophylactic  possibilities. 
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Hahneman  Dedicates 
Bobst  Institute 

The  Elmer  Holmes  Bobst  Institute 
of  Clinical  Research,  the  second  new 
structure  to  be  completed  this  year  at 
the  Hahnemann  Medical  College  and 
Hospital  of  Philadelphia,  was  dedicated 
on  May  31.  The  Honorable  Richard 
Nixon  was  the  principal  speaker  at 
the  dedication  dinner  in  the  Ballroom 
of  the  Sheraton  Hotel.  Several  hundred 
alumni  were  on  hand  for  the  events 
which  took  place  on  the  annual  Alum- 
ni Reunion  Day  of  the  Hahnemann 
Medical  College. 

The  Bobst  Institute,  which  honors 
Elmer  H.  Bobst,  chairman  of  the 
board,  Warner  Lambert  Pharmaceuti- 
cal Co.,  Inc.,  was  created  in  response 
to  the  massive  increase  in  research  at 
Hahnemann  in  the  past  decade.  Pres- 
ently, more  than  $3.5  million  in  re- 
search is  underway  at  Hahnemann  and 


includes  extensive  investigation  into 
heart  disease,  cancer,  mental  illness, 
arthritis  and  metabolic  diseases,  among 
others. 

The  Bobst  Institute,  costing  $5.1 
million,  is  fifteen  stories  high  and  con- 
tains more  than  130,000  square  feet 
of  research  and  teaching  laboratories 
and  conference  rooms. 

Housed  in  the  Institute  are  labora- 
tories for  the  clinical  departments  of 
medicine,  surgery,  pediatrics,  obstet- 
rics-gynecology, psychiatry  and  radi- 
ology and  the  pre-clinical  departments 
of  anatomy,  biochemistry  and  micro- 
biology. 

In  the  basement  of  the  Bobst  Insti- 
tute are  new  facilities  for  the  depart- 
ment of  pathology,  including  an  au- 
topsy room,  a morgue  and  a new  unit 
of  the  hospital  pharmacy.  On  the 
ground  level,  a new  Emergency  Room 
has  been  constructed  which  is  nearly 
twice  as  large  as  Hahnemann’s  previ- 
ous facility  and  a new  Cytology 


Laboratory.  On  the  third  floor,  on  a 
level  with  the  current  operating  rooms, 
there  is  a completely  new  Surgical 
Suite  and  Recovery  Room.  A new 
biological  research  laboratory  and  ani- 
mal research  facilities  occupy  the  top 
two  floors.  The  remaining  floors  have 
been  assigned  to  the  teaching  and  re- 
search endeavors  of  Hahnemann  Medi- 
cal College. 

Completion  of  the  Bobst  Institute 
marks  the  completion  of  the  first  phase 
of  Hahnemann’s  broad-based  develop- 
ment program  which  will  span  into 
the  next  decade.  This  phase  of  Hahne- 
mann’s development  has  been  valued 
in  excess  of  $9  million. 

By  early  1968,  the  second  phase  of 
the  development  program  will  be  un- 
derway. Ground  will  be  broken  for 
a $27  million  college  building  which 
will  occupy  the  northern  portion  of 
15th  Street  to  Vine  Street  and  will 
spread  Eastward  on  Vine  Street  half- 
way to  Broad  Street. 
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A Program  in  the  Neurological 
And  Sensory  Sciences 

Neurology  as  a special  field  in  the  biological  sciences  should  include 
in  close  association  the  academically  separated  central  nervous  system." 

(excerpted:  Grinker) 


FREDERICK  MURTAGH,  M.D. 
Philadelphia,  Pennsylvania 

In  his  timeless  quest  for  the  seat  of 
life  and  the  central  organizing  sys- 
tem within  himself,  man  has  only 
recently  accepted  the  concept  that  this 
function  is  invested  in  the  brain  and 
the  complex  arrangement  of  neural 
structures  which  make  up  the  central 
nervous  system. 

The  vast  quantity  of  knowledge  of 
the  human  nervous  system  that  has 
accumulated  since  the  end  of  the  19th 
Century  has  paralleled  the  phenome- 
nal expansion  of  man’s  total  knowl- 
edge during  this  same  period  of  time. 
A widespread  focus  of  interest  has 
been  placed  upon  the  fundamental 
mechanisms  of  the  central  nervous 
system  responsible  for  the  function  of 
body  systems  in  health  and  in  disease. 
Contextual  relationship  between  the 
allied  neurological  fields  has  been 
greatly  expanded,  and  there  is  grow- 
ing interest  in  the  development  of  co- 
ordinated academic  programs  of  edu- 
cation, research  and  patient  care  in 
the  neurological  disciplines. 

Educators,  especially  those  in  the 
neurological  fields,  have  long  deplored 
the  fragmentary  manner  in  which  neu- 


■ Dr.  Murtagh  is  professor  of  neu- 
rological surgery  and  chairman  of  the 
division  of  neurological  and  sensory 
sciences,  established  last  year  at  Tem- 
ple University  Health  Sciences  Center. 
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rology  has  necessarily  been  taught. 
Grinker1  in  1933  described  his  book, 
“Neurology,”  as  an  attempt  at  a cor- 
relation of  data  which  are  considered 
important  in  the  study  of  the  human 
nervous  system  and  stated,  “It  is  my 
belief  that  in  this  manner  an  adequate 
instruction  of  neurology  to  students  of 
medicine  can  be  presented  and  that 
such  a correlation  is  essential  for  the 
comprehension  of  clinical  neurology 
by  those  who  contemplate  this  field 
as  a specialty.  The  physician  rarely 
has  an  adequate  grasp  of  the  whole 
subject  because  his  instruction  in  neu- 
rology is  usually  separated  into  dis- 
tinct departments  of  embryology, 
anatomy,  physiology,  etc.  In  each  of 
these,  one  special  viewpoint  is  but 
weakly  linked  to  another.  Neurology 
as  a special  field  in  the  biological 
sciences  should  include  in  close  asso- 
ciation the  academically  separated  as- 
pects of  the  central  nervous  system. 
The  student  of  medicine  is  primarily 
interested  in  the  central  nervous  sys- 
tem. In  the  absence  of  correlated 
courses  of  neurological  instruction  in 
universities,  I hope  that  the  student 
may  use  this  book  in  all  departments 
where  some  phases  of  neurology  are 
presented,  gathering  more  and  more 
the  relationship  between  structure  and 
function  as  he  progresses.” 

Spiegel 2 in  1944  in  the  preface  to 
his  book  on  “Neurology  of  the  Eye, 
Ear,  Nose  and  Throat”  stated  “The 
borderland  between  neurology  and 
otolaryngology  and  ophthalmology 
has  been  considerably  developed  with- 
in recent  decades.  In  this  age  of  exces- 
sive specialization  the  practitioner  and 
research  worker  as  well  feel  more  and 
more  the  necessity  of  unification  and 
of  a means  permitting  them  to  become 
acquainted  with  the  present  state  of 
knowledge  in  the  allied  fields.” 
Numerous  surveys  3 at  the  national 
and  regional  levels  have  demonstrated 
the  rising  incidence  of  disorders  of 
the  central  nervous  system  in  a rapidly 


expanding  population,  and  the  dearth 
of  physical  facilities  for  their  care;  the 
paucity  of  trained  medical  and  para- 
medical personnel,  and  the  scarcity  of 
programs  for  their  training. 

These  recognized  needs  made  it  evi- 
dent that  the  advanced  educational, 
research  and  service  programs  visual- 
ized for  the  future  Temple  University 
Health  Sciences  Center  should  include 
provision  for  the  development  from 
departmentalized  efforts  in  the  neuro- 
logical field  a correlated  course  of  in- 
struction which  would  give  the  student 
of  medicine  an  understanding  of  the 
whole  system;  develop  facilities  for  the 
training  of  medical  and  paramedical 
personnel  knowledgeable  in  the  ner- 
vous system;  widen  and  coordinate  the 
scope  of  neurosciences;  provide  the 
mechanism  to  develop  and  validate 
new  techniques;  and  enhance  a plan 
for  the  physical  facilities  to  house  such 
a program. 

Planning  activities  for  the  new  Clin- 
ical Sciences  Buildings  at  the  Temple 
University  Health  Sciences  Center 
provided  the  unusual  and  timely  op- 
portunity to  initiate  an  effort  of  this 
type.  The  Program  Planning  Com- 
mittee consisting  of  Frederick  Mur- 
tagh, M.D.,  neurosurgery;  Gunter 
Haase,  M.D.,  neurology;  Arthur 
Keeney,  M.D.,  ophthalmology:  and 
Max  Ronis,  M.D.,  otorhinology.  de- 
veloped a fine  working  relationship, 
and  it  was  evident  to  them  that  much 
was  to  be  gained  by  fostering  inter- 
professional relationships  of  this  type. 

It  seemed  highly  desirable  to  establish 
an  academic  group  of  clinical  depart- 
ments and  basic  science  personnel 
whose  common  interest  is  the  organic 
structure,  function  and  derangement 
of  the  central  nervous  system  and  its 
sensory  end  organs. 

As  part  of  their  final  recommenda- 
tion, the  Committee  suggested  to  the 
Dean  that  steps  be  taken  immediately 
to  initiate  the  project.  It  was  proposed 
that  the  program  be  academically  for- 
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malized  by  bringing  together  the  clini- 
cal departments  of  neurology,  neuro- 
surgery, ophthalmology  and  otolaryn- 
gology into  a divisional  complex  anal- 
ogous to  the  division  of  medicine  and 
the  division  of  surgery  to  function  as 
the  platform  from  which  to  develop, 
in  conjunction  with  appropriate  basic 
science  personnel,  an  integrated  pro- 
gram in  the  neurological  and  sensory 
sciences,  the  maturity  of  which  would 
coincide  with  the  occupation  of  the 
new  Clinical  Sciences  Building  within 
five  years. 

The  recommendations  of  the  Com- 
mittee received  the  full  support  of  the 
administration  and  major  faculty. 

In  its  present  form,  the  Division  of 
Neurological  and  Sensory  Sciences  is 
an  academic  arrangement  within  the 
structure  of  the  medical  school,  for 
the  purpose  of  coordinating  depart- 
mentally  diversified  efforts  in  the  neu- 
rologic disciplines  without  disrupting 
individual  departmental  integrity  and 
interests. 

It  is  important  in  the  development 
of  programs  of  this  type  that  the  de- 
partmental concept  be  preserved  and 
strengthened  through  continued  auton- 
omous departmental  control  of  its  own 
administration  and  individual  pro- 
grams in  patient  care,  residency  train- 
ing and  research  activities,  but  with 
the  opportunity  to  coordinate  these 
efforts  with  each  other  to  establish  a 
closer  relationship  with  the  basic  sci- 
ence disciplines  and  to  widen  the 
scope  of  clinical  practice  through  the 
development  of  interprofessional  rela- 
tionships. 

It  is  also  important  that  professional 
personnel  be  administratively  and  aca- 
demically based  in  the  department  of 
their  major  interest  and  that  they  re- 
main an  integral  part  of  that  depart- 
ment to  insure  continued  proficiency 
in  their  own  special  field.  Dual  ap- 
pointments, when  desirable,  may  be 
arranged  only  with  the  mutual  ap- 
proval of  the  respective  department 
heads. 

Development  of  the  program  will 
undoubtedly  produce  areas  of  over- 
lapping interest,  the  administration 
and  management  of  which  will  be 
determined  as  our  experience  with  the 
program  matures. 

The  Director  of  the  Division,  ap- 
pointed by  the  Dean,  functions  in  a 
coordinating  capacity  among  the  vari- 
ous clinical  departments,  basic  science 
groups  and  the  medical  school  admin- 
istration. 

The  Study  Council,  composed  of 
the  heads  of  the  included  departments 
and  a representative  from  the  basic 
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science  faculty  or  their  designees, 
functions  as  a harmonizing  group  to 
establish  the  guidelines  for  the  devel- 
opment of  the  program  and  to  co- 
ordinate efforts  in  teaching,  research 
and  patient  care  in  order  to  foster 
mutual  interest  and  sharing  of  knowl- 
edge. 

Inasmuch  as  the  central  nervous  sys- 
tem is  intimately  concerned  with  the 
structure  and  function  of  all  portions 
of  the  human  body  complex,  it  was 
necessary  to  define  margins  of  interest. 
This  program  is  concerned  with  the 
primary  organic  structure,  function 
and  disorder  of  the  central  nervous 
system.  The  study  and  management 
of  behavioral  function  of  the  human 
brain  is  invested  in  the  departments 
of  psychiatry  and  behavioral  sciences. 
Physical  medicine  and  rehabilitation  is 
concerned  with  the  secondary  aspects 
of  derangement  of  the  central  nervous 
system  and  the  musculo-skeletal  dis- 
orders they  produce.  Close  coopera- 
tion and  correlation  with  these  disci- 
plines is  necessary  to  the  successful 
functioning  of  the  program  in  all  of 
its  aspects. 

All  physicians  are  informally  a part 
of  the  program.  It  is  hoped  that  they 
will  relate  to  the  program  for  informa- 
tion and  support  of  any  function  with- 
in their  sphere  of  interest  that  has 
some  relationship  to  the  organic  cen- 
tral nervous  system. 

Radiology,  an  indispensable  part  of 
any  medical  program,  is  heavily  rep- 
resented in  this  program  through  Dr. 
Herbert  Stauffer,  the  chairman  of  the 
department  and  Dr.  Marc  Lapay- 
owker,  whose  major  interest  lies  in 
neuroradiology.  Both  men  have  par- 
ticipated heavily  and  generously  in 
planning  activities.  A section  of  neu- 
roradiology will  be  an  integral  part  of 
the  program  but  will  remain  as  part 
of  the  department  of  radiology. 

The  Medical  School  Curriculum 

The  major  area  of  common  interest 
in  which  the  program  can  express  a 
cooperative  coordinated  effort  is  in  the 
education  of  the  physician,  which  in- 
cludes teaching  of  the  undergraduate 
student,  graduate  training  programs 
and  continuing  education. 

As  part  of  the  curriculum  re-evalua- 
tion study  currently  in  progress  at 
Temple,  the  Subject  Committee  for 
the  neurological  and  sensory  sciences, 
composed  of  the  original  planning 
group  reinforced  by  Raymond  Truex, 
M.D. — neuroanatomy,  Jan  Leavitt, 
M.D. — -neurophysiology,  Martin  Ad- 
ler, M.D.— pharmacology,  E.  V. 
Lautsch,  M.D. — pathology,  and  Ron- 


ald Perringer,  M.D. — biochemistry,  de- 
vised a curriculum  for  a correlated 
course  in  neurological  instruction 
which  it  feels  will  present  a compre- 
hensive picture  of  the  organic  central 
nervous  system  to  the  medical  student 
throughout  the  four  years. 

The  curriculum  is  based  on  the  fol- 
lowing concepts: 

1.  All  physicians  are  concerned 
with  the  central  nervous  system 
and  a thorough  knowledge  of 
structure,  function  and  derange- 
ment is  a necessary  prerequisite 
to  the  understanding  of  all  other 
body  systems. 

2.  The  education  of  the  physician 
is  not  simply  a matter  of  trans- 
ference of  facts  but  is  a process 
of  professionalization  arrived  at 
by  presenting  him  with  basic 
information  which  is  of  value, 
stimulating  him  to  learn  more 
and  arrive  at  an  understanding 
of  the  subject  for  the  proper 
application  of  this  accumulated 
knowledge  to  the  management  of 
disorders  of  the  human  body 
complex.  The  successful  teacher 
is  the  one  who  imparts  under- 
standing to  his  pupil. 


The  objectives  of  the  curriculum  are 
to  produce  practicing  physicians 
knowledgeable  in  the  central  nervous 
system;  to  stimulate  students  to  enter 
the  fields  of  neurology,  and  to  provide 
the  interested  student  with  the  oppor- 
tunity to  prepare  himself  for  a career 
in  this  field  by  participating  in  one  or 
more  clinical  or  basic  science  elec- 
tives of  increasing  depth  during  the 
four  years. 

In  arriving  at  their  recommenda- 
tions, the  Committee  considered  all 
available  philosophies  and  methods  of 
teaching  currently  under  considera- 
tion and  in  use.  An  effort  was  made 
to  avoid  the  introduction  of  revolu- 
tionary and  untried  methods  but  to 
devise  a more  efficient  means  of  pre- 
senting the  material,  which  would 
hopefully  eliminate  academic  wheel- 
spinning, unnecessary  duplication,  and 
contradictory  points  of  view  without 
qualification. 

Hours  for  the  presentation  of  basic 
material  by  each  department  have 
been  reduced,  allowing  time  for  the 
presentation  of  only  that  information 
which  is  of  value  to  the  student  and 
defined  as  core  material.  The  teaching 
hours  thus  liberated  will  be  used  to 
present  a series  of  interdisciplinary 
seminars  which  permit  the  clinician 
and  members  of  other  basic  science 
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disciplines  to  participate  in  the  teach- 
ing program  at  each  level  and  to  in- 
troduce the  student  to  clinical  prob- 
lems at  an  early  date.  This  concept 
is  carried  throughout  the  four  years 
as  provision  has  been  made  for  basic 
science  faculty  to  participate  in  teach- 
ing at  the  clinical  level. 

Opportunity  has  been  provided  for 
the  development  of  electives  through- 
out all  four  years  with  minimal  time 
and  complexity  during  the  first  year, 
gradually  progressing  both  in  time  and 
depth  of  interest  up  to  the  senior 
year. 

The  curriculum  is  also  predicated 
upon  the  formulation  of  additional 
interdisciplinary  alliances  with  depart- 
ments outside  of  the  Division,  par- 
ticularly medicine,  psychiatry,  and 
physical  medicine  and  rehabilitation. 

The  logistics  of  such  a program  have 
been  seriously  considered,  and  the 
curriculum  has  been  designed  to  make 
maximum  use  of  the  time  of  individ- 
uals in  each  department  without  cre- 
ating an  academic  smorgasbord  or 


dissipating  faculty  time  and  effort  in 
a “musical  chairs”  approach. 

The  curriculum  has  been  divided 
into  three  phases  (See  TABLE  below). 

Phase  One — Normal  Structure 
and  Function 

This  phase,  presented  during  the 
first  calendar  year  of  medical  school, 
consists  of  the  core  presentations  of 
neuroanatomy,  neurophysiology  and 
neurochemistry,  each  being  presented 
as  part  of  the  respective  departmental 
course.  The  interdisciplinary  hours 
programmed  for  each  department  will 
be  at  the  recommendation  of  the  in- 
dividual department  in  terms  of  what 
they  feel  should  be  presented  to  the 
student  to  provide  a better  under- 
standing of  the  subject. 

Phase  Two — Applied  Structure 
and  Function 

This  phase  will  be  presented  during 
the  second  calendar  year  and  consists 
of  core  presentation  of  pathology, 
microbiology  and  pharmacology.  The 


basic  material  will  be  supplemented  by 
interdisciplinary  seminars  in  a manner 
similar  to  Phase  One. 

Phase  Three — Clinical  Fundamentals 
and  Application 

This  phase  begins  during  the  second 
calendar  year  and  is  here  considered 
to  include  the  contribution  made  by 
the  respective  clinical  departments  in 
a course  of  physical  diagnosis.  It  is 
anticipated  that  students  will  be  taught 
the  mechanics  of  physical  examination 
in  small  groups  and  will  begin  the 
clinical  demonstration  of  disordered 
function  at  the  time  they  are  study- 
ing abnormal  morphology  and  physi- 
ology. 

Phase  Three  continues  uninter- 
rupted through  the  arbitrary  division 
of  the  third  and  fourth  calendar  years 
in  medical  school.  During  the  early 
part  of  the  third  year  the  clinical 
departments  within  the  Division  will 
present  their  basic  fundamental  in- 
formation in  a series  of  didactic  lec- 
tures. 


Neurological  and  Sensory  Sciences  Medical  School  Curriculum 
Phase  Yr.  First  Semester  Second  Semester 


I 1 Neuro  Anatomy 

Core  75  hrs. 

I.D.  12  hrs.  87  hrs. 

Neuro  Physiology 
Core  52  hrs. 

I.D.  6 hrs.  58  hrs. 

Neuro  Chemistry 

Core  6 hrs. 

I.D.  4 hrs.  10  hrs. 

155  hrs. 

II  2 Pathology  Microbiology  Pharmacology 

Core  33  hrs.  1. 1).  4 hrs.  Core  24  hrs. 

1. 1).  18  hrs.  51  hrs.  1. 1).  17  hrs.  41  hrs.  96  hrs. 

Physical  Diagnosis — Groups  of  20 
Neurol.-N.  Surg.  10  hrs. 

Ophthalmology  4 hrs. 

Otolaryngology  6 hrs. 

Ill  3 Neurology  — 20)  Core 

Neurosurgery  — 10)  Lecture 

Ophthalmology  — 10)  50  hrs. 

Otolaryngology  — 10) 

20  weekly  afternoon  seminars 

— 2 hrs.  each  40  hrs. 

I.D. — all  departments  & outside 
speakers 

Required  of  Juniors — open  to 

Senior,  Residents  Staff  90  hrs. 

Senior  Clinical  Clerkship  Electives 
4 Neurological  & Sensory  Diseases 

June  Student  option  to  spend 

to  majority  of  time  in 
June  dept,  of  choice 

Senior  elective  M.VV.F.  9-12  limit — 30  students 

Advanced  Study — Central  & Peripheral 

Nerve  Mechanisms 

NeuroRadiology  participates  fully  in  all  courses  and  Graduate  students 

seminars  throughout  the  four  years.  Fellows,  Residents 
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In  the  remainder  of  the  year,  the 
Division  proposes  to  present  a series 
of  twenty  weekly  two  hour  seminars 
to  be  given  on  the  same  afternoon 
each  week.  Each  seminar  will  be  de- 
voted to  a specific  subject,  such  as 
pain,  vertigo,  sleep,  etc.  These  will 
be  interdisciplinary  efforts  for  which 
each  one  of  the  clinical  departments 
will  in  turn  be  responsible  according 
to  its  basic  interest.  The  seminar  will 
be  supported  by  the  basic  science 
faculty,  other  clinical  departments  and 
outside  speakers.  Student  participa- 
tion will  be  built  into  the  program  by 
student  subject  and  patient  presenta- 
tion. Attendance  at  this  seminar  will 
be  required  of  all  junior  students,  but 
will  be  open  to  attendance  by  senior 
students,  interns,  residents  and  other 
staff  personnel.  This  will  provide  the 
opportunity  for  all  clinical  and  basic 
science  departments  to  present  any 
material  which  has  not  yet  been  cov- 
ered throughout  these  first  three  years. 

It  is  anticipated  that  at  the  end  of 
this  period,  wherever  it  occurs  in  the 
curriculum,  all  medical  students  will 
have  been  exposed  to  the  basic  funda- 
mental concepts  of  the  central  nervous 
system  which  should  be  a part  of  every 
physician's  knowledge. 

Electives 

Teaching  efforts  beyond  this  point 
will  be  directed  to  the  student  who  is 
particularly  interested  in  one  or  more 
of  the  neurological  and  sensory  sci- 
ences. The  material  is  programmed 
in  greater  depth  and  ultimately  ap- 
proaches the  detailed  specialized  train- 
ing at  the  graduate  level. 

During  the  senior  year,  clinical  de- 
partmental clerkships  will  be  offered 
on  a six  week  block  basis.  Students 
electing  this  block  will  have  the  option 
when  they  come  into  the  program  to 
spend  all  of  their  time  in  one  clinical 
department  or  to  divide  the  time  be- 
tween two  departments.  It  is  felt  that 
a minimum  of  three  weeks’  time  is 
required  for  adequate  exposure  to  a 
clinical  discipline.  It  is,  therefore,  not 
advisable  to  divide  the  time  four  ways. 
During  his  time  on  the  service,  the 
student  will  be  an  integral  part  of  the 
department,  assigned  to  one  of  the 


senior  staff  men  as  a preceptor.  He 
will  participate  in  the  diagnosis  and 
management  of  patients  and  will  fol- 
low the  patient  through  diagnostic  pro- 
cedures and  consultative  services.  He 
may  follow  the  patient  directly  into 
the  operating  room  when  indicated. 
He  will  have  a few  selected  patients 
to  work  up  under  the  direction  of  the 
staff  people  in  the  department,  but  at 
all  times  he  will  be  a student.  At  no 
time  will  he  be  subjected  to  multi- 
tudes of  patients  for  history  and  physi- 
cal examination  or  the  performance 
of  menial  tasks. 

It  is  intended  to  structure  basic  sci- 
ence electives  on  a semester  basis  dur- 
ing this  year.  A six  weeks  block  of 
time  is  insufficient  to  initiate  a com- 
plete investigative  program. 

For  this  purpose  an  elective  course 
entitled  “Advanced  Study  of  the  Cen- 
tral and  Peripheral  Nerve  Mechan- 
isms” has  been  devised.  The  course 
envisions  interdepartmental  participa- 
tion to  include  anatomy,  physiology, 
pharmacology,  pathology  and  the  clin- 
ical departments  of  neurology,  neuro- 
surgery, otolaryngology  and  ophthal- 
mology and  radiology.  Adequate  cov- 
erage of  this  type  will  insure  a 
blending  of  structure,  function  and 
clinical  implications.  This  will  be  a 
conference-laboratory  course  for  se- 
lected senior  students  and  graduate 
students,  as  well  as  residents  in  the 
clinical  departments.  It  will  be  limited 
to  the  enrollment  of  thirty  to  forty 
students  and  a prior  knowledge  of 
neuroanatomy  and  physiology  is  re- 
auired.  Student  participation  will  be 
built  into  the  course  designed  by  his 
or  her  presentation  of  a specific  phase 
or  topic  as  the  course  progresses. 

Graduate  Education 

The  academic  discipline  described 
above  as  the  “Advanced  Study  of  Cen- 
tral and  Peripheral  Nerve  Mechan- 
isms” represents  the  keystone  of  our 
effort  to  correlate  the  neurological  and 
sensory  sciences  into  a continuous 
educational  experience.  Its  function  as 
the  area  to  which  students  may  relate 
for  progressive  elective  work  through- 
out the  medical  school  years  repre- 
sents only  a portion  of  its  intended 


activity.  It  is  designed  to  bridge  the 
academic  gap  between  medical  school 
and  the  graduate  training  of  physicians 
by  implementing  hospital  based  intern 
and  residency  training  programs.  The 
“Study”  will  be  staffed  by  a full-time 
faculty  of  neuroanatomists,  physiolo- 
gists, pathologists,  chemists  and  other 
required  personnel.  It  will  be  aca- 
demically supported  by  the  faculties 
of  all  related  basic  science  and  clini- 
cal departments. 

This  blending  of  basic  science  and 
clinical  material  is  unique  for  several 
reasons: 

1.  It  supplies  the  mechanism  by 
which  graduate  students  in  the  Ph.D. 
programs  can  obtain  exposure  to  clini- 
cal materials  and  basic  science  appli- 
cation: 

2.  Departmental  residency  training 
programs  can  be  implemented  and 
candidates  trained  as  clinical  special- 
ists eligible  for  board  certification: 

3.  Such  a mutual  teaching  program 
will  foster  even  better  interdepart- 
mental teaching-research  rapport,  as 
well  as  establish  a firm  neurological 
basis  for  future  teachers  in  both  the 
basic  and  clinical  academic  sciences. 

Continuing  Education 

Formal  continuation  of  the  lifelong 
learning  process  will  become  more  and 
more  a necessary  part  of  the  life  of 
the  future  physician.  Even  now  it  is 
difficult  for  the  physician  to  maintain 
his  knowledge  and  proficiency  through 
the  avid  reading  of  journals  and  regu- 
lar attendance  at  scientific  meetings 
and  seminars.  The  half-life  of  knowl- 
edge acquired  in  medical  school  and 
postgraduate  training  is  growing  short- 
er each  year.  It  is  anticipated  that  in 
the  future  the  mechanism  will  be  built 
into  this  program  which  will  permit  the 
physician  to  return  at  regular  inter- 
vals on  a formal  basis  for  the  con- 
tinued acquisition  of  knowledge. 
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when  he  just  can’t  sleep 

Tuinal 

One-Half  Sodium  Amobarbital  anc 
One-Half  Sodium  Secobarbita 
supplied  in  and  3-grain  Pulvules 

J 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

| Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 


Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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EDITORIALS 


There  Is  No  Substitute  For  Clinical  Judgment 


There  is  a faculty  which  a physician 
develops  through  experience  in  prac- 
tice, by  virtue  of  which  he  makes  right 
decisions  about  diagnosis,  treatment 
and  prognosis  but  which  is  not  identi- 
cal with  medical  logic.  This  attribute 
is  generally  called  clinical  judgment. 
It  is  the  professional  wisdom  which 
comes  from  the  assimilation  and  di- 
gestion of  years  of  professional  ob- 
servation of  patients  and  from  the  con- 
scious and  deliberate  study  of  the 
natural  history  of  disease  as  it  affects 
mankind.  It  is  not  to  be  acquired  by 
the  study  of  disease  but  by  the  study 
and  care  of  patients. 

It  is  thriving  in  our  times  in  an 
atmosphere  of  increased  scientific  ac- 
tivity in  Medicine.  Physicians  are  in 
the  midst  of  the  development  and  ad- 
vancement of  science,  and  patients 
have  benefited  greatly  by  our  for- 
ward steps.  These  benefits  to  humanity 
have  been  heavily  emphasized  in  all 
popular  media  and  the  resulting  public 
concept  of  Medicine  has  been  a main 
cause  of  the  increased  demand  for  all 
kinds  of  health  care.  In  addition  to 
the  increase  in  calls  for  more  medical 
attention,  the  rising  knowledge  of  the 
public  about  medical  practice  and  their 
increasing  sophistication  in  scientific 
applications  has  placed  a fruitful  pres- 
sure on  the  physician  to  become  more 
efficient.  He  is  also  moved  to  keep  up 
to  date  in  his  education  and  to  find 
better  ways  of  delivering  his  services. 

Physicians  can  hardly  escape  the 
realization  in  each  working  hour  that 
modern  medical  technology  has  given 
us  a wonderful  boon.  The  roentgeno- 
gram may  settle  a diagnostic  question 
in  minutes;  the  laboratory  can  pro- 
vide data  by  which  a sure  diagnosis 
may  be  made  with  salutory  speed. 
Even  when  tests  are  not  instantly  con- 
clusive, they  can  lead  to  more  and 
more  precision  and  to  an  eventual 
answer.  Moreover  we  have  available 
medications  which  actually  deserve  to 
be  called  miracle  drugs,  in  spite  of  the 
repelling  effect  of  this  locution  on  the 
ear  of  the  practitioner.  And  now  we 
are  entering  upon  an  era  when  in- 
formation storage  and  retrieval,  data 
processing,  and  heaven-knows-what 


computer  techniques  will  greatly  en- 
hance our  faculties  and  create  new 
facilities  for  the  study  and  care  of 
patients.  Moreover,  more  research, 
better  research  and  new  methods  of 
research  will  make  similar  scientific 
methods  increase  in  value  at  exponen- 
tial rates. 

All  of  this  is  very  much  before 
the  eyes  of  the  consumer  of  medical 
services.  Of  course  his  understanding 
of  it  varies  with  his  intellectual  ca- 
pacity, his  education  (especially  in 
health  matters),  the  depth  of  his  read- 
ing, and  other  factors.  In  many  re- 
spects it  might  appear  that  medical 
practice,  in  this  respect  and  to  this 
audience,  has  been  somewhat  "over- 
sold.” The  patient  or  his  relative  is 
often  astonished  when  he  is  told  that 
the  etiology  of  a common  condition, 
such  as  infectious  mononucleosis,  re- 
mains obcure,  that  there  is  no  direct 
treatment  for  many  diseases  which  he 
might  contract  and  that  there  are  in- 
fections processes  which  can  elude  all 
our  miracle  medicines.  And  when  it 
is  necessary  to  tell  a family  that  no 
further  active  treatment  methods  re- 
main which  can  be  applied  to  the  ill- 
ness of  its  beloved  relative,  they  often 
remain  incredulous  and  may  subject 
the  patient  to  several  futile  trips  to 
famous  clinics.  They  have  been  sub- 
liminally  convinced  that  immortality 
is  at  hand,  even  if  eternal  youth  eludes 
us. 

A concomitant  change  in  the  struc- 
ture of  modern  medical  practice  may 
be  seen  in  the  frequent  occurrence  of 
allusions  to  something  called  “patient 
care.”  We  have  patient  care  commit- 
tees, courses  in  patient  care  are  avail- 
able and  the  term  is  seen  in  the  title 
and  subtitle  of  many  a medical  essay. 
This  is  surprising;  patient  care  would 
seem  to  be  synonymous  with  the  prac- 
tice of  medicine.  Our  surprise  is  short 
lived  for  medical  practice  is  no  longer 
synonymous  with  the  care  of  patients. 
Professionals  other  than  physicians  are 
involved  in  patient  care.  There  are 
research,  teaching  and  many  varieties 
of  administrative  medicine;  there  are 
specialties  so  restricted  that  one  es- 
capes the  feeling  of  caring  for  the 


whole  man.  And  there  are  physicians 
who  are  concerned  with  patients  in 
so  new  a way  that  patient  care  is  not 
the  word  for  it — directors  of  medical 
education,  full  time  department  heads 
and  the  like.  Yet  these  men  are  prac- 
ticing medicine  and  they  contribute 
hugely  to  our  effort;  we  need  more  of 
them,  not  less. 

But  their  outlook  is  no  clinical  or 
at  least  not  during  a major  part  of 
their  effort  and  we  emphasize  the 
difference  when  we  speak  of  patient 
care.  It  is  the  direct  care  of  patients 
which  develops  and  nurtures  the  facul- 
ty which  we  call  clinical  judgment. 
This  is  the  distinguishing  feature  of 
the  practitioner  and  it  is  the  most  im- 
portant of  the  qualities  which  make  us 
call  a physician  great.  Hipprocrates, 
Avicenna,  Boerhaave,  Sydenham,  Os- 
ier— all  had  far  less  scientific  advan- 
tages than  you,  dear  reader.  You  can 
make  diagnoses  in  minutes  that  would 
have  eluded  them  completely  and  you 
can  readily  treat  diseases  which  de-_ 
feated  them  utterly. 

A cursory  reading  in  the  life  stories 
of  such  great  doctors  tells  us  how  im- 
portant is  this  quality  of  clinical  judg- 
ment among  the  faculties  which  make 
up  their  greatness.  In  all  eras,  when 
is  could  be  applied,  the  rigorous  use 
of  logic  and  scientific  principle  could 
firing  the  physician  to  the  correct  con- 
clusion. But  the  chances  for  such 
decisions,  although  they  have  been 
increasing  through  the  ages,  do  not 
loom  large  in  the  work  of  the  practi- 
tioner. In  fact,  the  play  of  subcon- 
scious influences,  inferences,  intuitions, 
hunches,  awareness  of  his  own  feel- 
ings and  the  like,  are  much  more 
frequently  involved  in  the  physician's 
activities.  They  are  going  on  as  he 
takes  the  history,  examines  his  patient, 
analyzes  the  data  on  the  chart  and 
as  he  directs  the  therapeutic  effort. 
They  are  even  more  in  play  as  he 
explains  the  situation  to  the  patient  and 
to  those  concerned  in  the  illness.  In- 
deed, it  is  these  very  human  but  highly 
refined  qualities  that  make  him  what 
he  is — a highly  trained  professional 
and  a member  of  an  elite  body. 

Some  of  the  effect  of  all  this  is 
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lost  on  the  public  in  the  midst  of  all 
the  talk  about  our  scientific  and  tech- 
nical advances.  One  does  hear  of  the 
art  of  medicine  and  it  is  sometimes 
celebrated  even  in  the  popular  press. 
But  it  is  done  with  a certain  lack  of 
wholeheartedness,  with  tongue  in 
cheek.  In  the  press,  the  physician  is 
a scientist.  It  he  happens  to  exhibit 
qualities  related  to  the  art  of  medi- 
cine, he  is  a “beloved”  scientist  rather 
than  a “mad”  one. 

But,  among  ourselves,  let  us  physi- 
cians not  lose  sight  of  the  fact  that, 
although  the  priority  of  the  scientific 
aspects  of  medicine  may  be  mounting, 
the  Art  is  still  long.  We  still  have  a 
great  and  growing  need  of  clinical 
judgment  in  order  to  apply  all  our 
modern  advantages  in  the  best  fashion. 

CBL 


Hot  Summer 

You  can’t  really  beat  the  heat. 

Whether  it’s  the  heat  or  the  humidity 
or  both,  it's  hot  in  almost  all  of  the 
United  States  in  July.  After  weeks 
of  sweating  and  steaming,  it’s  not 
uncommon  to  find  the  heat  is  be- 
ginning to  wear  you  down. 

The  American  Medical  Association 
points  out  that  there  are  some  things 
you  can  do  to  be  more  comfortable — 
things  that  can  help  you  beat  the  heat. 

Stay  out  of  the  sun  as  much  as  pos- 
sible, especially  during  the  middle  of 
the  day  when  rays  are  hottest.  Wear 
light,  loose  clothing.  The  ladies  have 
an  edge  over  the  men  in  this  respect. 
Drink  more  liquids  than  usual,  but  take 
extra  salt  only  on  your  physician’s 
advice,  particularly  if  you  have  liver 
or  kidney  trouble  or  a heart  condition. 

Take  a shower  or  dip  in  the  pool 
once  or  twice  a day  to  cool  off.  Get 
plenty  of  rest  and  sleep.  Eat  your 
regular  diet  and  don’t  go  overboard 
on  cold  cuts  and  salads,  unless  you 
like  them  anyway. 

Get  up  early  in  the  morning  to  do 
your  heavy  work  on  the  lawn  or  gar- 
den. Or  work  at  dusk  in  the  evening, 
but  try  to  avoid  heavy  exertion  during 
the  hottest  hours  of  the  day.  There  is  a 
sound  physical  reason  behind  the  si- 
esta custom  of  the  tropics. 

You  need  exercise  in  the  summer 
as  well  as  in  the  winter,  but  don’t  over- 
do it,  especially  on  extra  hot  days. 
Don't  overdo  physical  exertion,  wheth- 
er at  work  or  at  play. 

The  more  relaxed  outdoor  life  of 
the  summer  months  has  many  advan- 
tages to  compensate  for  the  heat.  Stay 
relaxed  and  use  common  sense  and  you 
can  beat  the  heat — at  least  somewhat. 


Two  Week  Course  in  Cancer  Chemotherapy 

The  University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute 
is  presenting  a two  week  course  in  cancer  chemotherapy  from  September  18-29, 
1967.  The  chemistry,  pharmacology  and  clinical  application  of  the  anti- 
metabolites, alkaloids,  alkylating  agents,  antibiotics,  hormones  and  miscel- 
laneous newer  drugs  will  be  reviewed,  as  well  as  the  approaches  in  current 
clinical  drug  usage  and  the  management  of  the  cancer  patient.  The  course 
will  be  a comprehensive  in-depth  review  of  the  subject.  For  further  information 
write: 

Dr.  Emil  Frei,  III 

Associate  Director  (Clinical  Research) 

M.  D.  Anderson  Hospital 
6723  Bertner  Avenue 
Houston,  Texas  77025 


Dr.  William  G.  Carr,  left,  Executive  Secretary  of  the  National  Education 
Association,  and  Walter  A.  Munns,  right.  Chairman  of  the  Board  of  Smith 
Kline  & French  Laboratories,  Philadelphia  pharmaceutical  firm,  present  a 
copy  of  a new  book  on  drug  abuse  to  Vice  President  Hubert  H.  Humphrey  at 
a recent  ceremony  in  the  Vice  President’s  office  in  Washington. 

The  text,  “Drug  Abuse:  Escape  to  Nowhere,”  is  designed  to  help  teachers 
understand  and  combat  the  problem  of  drug  abuse  among  students.  It  is 
published  by  Smith  Kline  & French  in  cooperation  with  the  American  Associa- 
tion for  Health,  Physical  Education,  and  Recreation,  a department  of  NEA. 
The  guide  is  distributed  by  NEA  in  Washington. 

Dr.  Carr  said,  “Young  people  need  informed  and  sympathetic  adults  who 
can  help  them  understand  the  problems  and  dangers  of  misusing  drugs.  This 
new  book  combines  factual  information  with  sensible  suggestions  for  working 
with  students  at  the  elementary,  high  school  and  college  levels.” 


Mark  Your  Calendar 

ilON  67 

Philadelphia 

September  27-30 
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Official  Call  to  the  1967  Annual  Session 


The  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  will  con- 
vene in  Annual  Session  at  7:30  p.m. 
Wednesday,  September  27,  1967,  in 
the  Rose  Garden,  18th  Floor,  Belle- 
vue-Stratford  Hotel,  Philadelphia,  to 
transact  any  lawful  business  provided 
for  in  the  Constitution  and  By-laws  of 
the  Pennsylvania  Medical  Society.  Sub- 
sequent meetings  of  the  House  of 
Delegates  will  be  held  at  9:00  a.m. 
Friday,  September  29,  and  at  9:00 
a.m.  Saturday,  September  30. 

Proposed  Amendments  to  the  Con- 
stitution and  By-laws 

There  will  be  amendments  to  the 
Constitution  and  By-laws,  proposed  by 
the  standing  Committee  on  Constitu- 
tion and  By-laws,  the  text  of  which 
will  be  published  in  the  August  1967 
issue  of  Pennsylvania  Medicine. 

Elections 

Among  the  general  officers  to  be 
elected  during  this  Annual  Session  of 
the  House  of  Delegates  will  be: 

A President-Elect,  four  Vice-Presi- 
dents, a Secretary,  a Speaker  of  the 
House  of  Delegates,  and  a Vice-Speak- 
er of  the  House  of  Delegates. 

A Trustee  and  Councilor  for  the 
Seventh  Councilor  District,  to  serve  for 
five  years,  to  succeed  Robert  S.  San- 
ford, M.D.,  Tioga  County,  who  is 
eligible  for  reelection,  having  served 
one  term  of  five  years. 

A Trustee  and  Councilor  for  the 
Tenth  Councilor  District,  to  serve  for 
five  years,  to  succeed  John  S.  Donald- 
son. Jr.,  M.D.,  Allegheny  County,  who 
is  eligible  for  reelection,  having  served 
one  term  of  five  years. 

A Trustee  and  Councilor  for  the 
Twelfth  Councilor  District,  to  serve 
for  five  years,  to  succeed  Park  M.  Hor- 
ton, M.D.,  Susquehanna  County,  who 
is  eligible  for  reelection,  having  served 
one  term  of  five  years. 

Also  to  be  elected  for  a two  year 
term,  beginning  January  1,  1968,  will 
be  six  delegates  and  six  alternates  to 
the  American  Medical  Association. 

Delegates  whose  terms  expire  De- 
cember 31,  1967,  are: 

Wendell  B.  Gordon,  M.D.,  Alle- 
gheny County 


Samuel  B.  Hadden,  M.D.,  Philadel- 
phia County 

W.  Benson  Harer,  M.D.,  Delaware 
County 

Edward  Lyon,  Jr.,  M.D.,  Lycoming 
County 

Thomas  W.  McCreary,  M.D.,  Bea- 
ver County 

Russell  B.  Roth,  M.D.,  Erie  County 

Alternates  whose  terms  expire  De- 
cember 31,  1967,  are: 

William  A.  Barrett,  M.D.,  Alle- 
gheny County 

Wilbur  E.  Flannery,  M.D.,  Law- 
rence County 

Edmund  L.  Housel,  M.D.,  Phila- 
delphia County 

Carl  B.  Lechner,  M.D.,  Erie  County 

David  S.  Masland,  M.D.,  Cumber- 
land County 

William  Y.  Rial,  M.D.,  Delaware 
County 

Also  to  be  elected  will  be  a member 
to  serve  for  three  years  on  the  Com- 
mittee to  Nominate  Delegates  and  Al- 
ternates to  the  American  Medical  As- 
sociation to  succeed  John  F.  Hartman, 
Jr.,  M.D.,  Erie  County,  whose  term 
expires. 

Also  to  be  elected,  upon  nomination 
of  the  Board  of  Trustees  and  Council- 
ors, will  be  a member  of  the  Judicial 
Council,  to  serve  for  a term  of  five 
years,  to  succeed  George  S.  Klump, 
M.D.,  Lycoming  County,  who  has 
served  nine  years  and  is  ineligible  for 
reelection. 

Also  to  be  elected,  upon  nomination 
of  the  Board  of  Trustees  and  Council- 
ors, will  be  one  member  of  the  Judicial 
Council,  to  serve  for  two  years,  to  com- 
plete the  unexpired  term  of  Theodore 
R.  Fetter,  M.D.,  Philadelphia  County, 
deceased.  Clarence  J.  McCullough, 
M.D.,  Washington  County,  is  serving 
as  an  interim  member  by  appointment 
of  the  Board  of  Trustees  and  Council- 
ors. 

Also  to  be  elected,  upon  nomination 
of  the  Board  of  Trustees  and  Council- 
ors, will  be  two  members  of  the  Com- 
mittee on  Convention  Program,  to 
serve  for  three  years,  to  succeed  James 
A.  Collins,  Jr.,  M.D.,  Montour  County, 
and  Frederick  R.  Franke,  M.D.,  Al- 
legheny County,  who  are  completing 
their  terms. 


Also  to  be  elected  is  a District 
Censor  from  each  component  county 
medical  society,  to  serve  for  one  year 
following  the  Annual  Session. 

The  nominees  submitted  by  the  in- 
dividual component  county  medical  so- 
cieties are  as  follows:  Adams,  James 
H.  Allison;  Allegheny,  Robert  A. 
Schein;  Armstrong,  Arthur  R.  Wilson; 
Beaver,  Herman  Bush:  Bedford,  Nor- 
man A.  Timmons;  Berks,  John  C. 
Stolz;  Blair,  John  W.  Hurst;  Bradford, 
Willis  A.  Redding;  Bucks,  Stanley  F. 
Peters;  Butler,  Ralph  M.  Christie; 
Cambria,  Warren  F.  White;  Carbon, 
James  M.  Steele;  Centre,  H.  Richard 
Ishler;  Chester,  Robert  E.  Brant; 
Clarion,  Theodore  R.  Koenig;  Clear- 
field, Fred  Pease;  Clinton,  (no  nomina- 
tion); Columbia,  Thomas  C.  Corson; 
Crawford,  John  E.  Lewis;  Cumberland, 
Hans  S.  Roe;  Dauphin,  Hamblen  C. 
Eaton;  Delaware,  Edward  G.  Torrance; 
Elk-Cameron,  (no  nomination);  Erie, 
Joseph  M.  Faso;  Fayette,  Othello  S. 
Kough;  Franklin,  Albert  W.  Freeman;  i 
Greene,  William  W.  Bartholomew; 
Huntingdon,  Frederic  H.  Steele,  In- 
diana, William  C.  Vernocy;  Jefferson! 
Francis  J.  Trunzo;  Lackawanna,  Cle- 
ment B.  Potelunas;  Lancaster,  William 
A.  Atlee,  Lawrence,  Gerald  H.  Weiner; 
Lebanon,  C.  Ray  Bell,  Jr.;  Lehigh, 
Frederick  R.  Bausch,  Jr.;  Luzerne, 
Donald  F.  Closterman;  Lycoming,  Wil- 
fred W.  Wilcox;  McKean,  Ralph  E. 
Hockenberry;  Mercer,  Thomas  C. 
Ryan;  Mifiiin-Juniata,  John  R.  W. 
Hunter,  Jr.;  Monroe,  Thomas  1.  Metz- 
gar;  Montgomery,  E.  Raymond  Place: 
Montour,  Isaac  L.  Messmore;  North- 
ampton, Walter  J.  Filipek:  North- 
umberland, J.  Mostyn  Davis,  Jr.; 
Perry,  Paul  Karlik;  Philadelphia, 
Charles  M.  Thompson;  Potter,  Herman 
C.  Mosch;  Schuylkill,  Joseph  T.  Mar- 
conis:  Somerset,  Alexander  Solosko; 
Susquehanna,  Robert  M.  Shelly;  Tioga, 
Preston  M.  Erway;  Union,  (no  nomina- 
tion); Venango,  Thaddeus  S.  Gabre- 
ski;  Warren,  Robert  D.  Donaldson; 
Washington,  Ralph  S.  Blasiole;  Wayne- 
Pike,  Clare  C.  Kenny;  Westmoreland, 
Leslie  S.  Pierce;  Wyoming,  John  S. 
Rinehimer,  Jr.;  York,  William  C. 
Langston. 

Allen  W.  Cowley,  M.D., 
Secretary 

Pennsylvania  Medical  Society 


PMS  Speakers'  Bureau  Formed 


Members  of  the  Pennsylvania  Medi- 
cal Society  have  never  been  known 
to  retreat  from  offers  “to  say  a few 
words  about  Medicine.”  On  that  basis, 
the  State  Society  has  announced  the 
formation  of  the  PMS  Speakers’ 
Bureau.  Instead  of  waiting  for  oc- 
casional offers  to  speak,  physician- 
speakers  now  are  being  advertised  as 
available  for  talks  on  diversified  medi- 
cal topics  of  current  interest. 

On  a pilot  basis,  with  a nucleus  of 
trained  physician-speakers,  the  Speak- 
ers' Bureau  has  announced  the  avail- 
ability of  speakers  to  all  of  the  clubs 
of  one  of  the  state’s  major  service  or- 
ganizations. This  limitation  was  made 
to  prevent  an  excess  of  requests  for 
speakers  during  the  early  stages  of 
Speakers’  Bureau  operation.  As  time 
passes,  other  service  clubs  will  be  told 
of  the  availability  of  speakers. 


The  success  of  the  Speakers’  Bureau 
will  be  directly  proportional  to  the 
number  and  speaking  ability  of  those 
who  volunteer  to  become  members  of 
the  Bureau.  Service  clubs  and  other 
organizations  throughout  Pennsyl- 
vania will  welcome  physician-speakers. 
The  program  will  provide  the  State  So- 
ciety with  an  excellent  opportunity  to 
“sell”  the  medical  profession.  Phy- 
sicians interested  in  being  added  to 
the  speakers’  list  are  asked  to  contact 
the  PMS  Speakers’  Bureau. 

Special  attempts  will  be  made  to 
meet  specific  speech  subject  requests. 
The  following  subjects  are  now  being 
offered:  Health  Care  Legislation;  Dis- 
aster Medical  Care;  Quackery;  Heart 
Disease;  Medical  Ethics;  Health  Ca- 
reers; Drug  Abuse;  Smoking  And 
Health;  The  Role  Of  Medicine  In  So- 
ciety; Diet  And  Weight  Control;  For- 


ever Young — For  Women;  Older  Citi- 
zens' Health  Problems;  Sex  Education; 
Arthritis;  Mental  Illness;  Cancer; 
Progress  In  Medicine;  Medical  History; 
Suicide;  Respiratory  Diseases;  The 
Medical  Examiner  System;  Household 
Poisoning;  Rheumatic  Fever  in  Chil- 
dren; and  Alcoholism. 

County  Societies  are  urged  to  avail 
themselves  of  this  new  service.  When 
a speaker  is  needed,  send  your  request 
to:  PMS  Speakers’  Bureau,  Taylor 

Bypass  and  Erford  Road,  Lemoyne, 
Pa.  17043.  Note  the  date  and  time  a 
speaker  is  needed,  first  and  second 
topic  choice  as  well  as  organization 
name  and  address.  The  Bureau  will 
then  contact  you  to  complete  all  ar- 
rangements. Notify  the  Bureau  at  least 
six  weeks  in  advance  of  the  requested 
speaking  date. 


Susquehanna  Valley  Regional  Medical 
Program  Receives  HEW  Grant 


The  Department  of  Health,  Educa- 
tion and  Welfare  in  mid-June  an- 
nounced a $263,530  planning  grant  to 
the  recently  formed  Central  Pennsyl- 
vania medical  program  concerned  with 
improving  the  diagnosis  and  treat- 
ment of  heart  disease,  cancer  and 
stroke. 


The  program,  officially  known  as  the 
Susquehanna  Valley  Regional  Medical 
Program,  will  serve  a 24-county  area 
and  will  be  administered  by  the  State 
Society  in  cooperation  with  local  hos- 
pitals, physicians  and  health  agencies. 

This  program  is  the  third  and  final 
in  the  state  to  be  funded  by  grants 
made  under  the  so-called  heart,  cancer 
and  stroke  federal  legislation.  The 
other  two  programs  are  centered  in 
Philadelphia  and  Pittsburgh  where 
medical  schools  have  assumed  the 
leadership.  The  Susquehanna  Valley 
Program  encompasses  the  24  mid-state 
counties  noted  on  the  shaded  area  in 
Fig.  1. 


The  Pennsylvania  Medical  Society 
became  the  direct  recipient  of  this 
grant  because  health  related  organiza- 
tions in  the  Central  Pennsylvania 
region  classed  the  Society  as  the  best 
qualified  to  handle  the  problems.  The 
developing  Hershey  Medical  Center 
has  not  yet  progressed  to  the  point 
where  it  could  accept  the  responsibility. 


The  planning  program  will  include 
four  basic  stages.  They  are: 

• A study  of  the  availability  of 
facilities,  services,  personnel  and  fi- 
nancial resources  in  the  region. 

• A projection  of  an  ideal  medical 
program  for  which  abundant  per- 
sonnel and  finances  would  be  avail- 
able. 


• An  evaluation  of  the  ideal  pro- 
gram in  terms  of  what  is  now  avail- 
able and  what  should  be  available 
in  five  years  and  ten  years  if  the 
projected  plans  are  carried  out. 

• Submission  of  a realistic  plan 
for  the  Susquehanna  Valley  Region- 
al Medical  Program.  Plans  must  be 
completed  before  June  30,  1969 
and  the  program  should  be  opera- 
tional by  that  time. 


Fig.  1 Shaded  area  notes  the  twenty-four  Pennsylvania  counties  covered  by 
the  Susquehanna  Valley  Regional  Program 
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Steps  have  already  been  taken  to 
set  up  a series  of  local  and  regional 
committees  which  will  compile  re- 
ports on  facilities  in  their  areas  and 
chart  plans  for  improvement.  Actual 
plans  will  result  from  the  work  of  the 
local  committees  and  will  be  reviewed 
by  an  advisory  group.  The  local  com- 
mittees will  be  staffed  by  representa- 
tives of  health  and  medical  agencies 
as  well  as  informed  citizens  and  will 
compile  reports  on  education,  re- 
sources, communications,  manpower 
and  other  related  subjects  in  their 
specific  areas.  A total  of  eight  com- 
mittees will  be  formed  on  the  regional 
level  and  will  be  charged  with  the  re- 
sponsibility for  planning  area  medical 
programs.  For  maximum  flexibility 
and  broad  representation  from  all 
over  the  Susquehanna  Valley,  the  re- 
gion will  be  split  into  four  areas  of 
operation  and  these  areas  will  be 
further  supported  by  the  local  com- 
mittees. 

The  planning  phase  of  the  regional 
medical  program  will  fall  into  three 
stages:  the  termination  of  existing 

health  care  patterns;  the  development 
of  a master  pattern  which  would  pro- 
vide the  ultimate  in  knowledge  and 
services;  and  the  development  of  a 
plan  to  establish  realistic  patterns  based 
on  the  availability  of  money  and  per- 
sonnel. 

The  final  program  will  be  the  re- 
sponsibility of  a 15-man  advisory 
group  whose  current  members  are 
noted  in  the  accompanying  box. 


ADVISORY  GROUP  MEMBERS 

Raymond  C.  Grandon,  M.D.  (Chairman),  Secretary,  Dauphin  County 
Medical  Society,  131  State  Street,  Harrisburg,  Pa.  17101. 

Thomas  W.  Georges,  Jr.,  M.D.,  Secretary  of  Health,  Commonwealth  of 
Pennsylvania,  Room  802,  Health  & Welfare  Building,  Harrisburg, 
Pa. 

John  H.  Harris,  Sr.,  M.D.,  President-Elect,  Pennsylvania  Medical  So- 
ciety, 1301A  North  Second  Street,  Harrisburg,  Pa.  17102. 

George  T.  Harrell,  M.D.,  Dean,  Hershey  Medical  Center,  P.O.  Box  Y, 
Hershey,  Pa.  17033. 

Charles  H.  Brim  field,  D.O.,  633  South  George  Street,  York,  Pa. 

Ellsworth  R.  Browneller,  M.D.,  Administrator,  Geisinger  Medical  Center, 
Danville,  Pa.  17821. 

W.  H.  Burgin,  M.D.,  Vice-President,  Pennsylvania  Tuberculosis  and 
Health  Society,  315  Third  Street,  New  Cumberland,  Pa. 

William  E.  Chamberlain,  D.D.S.,  73  Chestnut  Street,  Lewistown,  Pa. 
17044. 

Raymond  R.  Curanzy,  M.D.,  Past-President,  Pennsylvania  Heart  Associa- 
tion, 39  East  Maple  Street,  Palmyra,  Pa. 

Mr.  Charles  F.  Ferguson,  Director,  Community  Services  Activities,  State 
AFL-CIO  Headquarters,  227  North  Front  Street,  Harrisburg,  Pa. 

John  H.  Harris,  Jr.,  M.D.,  Trustee,  Pennsylvania  Division,  American 
Cancer  Society,  909  Glendale  Court,  Carlisle,  Pa. 

Mr.  Thomas  J.  Monaghan,  Mayor  of  Lancaster,  Municipal  Building,  120 
North  Duke  Street,  Lancaster,  Pa.  17604. 

Claude  E.  Nichols,  M.D.,  1727  North  Sixth  Street,  Harrisburg,  Pa. 

Robert  L.  Evans,  M.D.,  Director  of  Medical  Education,  York  Hospital, 
George  Street  and  Rathton  Road,  York,  Pa.  17403. 

Mr.  Clinton  R.  Weidner,  Judge,  Court  of  Common  Pleas,  Court  Chamber 
No.  2,  Court  House,  Carlisle,  Pa. 


Geisinger  Medical  Center  Officials 
welcome  some  of  the  speakers  at  the 
northeast  regional  meeting  of  the 
American  Association  of  Medical 
Clinics  held  at  the  Danville,  Penn- 
sylvania institution.  Left  to  right  are: 
Leonard  F.  Bush,  M.D.,  chief  of  staff; 
Dr.  Walter  I.  Buchert,  medical  direc- 
tor; George  T.  Harrell,  M.D.,  dean 
of  The  Milton  S.  Hershey  Medical 


School,  The  Pennsylvania  State  Uni- 
versity; John  D.  Porterfield,  M.D., 
director  of  the  Joint  Commission  on 
Accreditation  of  Hospitals;  Charles 
C,  Edwards,  M.D.,  director.  Division 
of  Socio-Economic  Activities  of  the 
American  Medical  Association;  and 
George  T.  R.  Fahlund,  M.D.,  chair- 
man of  the  local  arrangements  com- 
mittee. 


Educational  and  Scientific 
Trust  Results 

PMS  members  can  take  justifiable 
pride  in  the  tangible  results  of  the  al- 
location of  part  of  the  annual  dues  to 
the  Educational  and  Scientific  Trust. 
Thanks  to  the  allocated  portion  and 
to  gifts,  thirty-seven  students  were  able 
to  complete  their  medical  school  edu- 
cation and  become  graduates  of  the 
class  of  '67.  These  students  overcame 
financial  hurdles  with  Trust  aid  total- 
ing $92,091:  $30,900  in  non-repay- 

able  scholarships  and  $61,191  in  loans. 

In  addition,  nine  '61  paramedical 
graduates  received  a total  of  $9,236 
in  scholarships  and  loans. 

The  total  aid  of  $101,327  takes  on 
greater  significance  in  view  of  the  con- 
tinuing use  of  a major  portion  of  the 
money  as  loan  repayments  are  made. 
James  Z.  Appel.  M.D..  Chairman  of 
the  Trust,  has  a point  in  saying:  "A 
gift  to  the  Educational  and  Scientific 
Trust  is  truly  one  that  keeps  giving.” 
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PMS  Calendar 

ANNUAL  SESSION 

Session  67 
September  27-30 

Business  Sessions:  Belle vue-Stratford  Hotel 

Scientific  Program:  Sheraton  Hotel 
Philadelphia 

1968 

October  7-12 

Penn-Sheraton  Hotel,  Pittsburgh  (119th) 

1969 

October  12-18 

Sheraton  Hotel,  Philadelphia  (120th) 

1970 

October  11-17 

Penn-Sheraton,  Pittsburgh  (121st) 

1971 

October  10-16 

Bellevue-Stratford  Hotel,  Philadelphia  (122nd) 

TENTATIVE 

OFFICER'S  CONFERENCE 

1968 

April  25-26 

1969 

April  24-25 

1970 

April  16-17 

1971 

April  22-23 

1972 

April  27-28 

BOARD  MEETING 

1967 

August  9-10  Headquarters  Building 

September  26-27  Sheraton  Hotel,  Philadel- 
phia (Convention) 

1968 

January  17-18  Headquarters  Building 

March  20-21  Headquarters  Building 

May  15-16  Headquarters  Building 

August  14-15  Headquarters  Building 

AMA 

CLINICAL  CONVENTION 

1967 

November  26-29 
Houston,  Texas 

1968. 

December  1-4 
Miami  Beach,  Florida 

1969: 

November  30-December  3 
Denver,  Colorado 

1970: 

November  29-December  2 
Boston,  Massachusetts 

AMA 

ANNUAL  CONVENTION 

1968: 

June  16-20 

San  Francisco,  California 

1969: 

June  22-26 

New  York  City,  New  York 

1970: 

June  21-25 
Chicago,  Illinois 

WELCOME,  NEW  MEMBERS 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

Ronald  A.  Chez,  M.D.,  Magee  Womens  Hospital,  Pitts- 
burgh 15213. 

James  D.  Shea,  M.D.,  410  Brunner  Drive,  Monroeville 
15146. 

Carlo  Sirri,  M.D.,  Mayview  State  Hospital,  Bridgeville 
15017. 

Mario  Ludmer,  M.D.,  4725  McKnight  Road,  Pittsburgh 
15237. 

DAUPHIN  COUNTY: 

John  A.  Bowman,  M.D.,  1001  North  Front  Street,  Harris- 
burg 17102. 

Anthony  E.  Maas,  M.D.,  Polyclinic  Hospital,  Harrisburg 
17105. 

Bryce  L.  Munger.  M.D.,  500  University  Drive,  Hershey 
17033. 

Richard  J.  Pawelski,  M.D.,  Polyclinic  Hospital,  Harris- 
burg 17105. 

DELAWARE  COUNTY: 

Anne  K.  Adams,  M.D.,  607  East  Manoa  Road,  Havertown 
19083. 

MONTGOMERY  COUNTY: 

David  T.  Reed,  M.D.,  500  Willow  Avenue,  Ambler  19002. 

NORTHUMBERLAND  COUNTY: 

Edward  J.  Howell,  M.D.,  50  North  Hickory  Street,  Mt. 
Carmel  17851. 

PHILADELPHIA  COUNTY: 

Robert  W.  Crichlow,  M.D.,  3400  Spruce  Street,  Phila- 
delphia 19104. 

Wilbur  H.  Strickland,  M.D.,  1507  Girard  Avenue,  Phila- 
delphia 19130. 

Victor  L.  Stotka,  M.D.,  137  Eaton  Way,  Cherry  Hill. 
New  Jersey  08034. 

WARREN  COUNTY: 

Lawrence  M.  Gilford,  M.D.,  623  Conewango  Avenue, 
Warren  16365. 

YORK  COUNTY: 

Leon  P.  Andrews,  M.D.,  York  Hospital,  York  17403. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Wanted — House  physician  for  201- 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Internist  and  psychiatrist  or  general 
practitioner  interested  in  psychiatry 

wanted  for  a modern  95 1 -bed  psy- 
chiatric hospital,  with  progressive  treat- 
ment and  research  programs;  salary  up 
to  $20,585,  depending  upon  qualifica- 
tions; excellent  fringe  benefits;  licen- 
sure in  any  state  and  citizenship  re- 
quired; relocation  expenses  paid;  equal 
opportunity  employer.  Contact  Direc- 
tor, VA  Hospital,  Leech  Farm  Road, 
Pittsburgh,  Pa.  15206. 

Anesthesiologist  Wanted — Board 
certified  or  eligible  to  join  two  anes- 
thesiologists in  a multispecialty  clinic 
and  320-bed  hospital.  Approved  resi- 
dency program  and  Nurse  Anesthesia 
School.  Opportunities  for  teaching  and 
research.  Liberal  salary  and  excellent 
fringe  benefits.  Write:  Ethem  Y. 

Kuzucu,  M.D.,  Chief,  section  of  anes- 
thesiology, Guthrie  Clinic,  Sayre,  Pa. 
18840. 

Excellent  career  opportunities  for 
physicians  for  immediate  placement. 
Internist,  certification  desirable,  on 
large  active  medical  service.  Two  prac- 
titioners for  placement  on  psychiatric 
and  geriatric  wards.  Hospital  affiliated 
with  IcfFerson  Medical  College.  Resi- 
dencies approved  in  psychiatry  and 
neurology.  Training  and  research  pro- 
grams available.  Non-discrimination 
in  employment.  Write:  Director,  VA 
Hospital,  Coatesville,  Pa.  19320. 

Large  western  Pennsylvania  indus- 
trial plant  seeks  physician  with  several 
years  experience,  preferably  internal 
medicine.  Salary  open;  excellent  fringe 
benefits.  Write  Department  506,  Penn- 
sylvania Medicine. 

Radiology  Group  desires  additional 
member.  Pittsburgh  area,  hospital  and 
office  practice.  Remuneration  and 
type  association  negotiable.  Peter  Felt- 
well,  M.D.,  601  Jenkins  Building, 
Pittsburgh,  Pa.  (412)  281-0965.  Call 
collect. 


Wanted:  Physicians  (General  Prac- 
titioners, Pediatricians,  Psychiatrists 
and  Neurologists)  for  full-time  staff 
appointment  in  a large  residential  treat- 
ment, training,  and  research  center  for 
the  mentally  handicapped.  To  provide 
medical  care  and  treatment  with  op- 
portunities for  academic  research  proj- 
ects in  mental  retardation,  neurology, 
pediatrics,  and  psychiatry.  Institu- 
tion is  located  30  miles  from  Phila- 
delphia where  five  medical  schools 
and  many  colleges  could  be  consulted 
in  research  activities.  Academic  ap- 
pointments are  available.  Salary  range: 
$14,657-$22,678 — depending  on  qual- 
ifications. Contact:  Superintendent, 
Pennhurst  State  School  and  Hospital, 
Spring  City,  Pennsylvania  19475. 

Occupational  Medicine — Opportu- 
nity for  career  in  occupational  medi- 
cine with  large  corporation.  Multiple 
locations.  Salary  plus  fringes.  Im- 
mediate opening  in  southwestern  Penn- 
sylvania. Give  short  resume.  Write 
Department  502,  Pennsylvania  Medi- 
cine. 

Medical  Director  for  community 
health  center.  For  details  address  in- 
quiries and  biography  to  Eugene  A. 
Conti,  M.D.,  Pittsburgh  Hospital, 
Pittsburgh,  Pa.  15206. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital.  Titusville,  Pa.  Area  Code 
814-822-2291. 


Wanted — General  Practitioner.  Two 

young  practitioners  would  like  third 
to  join  partnership.  Adequate  working 
space  and  equipment  for  three  physi- 
cians in  attractive  new  office  building. 
Located  in  Pocono  Mountains  resort 
area,  approximately  15,000  residents, 
200-bed  open  staff  hospital,  in  rapidly 
growing  community.  Visit  or  call  for 
further  information.  E.  J.  Lilli,  M.D., 
R.  B.  Molina,  M.D.,  322  Park  Ave- 
nue, Stroudsburg,  Pa.  (717)  421-6545. 

Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

General  Practitioner  or  Internist 
needed:  Attractive,  friendly,  rural  non- 
farm upstate  New  York  area,  popula- 
tion 6,200.  New  office  space  available 
soon.  Nearest  hospital,  urban  area,  15 
miles.  Excellent  schools,  good  place 
to  raise  children.  Write  Mrs.  Harold 
Bartz,  R.D.  1,  Newark  Valley,  N.Y. 
13811,  or  call  (607)  642-3661. 

Wanted — Radiologist  for  201 -bed 
hospital,  accredited  by  J.C.A.H.,  west- 
ern Pennsylvania.  Submit  curriculum 
vitae  with  initial  letter.  Write  Depart- 
ment 507,  Pennsylvania  Medicine. 

House  Physician — Full  time,  for  200 
bed  hospital.  Pennsylvania  licensure 
required.  $15,000  per  year.  For  de- 
tails, contact  Norman  W.  Skillman, 
Director,  The  Chester  County  Hospital, 
West  Chester,  Pennsylvania. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hos- 
pital. Liberal  vacation,  health  bene- 
fits and  retirement  plan.  Salary  de- 
pendent on  qualifications.  U.S.  citizen- 
ship preferred,  and  license  any  state 
required.  Write  to  Hospital  Direc- 
tor, Veterans  Administration  Hospital, 
Altoona,  Pennsylvania  16603. 

Emergency  Department  Physicians 

— Pennsylvania  License  required,  40 
hour  week,  $2,000  monthly  guar- 
anteed, P.E.D.S.A.,  Rochester  Gen- 
eral Hospital,  Rochester,  Pennsylvania. 

Wanted — Plant  Physician.  Full  time 
— for  large  industrial  plant  in  Pitts- 
burgh area.  Good  working  conditions 
— excellent  fringe  benefits — salary  de- 
pending on  qualifications.  Give  short 
resume.  Write  Department  508,  Penn- 
sylvania Medicine. 


OFFICE  SPACE  AVAILABLE 


Spacious  redecorated  home,  corner 
of  Ridgway  and  Broadhead  Avenue, 
East  Stroudsburg,  Penna.;  wired  for 
offices  and  residence.  Foyer  with 
closet,  kitchen,  dining,  living  room; 
three  bedrooms,  IV2  baths,  full  base- 
ment and  third  floor.  Oil  fired  hot 
water  heat;  large  corner  lot  with  ga- 
rage. Church,  college,  hospital  immedi- 
ate area.  Inquire  of  LTC  P.  M. 
Fellencer,  Park  Road.  Box  19, 
Stroudsburg,  Pa.  18360. 


Physician's  suite,  furnished.  Es- 
tablished location  opposite  hospital  on 
street  level.  Area  population  16,000. 
Exclusive  residential  district.  Contact 
Mrs.  H.  C.  Peterson,  204  West  Main 
Street,  Ligonier,  Pa.  Phone  238-9749. 

Monroeville,  Pa.  New  clinic-type 

building  to  be  completed  in  July  or 
August.  Two  suites  available.  Two 
established  dentists  already  leased.  Fast 
start  assured.  Ample  parking,  carpeted, 
air  conditioned,  central  hi-fidelity  mu- 
sic, extras.  Call  (412)  372-5105. 


A LIBRARY  right  in  your  own  office! 

The  State  Society  maintains  a library  service  for  its  member  physicians  . . . 

The  search  of  specific  articles  or  factual  data  relating  to  recent  developments  in 
the  field  of  medicine  is  done  by  the  Hershey  Medical  Center  Library  and 
by  the  Pennsylvania  Medical  Society  as  a membership  service. 

YOU  HAVE  THE  OPPORTUNITY  TO  USE  THIS  SERVICE 
AS  AN  EXTENSION  OF  YOUR  OFFICE. 


PRACTICES  AVAILABLE 


Unusual  opportunity  for  ambitious 

GP  to  take  over  long  established  active 
general  practice  within  three  miles  of 
the  new  Hershey  Medical  Center.  OB 
optional.  James  M.  Keiter,  M.D., 
Campbelltown,  Pa.  17010  (717)  838- 
2463. 

Fine  Opportunity — General  practice 
in  mid-eastern  Pennsylvania.  Separate 
but  cooperative  practice  with  two  other 
generalists  assures  family,  vacation, 
study  time.  Beautiful  offices.  Attrac- 
tive location  with  excellent  hospital 
connections.  Phone  (717)  385-1522 
or  (717)  385-3826. 


FOR  SALE 


For  Sale  or  Rent:  Due  to  recent 
death.  Eye  Ear  Nose  and  Throat  equip- 
ment and  instruments.  Established 
thirty-four  years  in  central  Pennsyl- 
vania. Contact:  Mrs.  Harry  G. 

Shaffer,  225  Cherry  Street,  Clear- 
field, Pa.  Phone  765-4313. 


TO  SPEED  YOUR  SERVICE  . . . 

• Write  direct  to  the  Hershey  Medi- 
cal Center  Library  about  your  re- 
quest. Indicate  that  you  are  a PMS 
member. 

• Indicate  if  you  want  a specific  arti- 
cle, general  information,  diagnostic 
or  therapy  of  a specific  disease. 


The  various  sources  available  to  the 
library  will  be  searched  and  you  will 
be  provided  with  photocopies  which 
you  may  keep  for  your  own  scientific 
file. 


Address  requests  to: 


The  next  time  . . . 

You  have  a medical  question,  try  your 
PMS  library  service  for  a quick,  free, 
quality  answer. 


PENNSYLVANIA  MEDICAL  SOCIETY 
Service 

Hershey  Medical  Center  Library 
Hershey,  Pa.  17033 
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In  My  Opinion  . . 


Time  For  A Change 
Of  Life 

In  the  era  of  saber-toothed  tigers,  mastodons  and  the  survival  of 
the  most  fit,  it  was  probably  rare  for  a specimen  of  man  to  survive 
to  age  fifty  and  perhaps  the  female  never  achieved  this  age.  Nowhere 
else  in  the  animal  kingdom  does  the  female  find  herself  bereft  of 
ovarian  hormone  before  death.  It  would  almost  appear  that  Mother 
Nature  is  trying  to  rectify  this  shortsightedness.  Menopause  now 
averages  to  fifty-one  years  of  age.  Our  biochemists  have  determined 
that  the  sex  hormones  can  no  longer  be  relegated  simply  to  a sexual- 
reproductive  role  but  must  be  regarded  as  steroid  chemicals  which, 
with  their  intermediary  products,  are  involved  in  the  metabolism  of 
every  living  cell.  Even  after  we  began  to  appreciate  the  intracellular 
chemistry  of  circulating  Estrin,  most  of  us  were  loathe  to  ignore  the 
teachings  of  medical  school,  namely,  that  there  is  one  strain  of  mouse 
which,  when  given  large  continuous  doses  of  Estrin  eventually  develops 
mammary  cancer  and  hence,  in  humans,  the  hormone  should  only  be 
replaced  for  short  periods  to  alleviate  severe  menopausal  symptoms. 

As  the  importance  of  significant  Estrin  became  established,  it  was 
also  important  that  the  profession  should  be  so  informed  of  carcino- 
genic effects  in  the  human.  Apparently,  there  have  always  been  numer- 
ous women  miserable  enough  to  risk  the  drug  and  doctors  to  prescribe 
it  for  prolonged  periods.  Significant  recent  studies  show  that  the 
Estrin-restored  female  does  far  better  in  all  areas  of  health  and  may 
even  enjoy  a slightly  reduced  incidence  of  malignancy  in  those  organs 
under  Estrin  influence.  The  controversy  started  by  a strain  of  mouse 
would  seem  to  have  been  laid  to  rest. 

Encountering  patients’  resistance  to  the  idea  of  Estrin  replacement 
is  completely  understandable,  since,  up  to  a few  years  ago,  we  all 
shared  their  fears.  Nature’s  way  is  usually  best,  but  not  always.  When 
teeth  fall  out,  we  replace  them.  When  the  pituitary,  thyroid,  parathy- 
roids, adrenals  and  islets  of  Langerhans  secrete  insufficient  hormone, 
we  correct  the  deficiency.  The  same  should  obtain  with  the  ovarian 
hormones.  All  our  colleagues  must  be  made  to  understand,  however, 
that  not  all  women  need  hormonal  replacement.  Some  are  fortunate, 
even  rarely,  unfortunate,  in  that  their  adrenals  and  sources  not  yet 
pinpointed  will  produce  significant  Estrin  for  as  long  as  they  may  live. 
Only  rarely  do  we  encounter  a woman  whose  ovaries  are  not  still 
secreting  demonstrable  Estrin  a year  or  so  following  menopause.  We 
now  have  at  hand  a simple  cytologic  smear  which  can  pretty  well 
document  the  absence  of  significant  Estrin,  the  Estrin  index.  More 
often,  simple  inspection  of  the  vulva  and  introitus  will  suffice.  Most 
women  have  cystic  breasts,  and  many  have  a history  of  breast  malig- 
nancy in  the  family;  yet  from  what  is  in  the  literature,  the  only  valid 
justifications  for  withholding  Estrin  are  the  history  of  a malignancy 
anywhere  in  the  body,  save  perhaps  for  a squamous  or  basal  cell 
carcinoma  of  the  skin,  and  otoschlerosis.  If  five  years  following  treat- 
ment for  malignancy  there  is  no  evidence  of  recurrence,  after  discussion 
with  the  patient  one  might  reconsider  hormonal  replacement.  Among 
medicine’s  finest  responsibilities  are  prevention  and  rehabilitation. 
Merely  increasing  longevity  is  not  one  of  them.  Surely,  anything  that 
can  be  done  to  slow  arteriosclerosis,  senility,  osteoporosis  and  osteo- 
arthritis or  to  reduce  the  incidence  of  stroke,  coronary  disease  and  hip 
fracture  should  be  shouted  from  the  roof  tops. 

In  view  of  what  we  now  know  about  the  human  female’s  need 
for  ovarian  steroids  and  the  irrefutable  evidence  for  the  safety  of 
cyclic  administration,  any  doctor  is  justified  in  advising  hormonal  re- 
placement to  the  patient  who  needs  it. 

Karl  F.  Rugart,  M.D.,  Philadelphia 

Excerpted  from  the  May  5,  1 967  Philadelphia  Medicine 
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Attributes  of  the  Amish  are  many 
and  include  honesty,  integrity,  hard 
work,  self-sustenance,  devotion  to  God. 
Jakob  Ammann,  a 17th  Century  Swiss 
Mennonite  Bishop,  organized  the  strict 
Amish  Sect,  and  many  of  his  follow- 
ers’ descendents  settled  in  Pennsyl- 
vania. For  centuries  they  farmed. 
They  were  good  to  the  land  and  the 
land  repaid  with  goodness. 

But  the  era  of  the  common  good  is 
diminishing  their  numbers.  Their  horse 
and  buggy  transportation  is  a hazard 
on  our  roads;  their  one-room  school- 
houses  jeopardize  our  school  system; 
their  independence  from  the  financial 
needs  of  disability  and  retirement  is 
contrary  to  our  Social  Security  System; 
their  desire  to  possess  and  farm  the 
land  hinders  our  industrial  and  com- 
munity development;  their  lack  of  need 
for  major  farm  equipment,  for  com- 
mercial seed,  fertilizer  and  pesticide, 
for  supermarket  shopping:  all  are  in- 
compatible with  modern  society. 

An  occult  force  demands  that  we 
consume  or  die  and  the  Amish  are 
not  consumers  in  our  sense  of  the 
word.  As  a whole,  they  are  and  have 
been  self-sustaining.  They  produce 
food  for  themselves  and  make  their 
clothing;  the  horse  and  the  mule  are 
their  machinery  and  transportation; 
genuine  neighborly  concern  prompts 
gatherings  for  purposes  such  as  barn- 
raising after  a fire  or  harvesting  for 
a disabled  neighbor.  They  have  no 
need  for  “outside”  interaction. 

I'm  fortunate.  I've  enjoyed  visiting 
the  Amish  in  their  homes.  I've  eaten 
dinners  with  them — dinners  accom- 
panied by  the  seven  sweets  and  seven 
sours  and  made  complete  with  home- 
made ice  cream  based  with  ‘cream 
from  the  barn  fresh.'  While  small  game 
hunting  on  their  farms  I've  traded 
pheasants  and  rabbits  for  the  country 
bologna  links  always  found  hanging 
in  the  farm  smokehouse. 

I've  chided  my  closest  neighbor 
when  in  conversation  he  noted:  “Your 
work  in  the  business  world  wonders 
me.  I never  learned  but  about  farm- 
ing.” There  are  probably  times  in 
all  our  lives  when  we  mumble  that 
perhaps  we  may  have  been  better  off 
had  we  ‘never  learned  but  about  farm- 
ing.’ 

The  Amish  are  leaving  the  scene. 
They  no  longer  fit.  Is  the  loss  theirs 
or  ours? — F.  G.  M. 
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American  Cancer  Society  Health  Education  Pamphlets 


The  American  Cancer  Society  realizes  the  important  role  the  physician  plays  in  health  education 
tring  his  clay  to  day  contact  with  patients.  To  help  you  fulfill  this  role  we  are  publishing  a list  of 
imphlets  on  cancer  and  health  checkups  which  are  suitable  for  waiting  room  distribution  and  for  per- 
nal  counseling. 

The  Society  maintains  this  group  of  pamphlets  and  keeps  them  up  to  date,  as  part  of  its  pro- 
ssional  and  public  education  programs.  Titles  are  listed  below: 


FOR  WAITING  ROOM  DISTRIBUTION 

(Available  in  Quantity) 

rsonal  Memo  BSE 
( Breast  Self-Examination ) 

You  Only  Knew 
(Pap  Test) 

nur  Defense  Against  Cancer  of  the  Mouth 
(Oral  Cancer) 
fe  Story 

(Colon  and  Rectum  Cancer) 
neer  Facts  for  Women 
ncer  Facts  for  Men 


Shall  I Smoke? 

(Jr.  High) 

I'll  Choose  the  High  Road 
(5th  and  6th  Grade  Smokers) 

The  Great  Imitators 
( Parents ) 

FOR  PERSONAL  COUNSELING 

(Available  in  Limited  Quantity) 
Cancer  of  the  Breast 


inse  in  the  Sun 
(Skin  Cancer) 
dave  a Secret  Cure 
( Quackery ) 

ur  Best  Cancer  Insurance 
ve  Your  Doctor  a Chance 
(Health  Checkups) 
ur  Health  and  Cigarettes 
(Adults ) 


Smoke  or  Not  to  Smoke 
( Sr.  High ) 


Cancer  of  the  Uterus 

Cancer  of  the  Genito-Ur inary  Tract 

Cancer  of  the  Colon-Rectum 

Cancer  of  the  Oral  Cavity 

Cancer  of  the  Skin 

Cancer  in  Children 

Cancer  of  the  Lung 

Answers  to  101  Questions  About  Cancer 
The  Hopeful  Side  of  Cancer 


If  you  would  like  a quantity  of  these  pamphlets  sent  to  you,  please  tear  out  this  page,  check  the  items 
i want,  write  your  name  and  address,  and  send  to: 


’ Sessional  Education  Director 

Tnsylvania  Division,  Inc.  (tour  name) 

uerican  Cancer  Society 

□.  Box  4175  ( Address ) 

Irrisburg,  Pa.  17111 

(City) 


Oi  call  or  write  your  local  American  Cancer  Society  office,  which  will  be  happy  to  supply  you  with 
rse  pamphlets  and  other  materials. 


PENNSYLVANIA  DIVISION 


PHILADELPHIA  DIVISION 


AMERICAN  CANCER  SOCIETY 


PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advance- 
<t  ot  the  Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer  So- 
anc!  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health. 


OWEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs,  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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IN  THIS  ISSUE: 


THE  INAPPROPRIATE  SECRETION  OF  ANTIDIURETIC  HORMONE 


The  pathogenesis  of  hyponatremia  is  explored  against  a back- 
ground discussion  of  the  secretion  of  antidiuretic  hormone. 

MEDICAL  TRAINING  FACILITIES  AND  MEDICAL  PRACTICE 
IN  PENNSYLVANIA 

A Joint  State  Government  Commission  report  on  Pennsylvania 
medical  education  in  the  medical  school  and  hospital. 
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whatever  their  color, 
shape,  or  size... 

Benadryl® 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  00867 
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HIGHLIGHTS 


Welfare  Secretary  Pledges  Efforts  for  Higher 
Fees,  Blue  Shield  as  Fiscal  Agent 


Thomas  W.  Georges,  Jr.,  M.D., 
Secretary  of  Public  Welfare  and  Act- 
ing Secretary  of  Health,  pledged  his 
efforts  to  obtain  the  payment  of  “rea- 
sonable charges”  for  physicians’  ser- 
vices provided  under  the  welfare  De- 
partment’s Medical  Assistance  Pro- 
grams. 

Dr.  Georges  also  stated  he  is  “ex- 
ploring vigorously”  the  possibility  of 
naming  Blue  Shield  as  fiscal  agent  for 
the  Programs. 

In  a letter  sent  to  all  physicians  last 
month  Dr.  Georges  noted:  “I  would 
like  to  commend  you  and  your  col- 
leagues for  the  service  you  have  so 
willingly  performed  over  the  years  to 
patients  covered  by  the  medical  assis- 
tance programs  of  the  Pennsylvania 
Department  of  Public  Welfare.  I 
pledge  to  you  my  deep  interest  in  as- 
suring high  quality  medical  care  in 
these  programs. 

“I  recognize  that  to  assure  such 
quality  it  is  necessary  for  us  to  pro- 
vide an  adequate  reimbursement  for 
your  service  and  to  encourage  broad 
participation  by  physicians  . . .” 

Dr.  Georges  went  on  to  point  out 
the  $1  increase  in  the  payments  for 
home  and  office  calls  instituted  last 
year,  and  broader  services  for  which 
payment  is  provided  under  the  ex- 

Vietnam  Volunteers  Grow 

Two  more  Pennsylvania  physicians 
left  in  mid-July  for  a sixty-day  period 
of  voluntary  service  in  Vietnam,  bring- 
ing to  thirteen  the  number  of  Penn- 
sylvania medical  doctors  who  have 
served  such  tours.  Of  the  thirteen, 
one  has  served  two  tours  of  duty.  The 
latest  physicians  to  leave  were  Daniel 
H.  Brooks,  M.D.,  of  Pittsburgh,  and 
David  G.  Young,  M.D.,  Philadelphia. 

Experiences  in  Vietnam,  a paper 
authored  by  Kelly  M.  Berkley,  M.D., 
Philadelphia,  will  be  featured  in  the 
September  issue  of  Pennsylvania 
Medicine. 


pansion  that  became  effective  July  1. 

With  the  July  1 expansion  of  ser- 
vices, Dr.  Georges  said  it  was  hoped 
there  could  be  an  accompanying  in- 
crease in  the  fees  paid  physicians  “so 
that  we  might  move  closer  to  a more 
ideal  payment  system.”  He  explained: 
“However,  sufficient  funds  are  not  now 
available  to  make  any  significant 
changes  in  fees  . . .” 

“The  continuing  efforts  now  are  con- 
cerned with  the  development  and  al- 
location of  sufficient  tax  monies  to 


THOMAS  W.  GEORGES,  JR.,  M.D. 


Concentrating  on  drug  program 
management  has  given  Pennsylvania 
one  of  the  lowest  prescription  costs 
in  the  country,  yet  has  provided  those 
under  its  care  a quality  of  pharma- 
ceutical service  second  to  none.  Al- 
though drug  costs  make  up  a relatively 
small  portion  of  welfare  health  ex- 
penditures, (approximately  7 percent), 
the  savings  made  in  Pennsylvania’s 
drug  program  have  been  widely  ac- 
knowledged. At  a time  when  non- 
drug costs  of  medical  care  were  ris- 
ing, Pennsylvania  reduced  drug  costs 
by  approximately  9 percent  or  one 
million  dollars,  and  maintained  a qual- 
ity program. 

The  Pennsylvania  Department  of 
Public  Welfare  found  no  single  “gim- 
mick” that  would  save  money  and  pro- 
vide adequate  care.  Our  formulary 
is  not  “generic.”  Although  there  are 
some  few  brand  name  products  I 
think  are  over  priced,  by  and  large, 
we  found  using  a quality  generic  pro- 
duct doesn’t  produce  savings  one  might 
expect.  In  fact,  before  Pennsylvania 
had  its  present  formulary  management 


provide  ultimately  for  an  improved 
reimbursement  system. 

“We  hope  this  can  be  accomplished 
in  a reasonable  period  of  time.  An- 
other moderate  step  toward  the  ulti- 
mate objective  of  paying  reasonable 
charges  should  follow  progressively. 
It  would  be  impossible  to  move  in  one 
step  from  the  present  payment  sched- 
ule to  the  payment  of  reasonable 
charges.  The  first  tangible  reimburse- 
ment should  be  the  start  of  a continu- 
ing process.” 


control,  we  were  often  charged  for 
the  higher  priced  generic  product. 

Pennsylvania’s  formulary,  unlike 
most,  was  designed  to  reflect  as  ac- 
curately as  possible  the  physician’s 
actual  prescribing  habits  and  includes 
about  90  percent  of  all  commonly  used 
drugs.  Its  purpose  is  to  facilitate  audit 
control,  not  to  dictate  drug  use.  Thus, 
the  formulary  is  open — it  can  im- 
mediately include  significant  new  medi- 
cation. Our  major  concern  is  that 
physicians  can  prescribe  the  quality 
drug  product  they  want.*  Our  for- 
mulary is  not  restrictive.  Restrictive 
formularies  engender  resistance  and 
evasion,  and  can  be  easily  circum- 
vented, often  with  good  reason,  since 
the  first  duty  of  the  health  profes- 
sionals is  to  the  patient,  not  the  wel- 
fare department. 

To  further  facilitate  audit  control, 
the  formulary  includes  the  price  on 
which  the  pharmacist  bases  his  mark- 


* In  some  instances,  prior  approval  is  re- 
quired. One  example:  prior  approval  is  required 
to  insure  anti-obesity  medications  are  used  for 
medical,  rather  than  cosmetic  purposes. 


How  Pennsylvania  Achieves  Low  Cost  In 
A Quality  Prescription  Welfare  Program 


Secretary  of  Public  Welfare;  Acting  Secretary  of  Health 


up.  (Where  prices  vary  among  pro- 
ducts with  the  same  active  ingredient, 
the  price  for  each  is  given  so  the  phy- 
sician will  be  aware  of  the  difference.) 
The  prices  are  established  to  allow  the 
small  pharmacy  a fair  return  yet  avoid 
creating  a bonanza  for  those  who  can 
get  volume  discounts  because  of  their 
size.  The  small  store  is  essential  in 
our  program  because  most  of  our 
clients  are  served  by  neighborhood 
stores  and  do  not  have  the  transporta- 


tion they  would  need  to  travel  to 
larger,  more  distant  stores. 

In  addition  to  the  audit  control  pro- 
vided by  the  formulary  and  its  pricing, 
the  Department  utilizes  an  effective 
field  control  program.  Its  two  investi- 
gators work  constantly  with  physicians 
and  pharmacists  to  help  avoid  errors 
and  over-utilization.  When  the  De- 
partment encounters  utilization  prob- 
lems, we  either  offer  guidance  or  turn 
the  problem  over  to  the  profession  in- 


volved. If  there  is  an  obvious  intent 
to  defraud,  we  take  appropriate  action. 
As  does  any  enforcement  body,  we 
hold  an  administrative  hearing  and,  if 
necessary,  prosecute. 

The  Department  continues  to  look 
for  ways  to  improve  its  drug  program 
both  in  quality  and  efficiency  of  ser- 
vice. As  in  the  past,  much  of  our  suc- 
cess rests  on  the  physicians  and  phar- 
macists of  Pennsylvania  whose  co- 
operation has  made  the  program  pos- 
sible. 


SESSION  '67 

ADVANCE  REGISTRATION  FORM 

Fill  out  form,  drop  in  envelope,  and  mail  today 

(Please  print) 

Name  

Address  

I am  a member  of  the  County  Medical  Society. 

I am  not  a member  of  the  Pennsylvania  Medical  Society.  My  pro- 
fessional association  is:  

□ Registration  for  Complete  Course 

(four  luncheons  included)  $30.00 

(Indicate  preference  each  day) 

Courses  Fireside 

Luncheons  - — — Course  A Conferences 

Wed.  1 Fri.  1 Bedside  Diagnosis  of  Cardio Wed.  1 

Wed.  2 Fri.  2 vascular  Disease  Wed.  2 

Wed.  3 Fri.  3 Course  B Wed.  3 

Wed.  4 Fri.  4 Emergency  Room  Techniques Wed.  4 

Fri.  5 Course  C 

Thurs.  1 Rheumatic  Diseases  in  In Thurs.  1 

Thurs.  2 Sat.  1 dustry  Thurs.  2 

Thurs.  3 Sat.  2 Course  D Thurs.  3 

Thurs.  4 Sat.  3 Bedside  Diagnosis  of  the  Col Thurs.  4 

Sat.  4 lateral  Use  of  Pulmonary 

Function  Laboratory 

□ Registration  for  Nurses  and  Paramedical  Seminar  . . $ 5.00 

□ Registration  for  separate  days  @ $10.00  each  day  . . 

Enclosed  is  my  check  to  cover  the  above  advance  reservations. 

COURSE  FEE:  $ 

STATE  DINNER:  Please  reserve  tickets  @ $10 

ea.  for  Annual  State  Dinner,  Friday,  September  29  . . 

TOTAL  $ 

Make  check  payable  to  Pennsylvania  Medical  Society  and  mail  with 
this  reservation  form  to: 

Pennsylvania  Medical  Society 
Taylor  Bypass  & Erford  Road 
Lemoyne,  Pennsylvania  17043 


.J 


Lilly  Cuts  Prices 

Prices  of  quinine,  quinidine,  and 
colchicine  products,  forced  upward  in 
recent  years,  have  been  cut  by  Eli 
Lilly  and  Company.  The  reductions 
are  approximately  10  percent  for  qui- 
nine formulations,  15  percent  for  quin- 
idine, and  16  percent  for  colchicine 
products. 


THIS  MONTH  see  page  67,  for  Part 
One  of  a preliminary  report  titled 
Medical  Training  Facilities  and  Med- 
ical Practice  in  Pennsylvania.  Find- 
ings by  the  Pennsylvania  Task  Force 
include  recommendations: 

■ That  the  Board  of  Trustees  of 
Woman’s  Medical  College  be  urged  to 
convert  the  Medical  School  under  its 
jurisdiction  into  a coeducational  insti- 
tution. 

■ That  all  medical  schools  be  urged 
to  accelerate  the  admission  process. 

■ That  the  report  titled  “Medical 
Training  Facilities  and  Medical  Prac- 
tices in  Pennsylvania,”  heretofore  sum- 
marized, be  made  available  in  printed 
form  to  the  members  of  the  General 
Assembly. 


NEXT  MONTH 

AGING,  ARTERIOSCLEROSIS  AND  ANTICOAGULANTS 

A consideration  of  the  relations  between  aging  of  organs  and  organisms  and  their 
supply  of  nutrition. 

EXPERIENCES  IN  VIETNAM 

A Philadelphia  physician’s  impressions  of  Vietnamese  medical  care  and  health  problems 
after  serving  for  two  months  as  a Volunteer  Physician  to  Vietnam. 


utre xin 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


© 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


, 

/ 


In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  lo  minimize  the  chance  of  constipation  or  taxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain* 
ful  gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


PENNSYLVANIA  MEDICINE 

© 1967  Pennsylvania  Medical  Society 

The  Pennsylvania  Medical  Journal 
Official  Publication  of  the  Pennsylvania  Medical  Society 


AUGUST,  1967 


VOLUME  70  NUMBER  8 


ORIGINAL  PAPERS 


INAPPROPRIATE  SECRETION  OF  ANTIDIURETIC  HORMONE 


John  F.  Aloia,  M.D. 


The  pathogenesis  of  hyponatremia  is  reviewed  against  a background  of  the  mechanisms 
for  ADH  secretion.  Page  37. 


DIAGNOSIS  OF  STREPTOCOCCAL  PHARYNGITIS 


Albert  I.  Holtz,  M.D. 


The  two  most  significant  and  practical  factors  in  the  diagnosis  of  this  disorder  are  the  phy- 
sician’s clinical  impression  and  a throat  culture.  Page  5 1 . 


CARCINOMA  OF  THE  LUNG  - OCCASIONAL  CHAMELEON  Wallace  T.  Miller,  M.D.  and 

Eugene  P.  Pendergrass,  M.D. 

Case  reports  of  three  patients  with  carcinoma  of  the  lung  who  presented  with  unusual 
radiographic  manifestations  are  discussed.  Page  54. 


BANDOL:  A CLINICAL  TRIAL 


George  L.  Jackson,  M.D. 


The  majority  of  patients  testing  this  new  oral  analgesic  found  relief  from  moderate  to  severe 
pain.  Page  61. 
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IN  EMPHYSEMA 


THE 

'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach— nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.  Phila Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 
(QUINIDINE  GLUCONATE  5 gr.) 
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Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  466-7 
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THIS  MONTH 


AMA  Insurance  Supported 


The  Pennsylvania  Delegation  to  the 
American  Medical  Association  voted 
unanimously  in  House  sessions  to  have 
the  AMA  make  every  effort  to  con- 
tinue the  disability  insurance  program 
without  change  in  the  present  eligibility 
provisions  and  premium/ benefit  struc- 
ture. Thomas  W.  McCreary,  M.D., 
Chairman  of  the  Delegation,  made  the 
following  statement  at  the  Reference 
Committee  Hearings:  “All  of  the  hun- 
dreds of  letters  from  Pennsylvania 
physicians  received  by  members  of  the 
Delegation  unanimously  favored  con- 
tinuation of  the  present  program 
without  change.  It  is  suggested  that 
the  carrier  be  an  insurance  company 


1966  Shows 

U.S.  Physician  Increase 

Another  8,596  licensed  physicians 
were  added  to  the  U.S.  medical  pro- 
fession in  1966,  according  to  a report 
by  the  American  Medical  Association’s 
Council  on  Medical  Education. 

As  of  December  31,  1966  there  were 
300,376  physicians  in  the  U.S.  The 
total  includes  243,391  licensed  physi- 
cians, a net  gain  after  deaths,  retire- 
ments, etc.,  of  3,768  licensed  physi- 
cians from  the  same  date  a year  earlier. 

The  figures  should  not  be  interpreted 
as  meaning  that  only  the  243,391  li- 
censed physicians  were  qualified  to 
take  care  of  patients.  Thousands  of 
physicians,  working  under  various 
medical,  educational,  and  military- 
service  permits — including  most  in- 
terns and  some  residents,  as  well  as 
military  and  other  government-service 
doctors — contribute  to  patient  care. 
AMA  records  indicate  that  as  of  De- 
cember 31,  1966  approximately  267,- 
000  physicians  were  involved  in  pa- 
tient care. 

The  AMA’s  65th  annual  report  on 
medical  licensure  statistics  appeared  in 
the  June  19  Journal  of  the  AMA. 

There  were  626  fewer  physicians 
receiving  their  first  license  in  1966  than 
in  1965.  There  were,  however,  685 
lore  than  the  total  newly  licensed  in 
1964. 

New  York  state  again  had  the  great- 
est number  of  new  physicians  receiv- 
ing their  first  license  ( 1 ,045 ) , and  Cali- 


which  feels  the  program  is  actuarially 
sound.  Therefore,  the  entire  Penn- 
sylvania Delegation  urges  the  Refer- 
ence Committee  to  report  favorably  on 
the  continuation  of  the  present  pro- 
gram.” 

The  Reference  Committee  Report 
presented  to  the  House  at  the  annual 
meeting  in  Atlantic  City  contained  the 
recommendation  of  the  Pennsylvania 
Delegation  which  unanimously  voted  to 
accept  it.  The  overwhelming  majority 
of  all  delegates  also  favored  the  Refer- 
ence Committee  Report.  Dr.  Mc- 
Creary thanked  Pennsylvania  phy- 
sicians for  their  interest  in  the  problem. 


fornia  was  second  (855).  However, 
California’s  total  was  down  190  from 
1965,  and  New  York’s  was  down  147. 
This  was  mainly  due  to  a decrease  in 
foreign-trained  physicians  receiving 
their  first  U.S.  license,  the  report  said. 

Six  additional  states  each  issued 
more  than  three  hundred  initial  li- 
censes in  1966 — Pennsylvania,  Ohio, 
Texas,  Maryland,  Illinois,  and  Michi- 
gan. With  the  exception  of  Texas 
(which  issued  379  licenses,  128  fewer 
than  in  1965)  each  state  issued  about 
the  same  number  as  in  the  preceding 
year. 

Flu  Warning  Issued 

The  U.S.  Public  Health  Service  has 
predicted  an  outbreak  of  A2  influenza 
this  winter  in  the  eastern  part  of  the 
nation.  Officials  said  the  low  incidence 
of  A2  in  the  1966-67  season  has  per- 
mitted a significant  increase  in  sus- 
ceptibility. Two  flu  vaccine  formula- 
tions will  be  available.  A new  bivalent 
vaccine  containing  only  contemporary 
A2  and  B strains  will  be  available  for 
general  use.  The  traditional  polyvalent 
vaccine  incorporates  older  strains  as 
well  as  newer  A2  and  B antigens  in 
order  to  stimulate  a broader  response. 
The  bivalent  vaccine  includes  greater 
amounts  of  A2  and  B than  is  possible 
in  the  polyvalent  vaccine  and  should 
provide  greater  protection  against  cur- 
rent strains  of  flu.  Annual  immuniza- 
tion is  not  indicated  for  all  individuals 
but  should  be  given  to  persons  known 


to  experience  high  mortality  from 
epidemic  influenza.  In  particular,  im- 
munization with  bivalent  vaccine  is 
recommended  for  persons  in  older  age 
groups  and  for  all  individuals  with 
chronic  illnesses  such  as  cardio- 
vascular, pulmonary,  renal  or  meta- 
bolic disorders.  Particular  attention  is 
recommended  for  patients  residing  in 
nursing  homes,  chronic  disease  hos- 
pitals and  comparable  environments 
where  the  disease  can  spread  rapidly. 
Immunization  should  begin  about  Oc- 
tober 1 and  should  be  completed  by 
early  December.  Persons  who  have  not 
been  vaccinated  since  July,  1963 
should  receive  a primary  immuniza- 
tion series  of  bivalent  vaccine.  The 
primary  series  consists  of  an  initial 
subcutaneous  dose  followed  by  a 
second  two  months  later.  Only  a single 
booster  of  bivalent  vaccine  is  neces- 
sary for  individuals  who  have  been 
vaccinated  as  recently  as  July,  1963. 
This  booster  is  best  given  in  early  De- 
cember, officials  suggested.  Use  of  the 
vaccine  is  contraindicated  in  persons 
hypersensitive  to  eggs  or  egg  products. 

AMA  Supports  Family 
Medicine  Specialty 

The  president  of  the  American  Med- 
ical Association  is  calling  on  all  mem- 
bers to  support  the  soon-to-be-launched 
specialty  of  family  medicine.  Milford 
O.  Rouse,  M.D.,  Dallas,  Texas,  in- 
cluded the  charge  in  his  address  to  the 
House  of  Delegates,  the  AMA’s  244- 
member  governing  body,  during  the 
annual  session  at  Atlantic  City. 

“The  American  Board  of  Family 
Practice,  soon  to  be  launched,  will 
need  sympathetic  understanding  by  all 
of  us,”  Dr.  Rouse,  a practicing  gas- 
troenterologist, said.  “We  owe  it  to 
the  new  specialists,  not  only  to  give 
them  our  support  during  their  years 
of  education  and  resident  training,  but 
to  help  them  find  the  best  place  to 
locate  and  help  give  them  access  to 
hospitals  in  the  communities  where 
they  practice.” 

The  move  to  create  a new  specialty 
of  family  medicine,  which  is  being 
spearheaded  by  the  American  Acade- 
my of  General  Practice,  is  well  under 
way  since  the  appearance  during  1966 
of  four  major  reports  pointing  to  the 
urgent  need  for  many  more  family- 
type  doctors. 
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Drixoral™ 


we  know 
that  you  won’t 
be  convinced 
until  you  try 

Drixoral 

yourself 

Most  oral  decongestants  produce  adequate  or  good  results 
in  most  patients  with  rhinitis  and  other  U.R.I.  disorders. 

An  oral  decongestant's  bid  for  superiority 
must  be  justified  by  a demonstrated  increase  in  excellent 
results  in  more  patients.  And  that  is  exactly  what 
double-blind  and  crossover  studies  have  indicated 
about  a coming  entry  into  the  oral  decongestant  field  from  Schering 


tewy 


available 
from  Schering 
next  month 
Drixoral" 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains 
dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

but  you  can 
try  it 
sooner 


More  details 
on  Drixoral  and 
this  mechanical  man 
next  month. 


Next  month,  you  will  be  able  to  prescribe 
DRIXORAL  Sustained-Action  Tablets  twice  daily  for 
24-hour  relief  of  upper  respiratory  mucosal  congestion 
in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sinusitis, 
eustachian  tube  blockage,  and  secretory  otitis  media. 


BUSINESS 
REPLY  MAIL 


No  postage  necessary  if 
mailed  in  the  United  States 
Postage  will  be  paid  by 


SCHERING  CORPORATION 
P.O.  BOX  1133 
UNION,  NEW  JERSEY  07083 


FIRST  CLASS 
Permit  No.  98 
Union,  N.J. 


Dept.  T 


Scherlng 

introduces 

Drixoral 


Double-blind 
and  crossover  studies1 1 
show  superior  results 
with  an 

oral  decongestant, 
but... 


see 

previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral" 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains  dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

Clinical  considerations:  Contraindications— DRIXORAL  should 
not  be  given  to  children  under  12  years  of  age.  Until  animal 
studies  support  the  safety  of  this  preparation  for  use  during 
gestation,  DRIXORAL  should  not  be  administered  to  preg- 
nant women.  Precautions  — Although  isoephedrlne  causes 
practically  no  pressor  effect  In  normotensive  individuals,  it 
should  be  used  with  caution  In  patients  with  hypertension, 
coronary  artery  disease  and  hyperthyroidism.  Dexbromphenir- 
amine maleate  may  cause  infrequent  and  usually  mild  drows- 
iness; should  this  occur,  the  patient  should  not  engage  in 
mechanical  operations  that  require  alertness.  Side  effects  - 
Mild  drowsiness  has  been  observed  in  occasional  patients 
receiving  DRIXORAL.  Although  very  infrequent  complaints 
suggestive  of  sympathomimetic  side  effects  have  been  noted, 
possible  side  effects  of  sympathomimetic  origin  include  anxi- 
ety, tension,  restlessness,  nervousness,  tremor,  weakness, 
Insomnia,  headache,  palpitation,  tachycardia,  angina,  eleva- 
tion of  blood  pressure,  sweating,  mydriasis,  anorexia,  nau- 
sea, vomiting,  dizziness,  constipation,  and  dysuria  due  to 
vesical  sphincter  spasm.  For  more  complete  details,  consult 
package  insert  or  Scherlng  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department, 

Union,  New  Jersey  07083. 
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See  last  page  of  advertisement  tor  clinical  considerations. 


M.D.’s  in 
The  News 


Robert  H.  Witmer,  M.D.,  Lancaster, 
has  been  cited  by  the  American  Medi- 
cal Association  for  his  civilian  volun- 
teer service  in  Vietnam.  Dr.  Witmer 
was  in  Vietnam  twice,  serving  with 
Medico-Care  teams,  once  in  1963  and 
again  in  1964. 


Claude  F.  Light,  M.D.,  Assistant 
clinical  professor  of  family  and  com- 


DR. LIGHT 


munity  medicine 
at  the  Pennsyl- 
vania State  Uni- 
versity College  of 
Medicine  at  Her- 
shey  has  been 
elected  president 
of  the  South  Cen- 
tral Chapter  of 
the  Pennsylvania 
Academy  of  Gen- 
eral Practice. 


Paul  Gross,  M.D.,  director  of  Re- 
search Laboratory,  Industrial  Hygiene 
Foundation,  Pittsburgh,  was  given  the 
Adolph  G.  Rammer  Merit  in  Author- 
ship Award  at  the  Industrial  Medical 
Association’s  52nd  annual  meeting. 
The  presentation  was  made  by  David 
Minard,  M.D.,  chairman,  department 
of  occupational  health,  Graduate 
School  of  Public  Health,  University 
of  Pittsburgh. 


Albert  P.  Seltzer.  M.D..  Philadel- 


phia, was  honored 


DR.  SELTZER 


by  St.  Luke’s  and 
Children’s  Medi- 
cal Center  by  a 
banquet  held  at 
the  Barclay  Hotel, 
where  an  unveil- 
ing of  his  portrait 
took  place.  The 
portrait,  presented 
by  the  medical 
staff,  will  be 
placed  in  the  hos- 
pital lobby. 


Roknedin  Zolfaghari,  M.D.,  Phil- 
adelphia, has  been  certified  by  the 
American  Board  of  Surgery  as  a diplo- 
mate  of  the  Board. 


Thomas  F.  Fletcher,  M.D.,  Camp 
Hill  has  been  named  director  of  pedi- 
atric education  at  Harrisburg  Hospital. 
He  will  be  in  charge  of  establishing 
and  coordinating  training  programs 
for  interns  and  residents  working  in 
the  hospital’s  pediatrics  department 
and  will  be  involved  in  related  post- 
graduate courses. 

AUGUST,  1967 


George  E.  Martz,  M.D.,  Harris- 
burg, is  the  recipient  of  the  Penn- 
sylvania Academy 
of  Ophthalmology 
and  Otolaryngol- 
ogy Distinguished 
Service  Award. 
The  academy 
awarded  distin- 
guished service  ci- 
tations to  Charles 

L.  Wilbar,  Jr., 

M. I).,  Camp  Hill, 
former  state  sec- 
retary of  health,  and  Francis  Adler, 
M.D.,  Philadelphia. 

John  S.  Wheeler,  M.D.,  Allentown, 
has  been  elected  to  fellowship  in  the 
American  Academy  of  Pediatrics. 

Robert  E.  Wertz,  M.D.,  Altoona, 
has  been  notified  of  certification  by 
the  American  Board  of  Surgery.  Dr. 
Wertz  is  a member  of  the  general 
surgery  staff  of  Altoona  Hospital. 

Barbara  Bostoek  Bell,  M.D.  and 
William  R.  Bell,  M.D.  have  been 
awarded  postdoctoral  fellowships  from 
the  Fulbright  Foundation  and  the  Na- 
tional Institutes  of  Health  to  study  the 
causes  of  heart  muscle  diseases.  The 
couple  will  perform  their  research  at 
Hammersmith  Hospital,  London,  En- 
gland. 

William  Likoff,  M.D.,  Philadelphia, 
has  been  elected  president  of  the 
American  College  of  Cardiology.  Dr. 
Likoff  is  director  of  Hahnemann  Hos- 
pital’s Cardiovascular  Research  Insti- 
tute and  associate  editor  of  Diseases 
of  the  Chest. 

John  T.  Dickinson,  M.I).,  Pitts- 
burgh, has  been  elected  president  of 
the  Pennsylvania  Academy  of  Oph- 
thalmology and  Otolaryngology  at  the 
association’s  annual  convention.  Har- 
old G.  Scheie,  M.D.,  Philadelphia,  was 
chosen  president-elect  and  will  take 
office  in  1968.  Also  elected  were: 
Bernard  J.  Ronis,  M.D.,  Philadelphia, 
first  vice  president;  Herbert  J.  Bach- 
arach,  M.D.,  Clearfield,  second  vice 
president;  Harry  R.  Morse,  M.D., 
Danville,  third  vice  president. 


DR.  DICKINSON 


DR.  SCHEIE 


F.  W.  Davison,  M.D.,  Danville,  pre- 
sented a paper  entitled  Inflammatory 
Diseases  of  the  Larynx  of  Infants  and 
Small  Children  at  the  88th  annual 
meeting  of  the  American  Laryngologi- 
cal  Association  in  Montebello,  P.Q., 
Canada.  Dr.  Davison  is  senor  con- 
sultant in  the  department  of  otolaryn- 
gology at  the  Geisinger  Medical  Cen- 
ter, Danville. 

Matthew  H.  Moore,  M.D.,  Phila- 
delphia, has  been  elected  to  member- 
ship in  the  Society  of  Biological  Psy- 
chiatry at  its  annual  meeting. 

Howard  Balin,  M.I).,  Philadelphia, 
has  received  a grant  from  the  Office 
of  Education,  HEW,  in  the  sum  of 
$31,000  for  continuation  of  his  re- 
search study  on  Cross  Media  Evalua- 
tion Involving  Television  and  Photog- 
raphy in  the  Teaching  of  Pelvic  En- 
doscopy. 

Edward  M.  Sewell,  M.I).,  has  been 
named  director  of  a new  division  of 
chest  diseases  at 
The  Children’s 
Hospital  of  Phil- 
adelphia. The  di- 
vision will  con- 
duct intensive 
pulmonary  re- 
search  and  treat 
patients  who  suf- 
fer from  various 
chest  diseases. 


DR.  SEWELL 


Robert  Brown,  M.D.,  mayor  of 
Waynesboro,  was  honored  recently 
with  a plaque  commemorating  his  fifty 
years  of  service  as  a physician.  The 
award  was  presented  by  the  Franklin 
County  Medical  Society. 

The  following  physicians  have  been 
elected  or  re-elected  to  the  American 
Academy  of  General  Practice:  Emil 
T.  Niesen,  Honesdale;  Theodore  C. 
Klein,  DuBois;  Philip  H.  Minnick, 
Charles  E.  Schlager,  George  H.  Hoer- 
ner,  James  H.  Davis,  Dean  S.  Hoover, 
all  of  York;  Luke  K.  Remley,  Spring 
Grove;  James  R.  Miller,  Hanover; 
Reginald  B.  Gemmill,  Stewartstown; 
Albert  Louis  Grasmick,  New  Oxford; 
George  F.  Kresak,  Johnstown;  Helen 
Louise  Heim,  Chambersburg;  David 
E.  Litrenta,  Dover;  Richard  C.  Pearce, 
Allentown;  Luther  M.  Whitcomb, 
Carlisle;  Wilbur  H.  Wire,  Spring 
Grove;  James  Montague,  Blossburg; 
Paul  R.  Woolslayer,  Meyerdale;  Eu- 
gene C.  Smith  and  Louis  H.  Himes,  II, 
Lancaster;  L.  R.  Forcey,  Lock  Haven; 
Claude  W.  Kirby,  Cresson;  and  J. 
David  Weinberg,  Columbia. 

(Continued  on  page  33.) 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


a 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


CH,OH 

A=0 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutiotis 
at  both  the  6-a. 

and  the  9-a  positiotis 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today,  p 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone —show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 
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Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eSect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Pre  cautions:  Usual  for  aminophyliine-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
. 1 mufacturers  of  ethical  pharmaceuticals  since  1856 


Legislative  News 

Plans  Advance  for  Health, 
Welfare  Merger 

The  Shafer  Administration  has  advanced  its  plan  to 
merge  the  Departments  of  Health  and  Public  Welfare 
into  a single,  massive  Department  of  Human  Services. 
Legislative  action  is  required.  The  merged  agency  would 
contain  more  than  a third  of  all  state  employees — about 
thirty-five  thousand.  Former  Health  Secretary  Thomas 
W.  Georges,  Jr.,  M.D.,  has  been  confirmed  as  Secretary 
of  Public  Welfare  and  Governor  Shafer  already  has  in- 
dicated that  Dr.  Georges  is  his  choice  to  head  the  new 
combined  departments.  A health  secretary  successor  has 
not  been  named  and  Dr.  Georges  will  function  as  Acting 
Secretary  of  Health  as  well  as  Secretary  of  Public  Welfare 
until  the  merger  is  accomplished.  Governor  Shafer  said 
the  legislation  to  merge  the  departments  is  designed  to 
eliminate  duplication  and  to  make  full  use  of  available 
federal  funds  for  all  human  services. 

Measures  of  Interest 

• Following  the  cancellation  of  the  hearings  on  the 
“Battered  Child”  bill,  PMS  representatives  met  with  the 
staff  of  the  Committee  to  work  out  suggested  changes  in 
the  language. 

• The  Senate  passed  and  sent  to  the  House  S-754, 
the  measure  suggesting  an  amendment  to  Article  3,  Section 
18  of  the  Constitution,  authorizing  the  legislature  to  set 
limits  of  tort  liability  for  non-profit  hospitals  and  their 
employees. 

• The  Senate  Committee  on  Judiciary  General  re- 
ported S-828,  which  the  Society  supports,  to  clarify  the 
1959-passed  “Body  Part  Bank  Law.”  This  measure  clari- 
fies the  language  by  further  providing  for  the  disposition 
of  a decedent’s  remains  or  any  part  thereof  for  medical 
scientific  research  for  educational  purposes. 

• House  Resolution  109  was  introduced  into  the  House 
as  follows:  “Persons  receiving  public  assistance  often  have 
difficulty  in  getting  group  insurance  rates.  One  method  of 
getting  the  lowest  cost  possible  is  through  group  participa- 
tion and  competitive  bidding,  therefore  be  it  resolved,  that 
the  Insurance  Committee  of  the  House  of  Representatives  is 
directed  to  review  existing  laws  regarding  the  purchase 
by  the  Commonwealth  of  medical  and  hospital  insurance 
through  competitive  bidding  on  behalf  of  persons  receiving 
public  assistance,  and  for  state  employees,  and  be  it  further 
resolved  that  the  Committee  report  its  recommendations 
to  the  General  Assembly  as  soon  as  possible.” 

• The  House  Commerce  Committee  held  sporadic 
meetings  during  the  week  to  make  changes  in  the  Ad- 
ministrations’s “Comprehensive  Health  Planning"  bill.  It 
is  reported  that  two  major  portions  of  the  measure  seem 
to  be  in  financial  trouble — formula  grants  to  support  com- 
prehensive health  services  in  the  states,  and  the  proposed 
new  authorization  for  funds  to  conduct  research  into 
better  methods  for  delivering  health  services.  Committee 
members  seem  to  be  getting  concerned  about  the  estimates 
of  what  these  programs  will  cost  after  1968.  Estimates 
have  run  into  several  hundred  million  dollars. 
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Washington 

New  Draft  Law  Affects  Physicians 

President  Johnson  signed  into  law  legislation  extending 
the  draft  for  four  years.  It  includes  a provision  continuing 
special  pay  for  physicians  and  dentists. 

The  new  law  also  continues  the  authority  to  defer  medical 
students  until  completion  of  internship.  In  the  future, 
foreign  physicians  in  this  country  will  be  liable  to  draft  up 
to  age  thirty-five,  the  same  as  for  Americans.  Under  the 
old  law,  foreign  physicians  were  exempt  from  age  twenty- 
six. 

The  present  blanket  military  exemption  for  Public 
Health  Service  officers  serving  on  loan  to  other  agencies 
such  as  Food  and  Drug  Administration  was  removed 
despite  protests  by  the  agencies  involved.  Such  assignments 
with  draft  exemption  can  now  be  made  only  to  the  Coast 
Guard,  Bureau  of  Prisons  and  Environmental  Services 
Administration.  The  American  Medical  Association  had 
asked  Congress  to  allow  no  draft  exemptions  for  non- 
military service. 

AMA  Takes  Exception  to 
OEO  Statement 

The  President  of  the  American  Medical  Association  said 
that  Sargent  Shriver,  Director  of  the  Office  of  Economic 
Opportunity,  was  in  error  when  he  accused  the  AMA  of 
being  opposed  to  medical  care  for  the  poor  because  the 
AMA  is  opposed  to  the  OEO’s  slum  health  care  centers. 

Milford  O.  Rouse,  M.D.,  AMA  president  said  the  AMA 
is  opposed  to  the  OEO  projects  because  the  health  care 
problems  in  the  slums  can  be  taken  care  of  under  existing 
programs,  particularly  Medicaid. 

“There  is  already  too  much  proliferation  of  wasteful, 
overlapping  federal  health  programs,”  Dr.  Rouse  said. 

“Also  of  concern  to  physicians  is  the  fact  that  at  times 
it  seems  that  government  is  too  quick  to  set  up  health  care 
programs  without  consulting  with  those  who  know  most 
about  health  care — physicians.” 

The  AMA  president  also  said  Shriver  was  misinformed 
about  AMA’s  position  on  helping  those  who  need  help. 

“I  am  now  and  always  have  been  in  full  accord  with 
AMA’s  long-standing  position  that  those  who  need  help  in 
financing  health  care  should  receive  it,”  Dr.  Rouse  said. 

“The  AMA,  however,  is  opposed  to  the  doling  out  of 
tax  funds  to  the  wealthy  and  well-to-do.  The  expenditure 
of  public  funds  for  those  who  can  well  afford  to  finance 
their  own  health  care  limits  the  amount  of  resources  avail- 
able to  those  who  do  need  it.  Such  a policy  cannot  be 
justified  morally  or  economically.” 

Community  Health  Center 
Grants  Extended 

Congress  passed  and  President  Johnson  signed  into  law  a 
bill  that  extends  the  program  of  grants  for  the  construc- 
tion of  community  health  centers  for  three  years  (until  June 
30,  1970.)  It  authorizes  the  appropriations  of  $50  million 
for  fiscal  year  1968  and  $70  million  for  1970. 

The  amended  law  also  extends  the  program  of  grants 
for  the  initial  staffing  of  community  mental  health  centers 
for  an  additional  two  years  (until  1970)  and  authorizes 
the  appropriation  of  $26  million  for  fiscal  1969  and  $32 
million  for  fiscal  1970.  An  appropriation  of  $30  million 
already  was  authorized  for  fiscal  1968. 


removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

® 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 

100s,  500s,  4000s 
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Deaths 

O Denotes  PMS  membership  at 
time  of  death. 

Eugene  L.  Anchors,  Clarion;  Jeffer- 
son Medical  College,  1937;  age  56; 
died  May  5,  1967.  Dr.  Anchors  was 
a medical  examiner  for  twenty-five  in- 
surance companies  and  was  physician 
for  the  Pennsylvania  Electric  Com- 
pany. During  World  War  II  he  was 
medical  director  for  the  Clarion  Coun- 
ty Civil  Defense  program.  Survivors 
include  his  wife,  a daughter,  a sister 
and  three  grandchildren. 

O Hervey  L.  Bates,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1904;  age  86;  died  May 
17,  1967.  Dr.  Bates  was  on  the  staff 
of  Germantown  Hospital  and  super- 
visor of  doctors  for  the  Board  of  Edu- 
cation. He  is  survived  by  his  wife  and 
son. 

Bruce  L.  Fleming,  Stroudsburg;  Jef- 
ferson Medical  College,  1902;  age  91; 
died  May  22,  1967.  Dr.  Fleming  was 
a fellow  of  the  American  College  of 
Surgeons.  He  is  survived  by  his  wife, 
two  daughters  and  five  grandchildren. 

Clement  A.  Gay  nor,  Scranton;  Bos- 
ton University  School  of  Medicine, 
1931;  age  66;  died  May  20,  1967.  Dr. 
Gaynor  was  a fellow  of  the  American 
College  of  Chest  Physicians  and  a 
member  of  the  Tuberculosis  Society. 
Surviving  are  his  wife,  a daughter,  a 
son,  a sister,  and  two  brothers. 

James  T.  Irish,  Philadelphia;  How- 
ard University  Medical  School,  1905; 
age  91;  died  June  9,  1967.  Dr.  Irish 
was  the  recipient  of  an  award  in  1957 
from  the  Philadelphia  County  Medical 
Society  for  his  fifty  years  of  service 
as  a physician.  He  is  survived  by  his 
wife,  a son  and  a daughter. 

Joseph  L.  Nosal,  Lehighton;  Jeffer- 
son Medical  College,  1941;  age  52; 
died  June  14,  1967.  Dr.  Nosal  was 
on  the  staffs  of  Coaldale  and  Blooms- 
burg  Hospitals  and  a member  of  the 
American  College  of  Surgeons.  Sur- 
vivors include  his  wife,  four  children 
and  three  sisters. 

O John  C.  Law,  Erie;  University  of 
Michigan  School  of  Medicine,  1936; 
age  64;  died  November  24,  1966.  We 
have  received  no  information  regard- 
ing survivors. 

O William  S.  Magee,  Philadelphia; 

University  of  Pennsylvania  School  of 
Medicine,  1926;  age  65;  died  March 
24,  1967.  We  have  received  no  in- 
formation regarding  survivors. 


O Earl  K.  Conrad,  Johnstown; 
Eclectic  Medical  College,  1906;  age 
85;  died  May  10,  1967.  Dr.  Conrad 
was  awarded  th*  fifty  year  service 
plaque  in  1956  by  the  Cambria  County 
Medical  Society.  He  is  survived  by 
his  son. 

O Henry  D.  Primas,  Jr.,  Braddock; 
Harvard  University  School  of  Medi- 
cine, 1950;  age  41;  died  April  26, 
1967.  Dr.  Primas  is  survived  by 
his  wife,  a son  and  a daughter. 

George  E.  Richardson,  Monticello, 
N.Y.;  University  of  Minnesota  School 
of  Medicine,  1922;  age  75;  died  May 
23,  1967.  Dr.  Richardson  was  presi- 
dent of  Braddock  County  Medical  So- 
ciety in  1935.  He  is  survived  by  a 
wife  and  son. 

O Walter  A.  Spelyng,  Scranton; 
Hahnemann  Medical  College,  1932; 
age  61;  died  May  17,  1967.  Dr. 
Spelyng  was  president  of  the  Hahne- 
mann Hospital  staff  in  1954  and  a 
member  of  the  staff  of  Medical  Center 
East.  Surviving  are  his  wife,  a son,  a 
brother,  two  sisters  and  several  nieces 
and  nephews. 

O F.  Raymond  Adams,  Watson- 
town;  University  of  Pennsylvania 
School  of  Medicine,  1909;  age  82;  died 
June  24,  1967.  Dr.  Adams  served  as 
head  of  the  medical-surgical  defense 
section  for  the  Watsontown  area  during 
World  War  II  and  received  citations 
from  Presidents  Roosevelt  and  Truman 
for  his  work.  He  is  survived  by  his 
wife,  two  sons  and  several  grand- 
children. 

O George  E.  Boyer,  Jr.,  Troy; 
Jefferson  Medical  College,  1906;  age 
84;  died  June  9,  1967.  Dr.  Boyer 
was  a past  president  of  the  Bradford 
County  Medical  Association.  Surviv- 
ing are  his  wife,  a sister  and  several 
nieces  and  nephews. 

O C.  Reginald  Davis,  Johnstown; 
Temple  University  School  of  Medi- 
cine, 1931;  age  61;  died  June  16, 
1967.  Dr.  Davis  served  on  the  Board 
of  Censors  of  Cambria  County  Medi- 
cal Society  and  was  a past  vice  presi- 
dent of  the  Pennsylvania  Medical 
Society.  We  have  received  no  infor- 
mation regarding  survivors. 

William  W.  Evans,  Bryn  Mawr; 
University  of  Pennsylvania  School  of 
Medicine,  1932;  age  57;  died  April 
1,  1967.  We  have  received  no  infor- 
mation regarding  survivors. 

O Walter  A.  Graham,  Wynne- 
wood;  Temple  University  School  of 
Medicine,  1925;  age  68;  died  April 
29,  1967.  His  wife  survives. 


O Ernest  U.  Snyder,  New  Castle; 
University  of  Pittsburgh  School  of 
Medicine,  1905;  age  87;  died  April 
10,  1967.  Dr.  Snyder  was  an  honorary 
staff  member  of  the  Jameson  and  St. 
Francis  Hospital  and  a fellow  of  the 
American  College  of  Surgeons.  He 
is  survived  by  a daughter,  a son,  three 
grandchildren  and  three  great-grand- 
children. 

William  J.  Logue,  Spring  City; 
Georgetown  University  School  of 
Medicine,  1931;  age  64;  died  June  1, 
1967.  Dr.  Logue  was  formerly  the 
clinical  director  at  Pennhurst  State 
School,  Spring  City.  We  have  re- 
ceived no  information  regarding  sur- 
vivors. 

O Homer  R.  Mather,  Jr.,  Latrobe; 
Temple  University  School  of  Medi- 
cine, 1935;  age  56;  died  May  30,  1967. 
Dr.  Mather  was  a past  president  of 
the  Westmoreland  County  Medical 
Society,  the  Latrobe  Academy  of 
Medicine  and  the  Latrobe  Hospital 
medical  staff.  His  wife,  five  children, 
father,  two  sisters  and  a brother  sur- 
vive. 

Marcella  L.  Schweitzer,  Ephrata; 
Woman’s  Medical  College,  1905;  age 
84;  died  June  4.  1967.  Dr.  Schweitzer 
is  survived  by  several  cousins. 

O John  S.  Silvis,  Jr.,  Pittsburgh; 
Jefferson  Medical  College.  1924;  age 
68;  died  June  11,  1967.  Dr.  Silvis 
was  a staff  member  of  Allegheny  Gen- 
eral Hospital  for  more  than  forty  years 
and  was  a fellow  of  the  American 
College  of  Surgeons.  He  is  survived 
by  his  wife,  a daughter  and  two  grand- 
children. 

O A.  Harvey  Simmons,  Camp  Hill; 
University  of  Pennsylvania  School  of 
Medicine,  1931;  age  65;  died  June  5, 
1967.  Dr.  Simmons  was  on  the  staff 
of  Harrisburg  Hospital,  a past  presi- 
dent of  the  Dauphin  County  Medical 
Society  and  a member  of  the  Harris- 
burg Academy  of  Medicine.  Surviv- 
ing are  his  wife  and  three  daughters. 

O Calvin  M.  Smyth,  Lumberville: 
University  of  Pennsylvania  School  of 
Medicine,  1918;  age  72;  died  June  18, 
1967.  Dr.  Smyth  was  surgeon  in  chief 
at  Abington  Memorial  Hospital,  a past 
president  of  the  Philadelphia  Academy 
of  Surgery,  a fellow  of  the  American 
Surgical  Association  and  the  Ameri- 
can College  of  Surgeons.  He  is  sur- 
vived by  his  wife  and  two  sons. 

Walton  C.  Swindells,  Ormond 
Beach,  Fla.;  Jefferson  Medical  Col- 
lege. 1900;  age  90;  died  May  5,  1967. 
His  wife  survives. 
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PENNSYLVANIA  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


a— 

ABBOTT 


£ 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

a 

1 5 mg.  F-l 

DESBUTAL  10  Gradumet 

FRONT 

a 

SIDE 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

Smr 

1 

DESBUTAL  15  Gradumet 

FRONT 

r~~] 

SIDE 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

w 

■ § 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood ; the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 

'om  a single  oral  dose. 

1 a IS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 


of 

controlling 
gour  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAIN DICATIONS : Methamphetamine  (in 
desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
nts taking  a monoamine  oxidase  inhibitor.  Do  not 
pentobarbital  (in  Desbutal)  in  persons  hyper- 
sei  live  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient.  

' 701 06.9 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Postgraduate 
Courses 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Courses  in  Bronchoesophagology; 
Temple  University  School  of  Medi- 
cine; September  18-29,  1967,  Feb- 
ruary 5-16,  1968;  fee,  $35.  Contact 
Charles  M.  Norris,  M.D.,  Temple  Uni- 
versity Hospital,  Health  Sciences  Cen- 
ter, Philadelphia  19140. 

Symposium  on  Sports  Medicine; 

Montgomery  County  Chapter  AAGP 
and  Germantown  Academy,  at  Fort 
Washington,  August  10,  1967,  9:15 
a.m.  to  8:30  p.m.,  August  11,  1967, 
9:00  a.m.  to  4:00  p.m.  Contact 
Franklin  C.  Kelton,  M.D.,  500  Willow 
Avenue,  Ambler  19002.  AAGP  9Vi 
hours. 

Psychiatry  Problems  of  Adoles- 
cence; Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Potts- 
ville  Hospital:  October  12;  1 1 :00  a.m. 
to  2:00  p.m. ; AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia. 

Applied  Office  Psychiatry;  Institute 
of  the  Pennsylvania  Hospital,  Septem- 
ber 28  through  December  21,  1967. 
Contact  Sydney  E.  Pulver,  M.D.,  1 1 1 
North  49th  Street,  Philadelphia  19139. 

Graduate  Course  in  Medical  Hypno- 
sis; University  of  Pennsylvania  Gradu- 
ate Division,  School  of  Medicine,  twen- 
ty weekly  sessions  beginning  Septem- 
ber 28,  1967.  Contact  Sydney  E. 
Pulver,  M.D.,  111  North  49th  Street, 
Philadelphia  19139. 

General  Internal  Medicine;  Hahne- 
mann Medical  College;  Wednesdays, 
October  4,  1967,  through  March  27, 
1968;  1:00  to  4:00  p.m.;  AAGP  78 
hours.  Contact  Miss  Sage  Rosen, 
Hahnemann  Medical  College,  230 
North  Broad  Street,  Philadelphia 
19102. 

Office  Surgery;  Albert  Einstein 
Medical  Center,  Southern  Division; 
Wednesdays,  October  4,  1967,  through 
November  22,  1967;  1 :00  p.m.  to  4:00 
p.m.;  AAGP  24  hours.  Contact 


Leonard  J.  Zimet,  Einstein  Medical 
Center,  Fifth  and  Reed  Streets,  Phila- 
delphia 19147. 

Courses  in  Office  Psychosomatic 
Medicine  (Basic  Course);  Department 
of  Psychiatry  at  Temple  University 
Health  Sciences  Center  and  St.  Chris- 
topher’s Hospital  for  Children;  Thurs- 
days, October  5,  1967,  through  Feb- 
ruary 22,  1968;  10:00  a.m.  to  3:00 
p.m.;  AAGP  80  hours.  Contact  H. 
Keith  Fischer,  M.D.,  5450  Wissa- 
hickon  Avenue,  A-110,  Philadelphia 
19144. 

Basic  Electrocardiography;  Albert 
Einstein  Medical  Center,  York  and 
Tabor  Roads,  Philadelphia;  Wednes- 
days, October  11,  1967,  through  Feb- 
ruary 7,  1968  (excluding  November 
22,  December  20  and  27);  2:00  to 
5:00  p.m.;  AAGP  45  hours.  Con- 
tact Leonard  J.  Zimet,  Einstein  Medi- 
cal Center;  Fifth  and  Reed  Streets, 
Philadelphia  19147. 

Arthritis,  Rheumatism  and  Allied 

Diseases;  Albert  Einstein  Medical  Cen- 
ter; Wednesdays,  October  11,  through 
December  13,  1967;  2:00  to  5:00  p.m.: 
AAGP  30  hours.  Contact  Leonard 
J.  Zimet,  Einstein  Medical  Center, 
Fifth  and  Reed  Streets,  Philadelphia 
19147. 

Dermatology;  Albert  Einstein  Medi- 
cal Center;  Thursdays;  September  21, 
through  December  7,  1967  (exclud- 
ing October  5 and  November  23); 
1:00  to  3:30  P.M.;  AAGP  24  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  Fifth  and  Reed 
Streets,  Philadelphia  19147. 

Gastroenterology;  Albert  Einstein 
Medical  Center;  Wednesdays,  Septem- 
ber 20,  through  December  6,  1967; 
2:00  to  5:00  p.m.;  AAGP  36  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  Fifth  and  Reed 
Streets,  Philadelphia  19147. 

Endocrinology,  or  Assault  and  Bat- 
tery on  the  Endroerines;  Jefferson 
Medical  College  and  Pennsylvania 
State  University  at  Pottsville  Hospital: 
September  14,  1967;  11:00  a.m.  to 
2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia. 

Symposium  on  Sports  Medicine; 

sponsored  by  the  Germantown  Acad- 
emy, Fort  Washington,  August  10-11, 
1967,  fee  $40.00.  Contact  David  G. 
Moyer,  M.D.,  Germantown  Acad- 
emy, Fort  Washington  19034. 


The  Problem  of  Vascular  Disease 
in  Diabetes;  Jefferson  Medical  Col- 
lege and  Pennsylvania  State  Univer- 
sity; at  Wilkes-Barre  General  Hospi- 
tal; September  21,  1967;  9:00  A.M. 
to  noon;  AAGP  2 hours.  Contact 
John  H.  Killough.  M.D.,  Jefferson 
Medical  College,  1025  Walnut  Street, 
Philadelphia  19107. 

Digitalis  and  Quinidine;  by  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University;  at  Wilkes-Barre  Gen- 
eral Hospital;  October  19,  1967;  9:00 
a.m.  to  noon;  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Thromboembolic  Disease — Current 
Concepts;  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  November  9, 
1967;  11:00  a.m.  to  2:00  p.m.: 

AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia,  Pa.  19107. 

Office  Psychiatry  and  Psychosomat- 
ic Medicine;  by  Department  of  Psy- 
chiatry, Temple  University  Health  Sci- 
ences Center,  Philadelphia;  Wednes- 
days, October  4,  1967,  to  February 
21,  1968;  10:00  A.M.  to  3:00  P.M.; 
AAGP  80  hours.  Contact  Barney  M. 
Dlin,  M.D.,  230  West  Allens  Lane, 
Philadelphia  19119. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 
and  Eye  and  Ear  Hospital,  September 
10-17,  November  12-18,  1967;  fee 
$5.00.  Contact  Ralph  J.  Caparosa, 
M.D.,  Suite  403,  3600  Forbes  Ave- 
nue, Pittsburgh  15213. 

Seminars  on  Psychological  Aspects 
of  Medical  Practice;  Staunton  Clinic, 
Department  of  Psychiatry,  University 
of  Pittsburgh,  September  19  or  20 
through  December  13  or  14,  1967, 
10  A.M.-noon.  Fee  $65.00,  AAGP  26 
hours.  Contact  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  3601  Fifth 
Avenue,  Pittsburgh  15213. 

The  Glaucomas;  University  of  Pitts- 
burgh School  of  Medicine,  September 
20-23,  1967.  Contact  the  University 
of  Pittsburgh  School  of  Medicine, 
Pittsburgh  15213. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 


AUGUST,  1967 
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State  University;  at  Pottsville  Hospital; 
September  14,  October  12,  November 
8,  1967;  January  11,  February  8, 
March  14,  April  11,  May  9,  June  13, 
1968;  11:00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough. 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  Street,  Philadelphia. 

OUT  OF  STATE 

Tenth  Series  of  Postgraduate  Courses 
for  Specialists  in  Ophthalmology;  In- 
stitute of  Ophthalmology  of  the  Amer- 
icas, New  York  Eye  and  Ear  Infirmary, 
September  6-November  30,  1967.  Con- 
tact Jane  Stark,  Registrar,  Institute  of 
Ophthalmology  of  the  Americas,  New 
York  Eye  and  Ear  Infirmary,  218  Sec- 
ond Avenue,  New  York,  New  York, 
10003. 

Sixth  International  Congress  on 
Plant  Protection;  August  30-September 


6,  1967,  Vienna  Academy  of  Medi- 
cine, Stadiongasse  6-8,  A-1010,  Vien- 
na, Austria. 

Hospital  Problems:  An  Interdisci- 
plinary Approach;  the  Mound  Park 
Hospital  Foundation  and  the  J.  Hillis 
Miller  Health  Center,  University  of 
Florida,  October  26-28,  1967.  Con- 
tact M.  A.  Barton,  M.D.,  Mound 
Park  Hospital  Foundation,  Inc.,  St. 
Petersburg,  Florida  33701. 

Computers  in  Patient  Care,  Com- 
puter Use  for  Patient  and  Third  Party 
Billing,  and  E1)P  for  the  Smaller  Hos- 
pital; Computer  Usage  Education, 
Inc.,  Hilton  Hotel,  New  York  City, 
September  11-15,  1967.  Contact  Joan 
Lewis,  Computer  Usage  Education, 
51  Madison  Avenue,  New  York,  N.Y. 

Symposium  on  Clinical  Aspects  of 
Acute  Leukemia  and  Burkitt's  Tumor; 

September  20,  1967,  Boston  Museum 


of  Science,  sponsored  by  the  Ameri- 
can Cancer  Society  and  the  National 
Cancer  Institute.  Contact  Jack  W. 
Milder,  M.D.,  Research  Department, 
American  Cancer  Society,  Inc.,  219 
East  42nd  Street,  New  York,  N.Y. 
10017. 

Hematology:  Current  Concepts  and 
Developments;  sponsored  by  the  Uni- 
versity of  California  Center  for  Health 
Sciences,  fee  A.  C.  P.  members  $60, 
nonmembers,  $100,  September  18-21, 
1967.  Contact  Edward  C.  Rosenow, 
Jr.,  M.D.,  Executive  Director,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 


. About  This  Section:  To  be  publicized,  j 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors  1 
of  medicine,  and  of  interest  to  physicians  in  an  j 
area  of  several  counties  or  more.  Information  ) 
must  be  received  by  the  first  day  of  each  month,  | 
to  appear  the  following  month.  Each  item  will  I 
appear  no  more  than  four  times.  Address:  1 
Commission  on  Medical  Education,  Taylor  By-  1 
pass  and  Erford  Road,  Lemoyne  17043. 


POSTGRADUATE  COURSES 


GASTROENTEROLOGY 
September  20,  1967  to  December  6,  1967 

DERMATOLOGY 

September  21,  1967  to  November  30,  1967 

OFFICE  SURGERY 
October  4,  1967  to  November  22,  1967 

ARTHRITIS,  RHEUMATISM.  & ALLIED  DISEASES 
October  11,  1967  to  December  13,  1967 

BASIC  ELECTROCARDIOGRAPHY 
October  11,  1967  to  January  31,  1968 

ENROLL  NOW: 

For  information  and  application,  Write  to: 

ALBERT  EINSTEIN  MEDICAL  CENTER 
DEPARTMENT  OF 

POSTGRADUATE  MEDICAL  EDUCATION 
Philadelphia,  Pa.  19141 


Meetings 


AUGUST 

19th  National  Meeting  of  the  Ameri-  | 
can  Association  of  Clinical  Chem-  i 
ists,  August  21-25,  1967,  Marriott  j 
Motor  Hotel,  Philadelphia. 

45th  Annual  Session  of  the  American 
Congress  of  Rehabilitation  Medi- 
cine, August  27-September  1.  I 
1967,  Americana  Hotel,  Bal  Har-  i 
hour,  Miami  Beach,  Florida. 


Sixteenth  Annual  Health  Conference 
August  13-17,  1967,  AAGP  If  | 
hours,  University  Park.  Contaci 
Alvin  H.  Tucker,  Jr.,  Pennsyl  J 
vania  Department  of  Health.  ^ 

SEPTEMBER 

Twenty -seventh  Congress  on  Oecupa 
tional  Health.  Regency  Hyat 
House,  Atlanta,  Georgia,  Septeni  I 
her  25-26,  1967. 

Annual  Fall  Meeting  of  the  Pennsyl  | 
vania  Chapter  of  the  Americai  , 
Academy  of  Pediatrics.  Bedfort  I 
Springs  Hotel,  Bedford,  Pennsyl  i 
vania,  September  22-24,  1967. 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


E LP 


>r»v7^  PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient’s  cooperation  and  possibly  retard  success  of  primary  therapy. 


If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 


When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  “IN  BRIEF”  below.) 


IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently;  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  reported  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy, 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported:  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serax 

(oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa, 


SESSION  '67 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

V www^Vwwwwwwv 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


RHEUMATIC  DISEASE  IN  INDUSTRY 

Cosponsored  by:  THE  ARTHRITIS  FOUNDA- 
TION, CENTRAL  PENNSYLVANIA  CHAPTER 
Sheraton  Hotel  Philadelphia 

Thursday,  September  28 
2:30  p.m.  to  5:30  p.m. 

Introduction  of  the  Problem  (Part  I) 

Keynote  Address: 

What  Does  Arthritis  Cost  You? 

Panel  Discussion: 

How  Do  Rheumatic  Diseases  Relate  to  Economic 
Potential  as  Influenced  By: 

Personal  Attitudes  and  Motivation? 

The  Physician? 

The  Insurance  Carriers? 

Labor? 

Management? 

The  Rehabilitation  Specialist? 

Friday,  September  29 
2:30  p.m.  to  5:00  p.m. 

Keeping  the  Patient  Employable  (Part  II) 

What  is  the  Prognosis  of  the  Three  Major  Forms  of 
Arthritis  in  Terms  of  Employability? 

Panel  Discussion: 

The  Physicians’  Headaches: 

Syndromes  of  the  Back,  Neck,  and  Shoulder 

Industrial  Physician 

Rheumatologist 

Neurologist 

Orthopedic  Surgeon 

Saturday,  September  30 
8:30  a.m.  to  12:00  Noon 

Wet  Clinics  (Part  III) 

Those  attending  Clinical  Conference  on  Rheu- 
matic Diseases  in  Industry  will  be  divided  into  small 
groups  for  clinical  demonstration  and  discussion  of 
patients  exemplifying  problems  discussed  in  Parts 
I and  II.  The  program  will  be  conducted  by  rheuma- 
tologists. orthopedists,  and  other  members  of  the 
rheumatology  and  rehabilitation  units  of  local  hos- 
pitals. 

These  sessions  will  emphasize  the  problems,  tech- 
niques, and  results  of  medical  and  surgical  manage- 
ment of  arthritis.  Registered  participants  will  be 
transported  to  the  hospital  by  bus,  leaving  the  hotel 
at  8:30  a.m.  and  returning  at  12:00  Noon. 

12:30  p.m.  to  2:00  p.m. 

Luncheon  Conferences  on  Rheumatic  Diseases 
in  Industry 

S-l  Legal  Aspects 

S-2  Workmen’s  Compensation 

S-3  Social  Security 

S-4  Community  Resources 


PENNSYLVANIA  MEDICINE 


30 


SESSION  '67 


A COURSE  IN  CARDIOVASCULAR  DISEASE 

Cosponsored  by:  PENNSYLVANIA  HEART 

ASSOCIATION 

Wednesday,  September  27,  1967 
Sheraton  Hotel  Philadelphia 

MORNING  SESSION— 8:30  a.m.  to  12  Noon 

Atherosclerosis:  Coronary  and 
Cerebrovascular  Diseases 

Current  Status  of  the  Management  of  Hypercholes- 
teremia and  Atherosclerosis 
Current  Thoughts  on  the  Diagnosis  of  Coronary 
Artery  Disease 

Advances  in  the  Treatment  of  Heart  Failure 
Panel  Discussion — Medical  and  Surgical  Manage- 
ment of  Cerebrovascular  Insufficiency  and  Intrac- 
table Angina  Pectoris 

LUNCHEON  SESSIONS— 12  Noon  to  1:30  p.m. 
(Limited  to  50  registrants  each) 

Therapeutic  Conferences 

W-l  Valvular  Heart  Disease — Indications  for  Sur- 
gery 

W-2  Diagnosis  and  Surgical  Indications  of  Con- 
genital Heart  Disease 

W-3  Diagnosis  and  Management  of  Aortic  Aneu- 
rysms 

W-4  Rehabilitation  of  the  Cardiac  Patient 

AFTERNOON  SESSION— 2:30  p.m.  to  5:30  p.m. 
Course  in  Clinical  Application 

COURSE  A — Bedside  Diagnosis  of  Cardiovascular 
Disease 

Discussion  of  pathophysiology  of  signs  and  symp- 
toms using  patients  with  acquired  and  congenital 
heart  disease  for  presentation  (carotid  and  jugular 
pulses,  precordial  palpation,  ECG  and  radiographic 
studies  to  be  presented).  Stethophones  will  be 
available  at  each  seat  for  each  registrant. 


FACULTY 


Samuel  Bellet,  M.D. 
William  S.  Blakemore, 
M.D. 

Albert  N.  Brest,  M.D. 
Jerome  Chamovitz,  M.D. 
Hadley  L.  Conn,  Jr., 
M.D. 

Daniel  F.  Downing,  M.D. 
Sidney  Friedman,  M.D. 
David  Gelfand.  M.D. 
Harry  Goldberg,  M.D. 
Julian  Johnson,  M.D. 
Claude  R.  Joyner,  M.D. 
Peter  T.  Kuo,  M.D. 


George  C.  Morris,  M.D 
Meyer  Naide,  M.D. 
Brooke  Roberts,  M.D. 
James  Scheuer,  M.D. 
Bernard  L.  Segal,  M.D. 
Henry  A.  Shenkin,  M.D. 
Louis  A.  Soloff,  M.D. 
John  Y.  Templeton, 

M.D. 

William  L.  Winters,  Jr., 
M.D. 

Harry  F.  Zinsser,  M.D. 
Donald  F.  Leon,  M.D. 
Elliott  L.  Mancall,  M.D. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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with 

nitroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension-TIME-to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 


and  vomiting  may  occur.  Overdoses  may  cause  flushin 
dizziness,  tachycardia,  headache  and  syncope. 


Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


■'The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 


controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


t \ 


NITROSPAN 

nitroglycerin 


brand  of 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 


M.D.  News  — (Continued) 

Gordon  Myers,  M.D.,  Harrisburg,  is 
the  recipient  of  the  Outstanding  Teach- 
er award,  which  he  received  during  the 
Doctor’s  Day  session  at  Harrisburg 
Hospital. 

Leroy  Ritmiller,  M.D.,  chief  of  ob- 
stetrics at  the  Bloomsburg  Hospital 
participated  recently  in  a panel  dis- 
cussion concerning  anesthesia  and 
obstetrics  at  Bari  University,  Italy,  at 
the  invitation  of  Professor  Valle  of 
the  department  of  obstetrics  and  gyne- 
cology there. 

Alma  Dea  Morani,  M.D.,  professor 
of  clinical  surgery  at  the  Woman's 
Medical  College 
of  Pennsylvania, 
has  been  elected 
president  of  the 
American  Wom- 
en’s Hospitals 
Service,  a world- 
wide medical  re- 
lief organization 
which  this  year 
marks  its  50th  an- 
niversary. 

Richard  B.  Eisenberg,  M.D.,  presi- 
dent of  the  Wainwright  Tumor  Clinic 
Association,  Harrisburg,  presided  at 
the  37th  annual  meeting  held  in  Erie. 
Officers  elected  at  the  business  meet- 
ing were  N.  Henry  Moss,  M.D.,  Phil- 
adelphia, president;  Richard  B.  Ma- 
■ gee,  M.D.,  Altoona,  president-elect; 
Horatio  T.  Enterline,  M.D.,  Philadel- 
phia, vice  president;  William  H. 
Frank,  M.D.,  Johnstown,  secretary; 
and  George  R.  Greenwood,  M.D., 
Bethlehem,  treasurer. 

Fred  Harbert,  M.D.,  professor  and 
head  of  the  department  of  otolaryn- 
gology at  Jefferson  Medical  College, 
has  received  the  Wayne  State  Uni- 
versity School  of  Medicine  Dis- 
tinguished Service  Citation  at  the  in- 
stitution in  Detroit. 

Charlotte  Backus  Jordan,  M.D., 

Stroudsburg,  was  honored  recently  for 
her  contributions  to  her  community  in 
thirty-one  years  of  medical  practice. 

John  S.  McGavic,  M.D.  and  Edwin 
W.  Shearburn,  M.D.,  both  of  Bryn 
Mawr,  were  awarded  the  Outstanding 
Civilian  Service  Medal  and  Certificate 
at  ceremonies  recently  at  Valley  Forge 
General  Hospital. 

John  H.  Moyer,  III,  M.D.,  Jeffry 
Myers,  M.D.,  Walter  M.  Herman, 
M.D.,  and  Harvey  S.  Brodovsky,  M.D., 

have  been  appointed  to  the  visiting 
medical  staff  of  Philadelphia  General 
Hospital. 


Robert  D.  Heath,  M.D.,  has  been 
appointed  director  of  the  department 
of  orthopaedics  at 
The  Geisinger 
Medical  Center, 
Danville.  Dr. 
Heath  was  an  as- 
sociate in  ortho- 
paedics at  Lank- 
enau  Hospital, 
Philadelphia  and 
an  instructor  at 
the  University 
of  Pennsylvania 
Graduate  School 
of  Medicine  prior  to  his  appointment 
at  Geisinger. 

The  Obstetrical  Society  of  Philadel- 
phia has  elected  its  officers  for  the 
1966-67  term:  George  C.  Lewis,  Jr., 
M.D.,  president;  John  D.  Corbit,  Jr., 
M.D.,  president-elect;  Harry  Fields, 
M.D.,  first  vice-president;  Elsie  R. 
Carrington,  M.D.,  second  vice-presi- 
dent; Warren  R.  Lang,  M.D.,  secre- 
tary; and  Theodore  P.  Reed,  M.D., 
treasurer. 

William  J.  Meyer,  M.I).,  Jeannette, 
has  been  appointed  assistant  medical 
director  for  the  state  Department  of 
Health,  Pittsburgh  office. 

Robert  D.  Dripps,  M.D.,  Peter 
Safar,  M.D.,  and  Ephraim  S.  Siker, 
M.D.,  have  been  named  training  pro- 
gram directors  for  a new  grant  pro- 
gram to  upgrade  the  quality  of  train- 
ing in  anesthesiology.  These  physi- 
cians are  associated  with  University  of 
Pennsylvania  School  of  Medicine, 
University  of  Pittsburgh  School  of 
Medicine  and  Mercy  Hospital,  Pitts- 
burgh, respectively. 

Richard  L.  Naeye,  M.D.,  currently 
associate  professor  of  pathology  and 
program  director 
of  the  Clinical 
Research  Center 
at  the  University 
of  Vermont  Col- 
lege of  Medicine, 
has  been  named 
professor  and 
chairman  of  the 
department  of 
pathology  at 
The  Pennsylvania 
State  University  College  of  Medicine. 

A.  C.  McKinley,  M.D.,  Brookville, 
has  been  awarded  the  Dr.  Walter 
Dick  Memorial  Award,  emblematic  of 
Brookville’s  “Man  of  the  Year.” 


DR.  MORANI 


DR.  HEATH 


Ira  Henderson,  M.D.,  Fairfield,  is 
the  recipient  of  a plaque  for  fifty  years 
of  service  as  a physician.  The  award 
was  presented  by  the  Adams  County 
Medical  Society. 

C.  M.  Sonne,  M.D.,  Titusville  has 
been  elected  president  of  Northwestern 
Pennsylvania  Tuberculosis  and  Health 
Society  at  the  organization’s  second 
annual  membership  and  board  of  di- 
rectors meeting. 

William  J.  Rashkind,  M.D.,  director 
of  the  Cardiovascular  Laboratories  at 
The  Children’s  Hospital  of  Philadel- 
phia, has  been  elected  to  the  Associa- 
tion of  European  Pediatric  Cardiolo- 
gists. Dr.  Rashkind,  believed  to  be 
one  of  the  few  Americans  ever  elected 
to  the  Association,  addressed  the  group 
in  Rome  recently. 

H.  Robert  Davis,  M.D.,  Boiling 
Springs,  received  a plaque  of  apprecia- 
tion for  service  to  Vietnamese  civilians 
recently,  from  Le  phu  Nhan,  vice  gov- 
ernor of  Tay  Ninh  province,  where  Dr. 
Davis  served  last  year  and  returned 
last  month  for  another  tour  of  duty. 


William  F.  X.  Coffey,  M.D.,  Phil- 
adelphia, has  been  elected  president 
of  the  Catholic  Philopatrian  Literary 
Institute.  Dr.  Coffey  is  on  the  staff 
of  Fitzgerald  Mercy  Hospital. 

Joseph  L.  Chapman,  M.D.  has  been 


named  director  of 


dents. 


medical  education 
for  the  Southern 
Division  of  Phil- 
adelphia’s Albert 
Einstein  Medical 
Center.  In  his 
new  position.  Dr. 
Chapman  will 
help  plan  and  ex- 
ecute educational 
programs  for 
medical  students, 
interns  and  resi- 


Nathan  N.  Einhorn,  M.D.,  medical 
education  director  of  Philadelphia 
General  Hospital,  has  been  awarded 
the  Outstanding  Civilian  Service 
Medal  for  “devoted  and  loyal  service” 
as  Consultant  to  the  Surgeon  General 
of  the  U.S.  Army. 

A Fulbright  Exchange  Fellowship 
has  been  awarded  to  Howard  Balin, 
M.I).,  head  of  the  section  on  Gynecic 
research  of  the  department  of  obstet- 
rics and  gynecology  at  Pennsylvania 
Hospital.  Authorized  as  a United 
States  Specialist,  Dr.  Balin  will  lec- 
ture in  various  countries  as  part  of 
the  Department  of  State’s  Educational 
and  Cultural  Exchange  Program. 
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when  he  just  can’t  sleep 


Tuinal 


One-Half  Sodium  Amobarbital  anc 
One-Half  Sodium  Secobarbita 
supplied  in  %,1V 2,  and  3-grain  Pulvules 


i 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  [in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Inappropriate  Secretion  of 
Antidiuretic  Hormone 

A review  of  the  pathogenesis  of  hyponatremia  against  a background 
discussion  of  the  mechanisms  for  the  secretion  of  antidiuretic  hormone 


JOHN  ALOIA,  M.D. 

Philadelphia,  Pennsylvania 

Hyponatremia  has  been  noted  in 
various  disease  states.  In  this 
paper  the  pathogenesis  of  hypo- 
natremia will  be  explored  and  this  in- 
formation applied  towards  understand- 
ing the  syndrome  of  the  inappropriate 
secretion  of  antidiuretic  hormone 
(ADH). 

Body  Osmolality  and  Hyponatremia 

Osmolality  is  defined  as  the  number 
of  particles  of  totally  dissociated 
solute  multiplied  by  the  concentration 
of  solute  per  kilogram  of  solvent.  It 
is  mea3ured  with  an  osmometer,  an 
instrument  which  measures  the  freez- 
ing point  depression  of  water  pro- 
duced by  a given  concentration  of 
solute  particles.  Normal  serum 
osmolality  is  approximately  290  plus 
or  minus  5 mosm/kg.1  In  the  absence 
of  hyperlipemia,  hyperproteinemia, 
azotemia  and  hyperglycemia,  osmolal- 
ity is  determined  by  electrolytes  and 
may  be  estimated  roughly  as  twice 
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the  sum  of  the  serum  sodium  and 
potassium  concentration.  The  solvent 
in  plasma  is  93  percent  water  by 
weight;  the  additional  7 percent  is  con- 
tributed by  plasma  proteins  and  lipids. 
When  plasma  lipid  is  greater  than  3 
percent,  spurious  depression  of  serum 
sodium  concentration  occurs  due  to 
decreased  serum  water.  Hyperlipemic 
pseudohyponatremia  occurs  in  dia- 
betic acidosis,  idiopathic  hyperlipemia 
and  the  nephrotic  syndrome.2  Plasma 
glucose  and  nonprotein  nitrogen 
(NPN)  usually  contribute  only  10 
mosm/kg  of  water  to  total  serum 
osmolality.  Hyperglycemia  and  azote- 
mia may,  however,  result  in  an  ele- 
vated serum  osmolality  while  the 
serum  sodium  concentration  is  normal 
or  low.3  The  contribution  of  glucose 
and  urea  to  serum  osmolality  may  be 
calculated  as  follows:  60  mg.  percent 
Urea  = 15  mosm/kg.;  180  mg.  per- 
cent Glucose— 10  mosm/kg. 

Hyponatremia  may  occur  in  the 
presence  of  low,  normal,  or  high  total 
body  sodium.  Serum  sodium  alone 
provides  no  information  regarding  the 
state  of  sodium  balance.  It  may  be 
due  to  a body  deficit  of  sodium  or 
potassium  or  to  a body  excess  of 
water.  Body  fluid  compartments  must 
have  the  same  osmolality,  however; 
that  is,  the  extracellular  and  intra- 
cellular compartments  are  isosmolar. 
This  has  been  established  in  health  as 
well  as  in  various  disease  states.  Al- 
though intracellular  and  extracellular 
solute  composition  may  be  quite  dif- 
ferent, osmotic  equilibrium  is  main- 
tained by  the  passive  diffusion  of 
water.3  Therefore,  it  may  be  stated 


that  serum  sodium  concentration  in- 
dicates the  concentration  of  water  in 
all  body  compartments  and  that  true 
hyponatremia  always  indicates  a rela- 
tive excess  of  water  over  solute  in  the 
body. 

Renal  Metabolism  of  Water 

Free  water  is  the  difference  between 
the  actual  volume  of  urine  and  the 
volume  it  would  have  been  if  the  total 
urinary  solutes  were  isoosmotic  with 
serum.  The  kidney  is  an  important 
target  organ  for  at  least  eight  hor- 
mones.4 A brief  review  of  renal  con- 
centrating and  diluting  mechanisms 
and  the  action  of  hormones  which 
determine  solute-free  water  excretion 
follows. 

Sixty-seven  percent  of  water  and 
sodium  in  the  glomerular  filtrate  is 
reabsorbed  in  the  proximal  tubules  in 
isotonic  proportions.  Water  reabsorp- 
tion here  is  a passive,  isoosmotic  func- 
tion secondary  to  sodium  reabsorption 
and  is  independent  of  ADH  action.1 
In  the  loop  of  Henle,  the  counter- 
current  multiplier  acts  so  that  sodium 
is  pumped  actively  from  the  ascend- 
ing limb  which  is  relatively  imperme- 
able to  water,  and  extruded  into  the 
interstitial  tissue  of  the  medulla.  The 
descending  limb  is  permeable  to  so- 
dium and  water.  This  factor  in  com- 
bination with  the  hair-pin  shape  of  the 
loop  and  the  accumulation  of  solute 
in  the  interstitial  fluid  results  in  an 
increased  concentration  from  300 
mosm/kg.  in  the  cortex  to  a maxi- 
mum of  1200  mosm/kg.  in  the  papil- 
lary tip  in  the  medulla.  Because  of 
the  impermeability  of  water  in  the 
ascending  limb,  at  its  junction  with 
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the  distal  convoluted  tubule  the  urine 
is  hypotonic  to  plasma.7  Thus,  urine 
is  concentrated  progressively  as  it 
flows  downward  in  the  descending 
limb  and  then  diluted  as  it  flows  up- 
wards in  the  ascending  limb. 

Sodium  reabsorption  in  the  distal 
convoluted  tubule  and  collecting  ducts 
is  primarily  aldosterone-dependent, 
and  in  the  absence  of  ADH,  free 
water  is  excreted.  Thus  distal  tubular 
sodium  reabsorption  plays  a major 
role  in  free  water  clearance.  If  ADH 
is  present  the  distal  tubular  fluid  comes 
into  equilibrium  with  the  environment 
of  the  renal  cortex  and  the  urine  be- 
comes isoosmotic  by  the  time  it 
reaches  the  collecting  tubules.  In  the 
presence  of  ADH  the  collecting 
tubules  are  permeable  to  water  and 
since  the  interstitium  of  the  medulla 
becomes  increasingly  hyperosmotic  as 
the  papillae  are  approached,  water  is 
reabsorbed  and  a hypertonic  urine  is 
excreted.  These  events  are  graphically 
depicted  in  Figs.  1,  2.° 

It  would  seem  that  capillaries  pass- 
ing through  the  medulla  would  dissi- 
pate its  hypertonicity.  It  was  noted 
that  the  postglomerular  capillaries  in 
this  area  bend  back  on  each  other, 
however,  and  from  this  the  theory  of 
Countercurrent  Exchangers  was  de- 
veloped. * It  is  thought  that  free  diffu- 
sion of  solute  from  the  outflowing  to 
the  inflowing  limb  of  the  capillary 
loop  permits  recirculation  of  solute  in 
the  medulla,  so  that  the  loss  of  excess 
sodium  chloride  and  urea  does  not 
occur.  Thus,  the  exchanger  traps  any 
urea  which  diffuses  from  the  collect- 
ing duct. 

It  has  also  been  noted  that  the  urea 
concentration  in  the  medulla  approxi- 
mates urea  concentration  in  the  col- 
lecting duct  under  varying  conditions. 
Therefore,  urinary  urea  does  not  re- 
quire sodium  chloride  to  balance  it 
in  the  interstitial  fluid.  Final  urine 
osmolality  will  vary  with  the  urea 
load  presented  to  the  collecting  duct 
even  though  no  change  in  interstitial 
sodium  chloride  occurs. 

Valtin  9 has  performed  some  inter- 
esting studies  in  rats  with  hereditary 
hypothalamic  diabetes  insipidus.  He 
found  that  sodium  concentration  in 
the  papilla  of  these  rats  was  not  de- 
creased and  was  unaffected  by  exogen- 
ous  vasopressin  administration. 
Medullary  and  papillary  urea  content 
was  higher  in  normal  and  diabetes 
r ipidus  rats  treated  with  vasopressin, 
h ever,  than  in  untreated  diabetes 
insipidus  rats.  He  concluded  that  the 
action  ol  ADH  may  be  solely  to  alter 


Fig.  1 WATER  DIURESIS  (ADH  ABSENT) 


the  permeability  of  membranes  lining 
the  distal  nephron  to  water  and  urea. 

ADH  Secretion  and  Its 
Mode  of  Action 

ADH  is  produced  in  the  cell  bodies 
of  the  supra-optic  and  probably  to  a 
lesser  extent  in  the  paraventricular 
nuclei.10 

There  is  suggestive  evidence  that 
biosynthesis  may  result  in  an  inter- 
mediate precursor  molecule  which  is 
the  hormone  in  a bound  form  which 
is  biologically  inactive.  Presumably 
release  of  the  hormone  occurs  during 
the  maturation  of  the  neurosecretory 
granule.12  ADH  then  passes  down  by 
axonal  flow  to  its  storage  place  in  the 
neural  lobe  of  the  hypophysis.1 

Vasopressin  is  an  octapeptide 13 
which  in  man  has  the  following  struc- 
ture: 

Cys  • Tyr  • Phe  • Glu(NH2) 

• Asp(NH.)  • Cys  • Pro  • 

Arg  • Gly(NH,) 

It  is  felt  by  most  investigators  that 
flow  along  an  osmotic  gradient  in  liv- 
ing membranes  is  predominantly  non- 


diffusional,  that  is.  it  is  hydraulic  and 
occurs  through  pores  in  the  cell  mem- 
brane. The  most  popular  theory  for 
ADH  action  is  that  it  enlarges  the 
radius  of  existing  pores  or  creates  new 
ones  in  the  cell  membranes  of  the 
distal  convoluted  tubules  and  collect- 
ing ducts.14 

Several  other  hypotheses  concerning 
the  cellular  action  of  vasopressin  have 
been  proposed.  One  is  that  it  affects 
the  collecting  duct  cells  to  secrete 
hyaluronidase  into  the  urine.  This 
may  result  in  depolymerization  of  the 
basement  membranes  with  subsequent 
increased  permeability.13 

Still  another  theory  is  that  vaso- 
pressin stimulates  the  production  of 
cyclic  adenosine  3',  5', — monophos- 
phate which  causes  increased  perme- 
ability: 16-  17  ATP->3',  5'. — AMP-> 

5',  AMP. 

Since  the  urine  presented  to  the  dis- 
tal tubule  is  hypotonic  to  plasma,  in 
the  absence  of  renal  disease  or 
a diminished  glomerular  filtration  rate 
(GFR),  ADH  is  necessary  to  produce 
urine  osmolality  greater  than  that  of 
plasma.19-  20 
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Fig.  2 ANTIDIURESIS  (ADH  PRESENT) 
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In  addition,  ADH  increases  the  rate 
of  sodium  transport  across  amphibian 
skin  and  bladder,  but  whether  this  is 
also  a factor  in  the  human  distal 
tubule  and  collecting  duct  remains  to 
be  demonstrated.18’  21>  22 

It  also  has  been  noted  that  alkalin- 
ization  makes  the  renal  tubules  less 
responsive  to  exogenous  ADH,  where- 
as acidification  enhances  tubular  sensi- 
tivity.-3 One  study  in  rats  supports 
a dual  effect  for  vasopressin,  that  is 
small  doses  have  a diuretic  and  large 
doses  an  antidiuretic  effect.28 

ADH  secretion  is  controlled  pri- 
marily by  serum  osmolality.  An  in- 
crease in  osmolality  results  in  secre- 
tion of  ADH  with  consequent  solute 
free  water  reabsorption  by  the  kidney. 
Conversely,  reduction  of  plasma 
osmolality  inhibits  ADH  secretion 
with  consequent  increased  excretion  of 
solute  free  water  and  a hypotonic 
urine.24 

An  ordinarily  less  important  factor 
is  the  extracellular  fluid  volume,  a con- 
tracted volume  tending  to  stimulate 
ADH  secretion  and  an  expanded  vol- 
ume tending  to  inhibit  its  release.25 


A depletion  of  the  extracellular  fluid 
volume  may  supersede  tonicity  in  the 
control  of  ADH  release  and  anti- 
diuresis may  be  maintained  despite 
plasma  hypotonicity.  This  is  seen 
when  the  “effective”  extracellular  fluid 
volume  may  be  decreased  despite  the 
presence  of  expanded  isotopic  extra- 
cellular spaces,  as  in  congestive  heart 
failure  and  cirrhosis  with  ascites.1  The 
Henry-Gauer  reflex  refers  to  a neuro- 
effector pathway  initiating  in  stretch 
receptors  in  the  left  atrium,  carried 
via  the  vagus  to  the  hypothalamus 
and  resulting  in  ADH  inhibition.26'  27 

Studies  in  dogs,  measuring  ADH 
and  urine  flow,  have  demonstrated  that 
left  atrial  distention  decreases  the  se- 
cretion of  ADH. 2:1  This  is  the  mechan- 
ism for  ADH  responses  in  positive 
pressure  breathing  (which  may  be 
abolished  by  vagotomy)  30  and  the 
etiology  of  the  post-commisurotomy 
dilutional  syndrome. 

Neuro-endocrinologic  studies  have 
shown  that  in  addition  to  this  vagal 
effect.  ADH  secretion  may  be  stimu- 
lated by  emotional  stress  and  by  im- 
pulses from  the  reticular  activating 


system.11  A variety  of  drugs,  includ- 
ing histamine,  nicotine,  barbiturates, 
acethlcholine,  morphine,  and  anesthe- 
tics stimulate  ADH  release  whereas 
ethyl  alcohol  inhibits  its  secretion.2’ 31 
Thiazides  and  diguanides  have  been 
shown  to  have  an  antidiuretic  effect.32 

Measurements  in  human  subjects 
have  demonstrated  that  administration 
of  vasopressin  is  followed  by  an  in- 
crease in  plasma  cortisol.  It  is  there- 
fore felt  that  vasopressin  has  a corti- 
cotropin releasing-factor  effect.33  This 
effect  is  blocked  by  the  prior  adminis- 
tration of  dexamethasone.34  In  addi- 
tion, it  has  been  shown  that  the  an- 
terior pituitary  hormones  are  neces- 
sary for  the  action  of  ADH.35 

The  Inappropriate  Secretion  of 
ADH  - Experimental  Basis 

The  renal  response  in  man  to  sus- 
tained administration  of  vasopressin 
and  water  was  first  studied  by  Leaf 
et  al 36  and  more  recently  by  Jaenicke 
and  Waterhouse.37  These  experiments 
serve  as  the  prototype  for  the  syn- 
drome of  the  inappropriate  secretion 
of  ADH. 

These  investigators  found  that  if 
normal  subjects  are  given  a water  load 
(and  high  fluid  intake  maintained) 
and  daily  injections  of  vasopressin  a 
positive  water  balance  with  a gain  in 
weight  occurs.  Hyponatremia  with  a 
hypertonic  urine  is  observed.  After 
the  third  day,  despite  the  hyponatre- 
mia, saluresis  occurs  and  body  weight 
levels  off.  When  water  ingestion  is 
restricted,  but  vasopressin  administra- 
tion continued,  water  retention  and 
saluresis  do  not  occur.  The  serum 
sodium  concentration  returns  to  nor- 
mal, less  sodium  is  excreted  in  the 
urine  (although  the  urine  remains 
hyperosmotic),  urine  volume  dimin- 
ishes and  body  weight  returns  to  nor- 
mal. 

Various  explanations  have  been 
proposed  for  the  saluresis  seen  in 
these  experiments.  It  must  be  recalled 
that  in  addition  to  Adrenocortico- 
tropic hormone  (ACTH)38  hyper- 
kalemia,39’40  sodium  deprivation,41 
and  angiotensin  stimulate  aldosterone 
secretion.41  It  is  believed  that  because 
of  the  increase  in  plasma  volume  in 
these  experiments,  juxtaglomerular 
stretch  receptors  produce  less  renin, 
and  in  turn  less  angiotensin  and  less 
aldosterone  are  produced.  This  then 
results  in  a diminished  reabsorption  of 
sodium  in  the  distal  nephron  and 
diminished  excretion  of  potassium  into 
the  tubular  lumen.19’  42’  43 

It  may  also  be  that  when  plasma 
volume  becomes  overexpanded  a sec- 
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ond  mechanism  for  natriuresis  is  the 
inhibition  of  proximal  tubular  sodium 
reabsorption  by  as  yet  unidentified 
“salt  losing  hormone.”  43 

Still  another  factor  is  that  the  in- 
creased extracellular  fluid  volume  re- 
sults in  an  increased  GFR  and  there- 
fore, more  sodium  is  filtered.  This  then 
results  in  a greater  excretion  of 
sodium.44 

The  Clinical  Syndrome 

Schwartz  et  al  in  1957  44  discovered 
that  two  of  their  patients  with  no 
primary  circulatory  disturbance  ex- 
hibited hyponatremia  which  seemed  to 
be  secondary  to  the  persistent  secre- 
tion of  ADH.  This  occurred  despite 
the  presence  of  plasma  hypotonicity 
and  an  expanded  extracellular  fluid 
volume  (hence  the  term  “inappropri- 
ate”). These  patients  seemed  to  be  in 
every  way  identical  to  the  subjects 
studied  by  Leaf,  as  described  above. 

The  basic  features  of  this  syndrome 
include  the  following:  19>  51>  52- 53 

a.  Hyponatremia  with  natriuresis. 

b.  Hypertonicity  of  the  urine  in  the 
presence  of  diminished  plasma 
osmolality. 

c.  Absence  of  clinical  edema,  de- 
hydration, azotemia,  or  hypoten- 
sion. 

d.  Normal  renal  and  adrenal  func- 
tion. 

e.  Resistance  to  correction  of  hypo- 
natremia by  a saline  load. 

f.  Inability  to  excrete  a water  load. 

g.  Improvement  in  hyponatremia 
and  renal  loss  of  sodium  by  fluid 
deprivation. 

h.  Symptoms  of  water  intoxication. 

i.  Absence  of  hypokalemia. 

Since  Schwartz’s  report  there  have 
been  numerous  other  reports  of  the 
syndrome  of  the  inappropriate  secre- 
tion of  ADH  occurring  in  a great 
variety  of  illnesses.  Most  reports, 
however,  have  been  on  patients  with 
pulmonary,  cerebral,  or  metabolic  dis- 
ease. (See  TABLE  I). 

Several  years  before  Leaf’s  experi- 
ments there  were  case  reports  of 
“essential  hyponatremia”  in  pulmo- 
nary tuberculosis.54  Since  Schwartz’s 
report  most  pulmonary  case  reports 
have  been  in  association  with  broncho- 
genic carcinoma. 

That  this  syndrome  is  indeed  sec- 
ondary to  ADH  has  been  demon- 
strated by  finding  high  plasma  50  and 

nary  assays  for  ADH  57  as  well  as 

'h  titers  of  ADH  in  tumor  tis- 
sue 55>  56>  58,  59 

In  one  patient  who  was  given  a 
post-moi  < m examination,  Williams  et 


al'30  did  special  stains  of  the  supra- 
optic nucleus  and  the  posterior  pitui- 
tary. Depletion  of  the  para-amino- 
salicylic  acid  (PAS)  positive  material 
which  is  believed  to  be  vasopressin 
was  observed.  This  is  compatible  with 
maximum  ADH  secretion  and  further 
supports  the  conclusion  that  the  syn- 
drome is  indeed  due  to  sustained  ADH 
secretion. 

Support  for  the  theory  that  the 
natriuresis  seen  in  this  syndrome  is 
secondary  to  diminished  aldosterone 
secretion  has  been  forthcoming  in  the 
findings  of  diminished  urinary 
aldosterone  excretion  in  these  pa- 
tients.61- 62>  fi7-  72  In  addition,  it  has 
been  shown  that  urinary  sodium  excre- 
tion correlates  not  with  the  level  of 
ADH  but  with  the  GFR.  68  However, 
aldosterone  secretion  has  seemed  to 
eventually  increase  in  some  cases. 
This  may  explain  why  the  falling 
serum  sodium  reaches  a lower  limit. 
The  mechanism  for  this  is  unknown.67 

Kaye 69  recently  reported  a series 
of  investigations  which  challenge  this 
traditional  concept  of  the  pathogenesis 
of  hyponatremia  in  this  syndrome.  He 
found  the  radiosulfate  space  to  be 
normal  and  therefore  concluded  that 
the  increased  body  water  must  be  sec- 
ondary to  an  increase  in  the  intra- 
cellular compartment. 

His  sodium  balance  studies  revealed 
that  the  fall  in  serum  sodium  in  this 
syndrome  could  not  be  explained  by 


external  losses.  Although  a natriure- 
sis occurred  in  relation  to  the  hypo- 
natremia, renal  sodium  loss  was  found 
to  parallel  sodium  intake. 

Therefore,  his  second  conclusion 
was  that  sodium  is  stored  intracellu- 
larly  by  an  active  vasopressin-depen- 
dent transport  system  which  allows 
this  apparent  osmotic  gradient  to  per- 
sist. Muscle  biopsies  confirmed  the 
high  intracellular  sodium  content. 

This  syndrome  is  perhaps  most  fre- 
quently seen  in  patients  with  cerebral 
disease  of  many  varieties  and  has  pre- 
viously been  referred  to  as  “cerebral 
hyponatremia.”  The  presumed  mech- 
anism in  these  cases  is  the  presence 
of  an  irritative  lesion  proximal  to  the 
site  of  vasopressin  synthesis. 

In  normal  individuals  post-operative 
antidiuresis  is  transitory,  lasting  five 
to  seven  days.70  In  the  elderly,  how- 
ever, there  may  be  a sustained  secre- 
tion of  ADH  resulting  in  cerebral 
symptomatology  when  excessive  intra- 
venous fluids  are  administered.  The 
antidiuresis  may  be  related  to  induc- 
tion of  anesthesia,  medications,  stimuli 
of  pain  and  surgery,  hemorrhage  and 
positive  pressure  to  the  airway.71  Its 
occurrence  primarily  in  the  elderly, 
however,  suggests  that  cerebrovascular 
insufficiency  may  be  the  underlying 
etiology. 

Metabolic  disorders  in  which  this 
syndrome  occurs  include  myxedema  • 
and  acute  intermittent  porphyria. 


TABLE  I 

Diseases  in  Which  Inappropriate  Secretion  of  ADH  Is  Found 


Diagnosis 

Pulmonary 

References 

Bronchogenic  Carcinoma 

44,  55,  56,  57,  58,  59,  60 

Pulmonary  Tuberculosis 

61,  63,  64,  65,  66,  73,  96 

Pneumonitis 

102,  103 

Cerebral 

Epilepsy 

9,  45,  46,  47,  48,  49,  50 

Neoplasm 

CVA 

Head  Trauma 
Malformation 
Guillain-Barre 
Tuberculous  Meningitis 
Herpes  Simplex  Encephalitis 
Pituitary  Irradiation 

Metabolic 

52,  62,  101,  104 

Myxedema 

77,  78,  84 

Acute  Intermittent  Porphyria 

79,  80,  81 

Miscellaneous 

Idiopathic 

98 

Post-Commissurotomy 

87 
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Vogt  has  described  impaired  water 
excretion  in  four  myxedematous  pa- 
tients who  improved  by  administration 
of  thyroid  preparations.74  Other  re- 
ports have  emphasized  the  frequency 
of  hyponatremia  in  myxedema,  and 
that  it  is  usually  found  in  more  severe 
myxedema.  75>  70  Recently  there  have 
been  several  case  reports  which  estab- 
lish that  the  hyponatremia  in  these 
myxedematous  patients  is  secondary 
to  the  inappropriate  secretion  of 
ADH.77,  78  Administration  of  tri-iodo- 
thyronine  results  in  correction  of  the 
antidiuresis. 

Several  reports  have  appeared  in 
recent  years  attributing  the  hyponatre- 
mia seen  in  episodes  of  acute  inter- 
mittent porphyria  to  the  inappropriate 
secretion  of  ADH.79’  80’  81  The  hypo- 
natremia has  been  observed  to  be  cor- 
rected spontaneously  when  the  symp- 
tomatic period  is  ended.  It  is  of  in- 
terest that  several  drugs  which  stimu- 
late ADH  secretion  also  precipitate 
attacks  of  porphyria,  for  example, 
morphine  and  barbiturates. 

Despite  some  evidence  to  the  con- 
trary,82 the  finding  of  hypomagnese- 
mia and  hypermagnesuria  and  con- 
comitant hypocalcemia  with  hyper- 
calciuria  in  patients  with  symptomatic 
porphyria  suggests  that  these  findings 
may  also  be  characteristic  of  the  in- 
appropriate secretion  of  ADH.  80>  81 
One  patient  suffered  from  tetany  dur- 
ing a clinically  symptomatic  period.80 

These  findings  lead  us  to  be  wary 
of  certain  modes  of  therapy  previously 
suggested  for  the  management  of 
porphyria.  Certainly,  fluids  should  not 
be  forced.  British  anti-lewisite  (BAL) 
and  EDTA  have  been  recommended, 
but  the  former  stimulates  ADH  secre- 
tion and  calcium  and  magnesium  de- 
ficiency may  be  made  worse  by 
both.81 

The  mechanism  for  this  abnormal 
ADH  secretion  remains  unknown. 
Several  proposals  to  explain  the  sus- 
tained release  of  ADH  in  these  cases 
have  been  offered.  83,  84-  87 

a.  An  irritative  lesion  in  the  central 
nervous  system  in  the  cases  re- 
ported with  cerebral  involvement 
could  theoretically  cause  sus- 
tained ADH  production. 

b.  The  osmostat  may  be  reset  at  a 
lower  level. 

c.  Vagal  nerve  involvement  (as  is 
seen  in  bronchogenic  carci- 
noma) may  interfere  with  nor- 
mal left  atrial  reflexes  which  con- 
trol ADH  release.  Interference 
with  left  atrial  stretch  receptors 
is  also  presumed  to  be  the  mech- 


anism of  post-commissurotomy 
hyponatremia.87 

d.  There  may  be  an  inability  to 
maintain  the  inhibition  of  ADH 
in  response  to  plasma  dilution. 
This  is  supported  by  the  finding 
that  ADH  secretion  in  this  syn- 
drome is  not  completely  autono- 
mous— a transiently  hypotonic 
urine  may  be  produced  by  hyper- 
tonic saline,  a water  load,  and 
intravenous  ethyl  alcohol.84 

e.  ADH  may  be  produced  by  tumor 
tissue.  Various  non-endocrine 
endocrinopathies  have  been  re- 
ported. These  include  ACTH, 
melanocyte-stimulating  hormone 
(MSH)89  parathormone,  thy- 
roid stimulating  hormone 
(TSH),  estrogens,90  5-hydroxy- 
tryptophane,  and  gonadotro- 
pin91— excess  syndromes. 
Christy  gives  five  criteria  to  sup- 
port the  presence  of  a non- 
endocrine  endocrinopathy:  92 

1.  presence  of  the  clinical  syn- 
drome 

2.  presence  of  a tumor 

3.  demonstration  of  hormone 
excess  by  laboratory  methods 

4.  an  increased  amount  of  hor- 
mone must  be  demonstrated 
in  the  tumor  itself 

5.  disappearance  of  clinical  and 
laboratory  evidence  of  the 
syndrome  after  the  tumor  is 
removed 

Amatruda  et  al  and  others  have 
extracted  a material  with  ADH-like 
activity  from  oat  cell  carcinoma  in 
patients  with  this  syndrome.  83,  56’  58 
All  the  criteria  proposed  by  Christy 
have  been  met  in  at  least  some  of 
these  patients. 

It  seems  likely  that  there  is  no 
single  mechanism  but  that  several  of 
these  mechanisms  may  be  individually 
operable  in  the  varied  disease  states 
in  which  the  inappropriate  secretion 
of  ADH  is  found. 

Differential  Diagnosis 

Hyponatremia  may  be  classified  into 
three  categories  utilizing  the  param- 
eters of  circulatory  dynamics  and  the 
status  of  the  extracellular  fluid  vol- 
ume.18, 77>  88 

Hyponatremia  with  Circulatory  In- 
sufficiency and  a Contracted  Extra- 
cellular Fluid  Volume.  This  occurs 
in  diarrhea  and  emesis,  excessive 
diaphoresis,  adrenal  insufficiency,  salt 
wasting  renal  disease,  and  occasionally 
in  anorexia  nervosa  and  diuretic  abuse. 
These  patients  are  dehydrated  with 
hemoconcentration,  yet  extracellular 


sodium  is  depleted  to  a greater  extent 
than  water.  Oliguria  and  hypotension 
is  characteristic.  Clinically,  the  skin 
is  cool  and  clammy,  the  pulse  is  rapid 
and  thready,  the  mucus  membranes 
are  dry,  the  eyeballs  are  soft  and 
sunken,  and  tissue  turgor  is  poor.  The 
urine  osmolality  may  be  elevated,  but 
the  elevated  blood  urea  nitrogen 
(BUN),  creatinine  and  hematocrit 
and  a depressed  endogenous  creatinine 
clearance  make  it  evident  that  one  is 
not  dealing  with  inappropriate  ADH 
secretion. 

The  major  mechanism  here  is  be- 
cause of  the  marked  proximal  tubular 
sodium  reabsorption,  sodium-poor 
fluid  gets  to  the  distal  tubules  where 
water  is  osmotically  reabsorbed  lead- 
ing to  diminished  free  water  excre- 
tion. In  addition,  because  of  the 
diminished  GFR.  less  filtrate  is  pre- 
sented to  the  distal  tubule  for  dilu- 
tion. 

Eventually,  late  in  the  course  of 
this  depletional  hyponatremia,  ADH 
may  be  activated,  not  by  osmolality, 
but  rather  by  the  diminished  extra- 
cellular fluid  volume,  compounding 
the  already  existent  hyponatremia  with 
a dilutional  component.1 

Hyponatremia  with  Circulatory  In- 
sufficiency and  Overexpanded  Extra- 
cellular Fluid  Volume.  These  are  the 
patients  with  functionally  inadequate 
intravascular  space  despite  the  pres- 
ence of  hypervolemia.  This  group,  in 
the  main,  is  comprised  of  the 
edematous  states  in  which  hyper- 
aldosteronism so  often  is  a factor, 
that  is,  cirrhosis,  cardiac  failure,  and 
nephrosis.93  Ordinarily  in  these  states 
sodium  is  not  excreted  in  the  urine 
in  significant  quantities.77,  88  In  cer- 
tain instances,  however.  ADH  may  be 
stimulated  because  the  effective  extra- 
cellular fluid  volume  is  actually  di- 
minished and  a hypertonic  urine  will 
be  exceted.  Here,  the  distinguishing 
characteristic  once  again  is  edema  and 
the  secretion  of  ADH  in  a sense,  may 
be  said  to  be  “appropriate.” 

Hyponatremia  with  Adequate  Cir- 
culation and  Expanded  Extracellular 
Fluid  Volume.  These  patients  are  dis- 
tinguished by  having  hyponatremia 
without  evidence  of  edema  or  dehy- 
dration. They  are  the  patients  with 
the  syndrome  of  the  inappropriate  se- 
cretion of  ADH. 

The  GFR  is  normal  or  increased 
as  measured  by  the  endogenous  creati- 
nine clearance.  The  BUN  is  normal 
or  low.  The  ACTH  stimulation  test  is 
normal.  The  U/P  ratio  (urine  to 
plasma  osmolality)  is  usually  greater 
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than  unity.  These  patients  have  diffi- 
culty excreting  a water  load  and  main- 
tain a U/P  ratio  greater  than  unity 
despite  the  water  load. 

Administration  of  a saline  load  usu- 
ally does  not  correct  this  hyponatre- 
mia, whereas  fluid  deprivation  does. 
Nine-alpha  fluorohydrocortisone,  an 
aldosterone-like  compound,  dimin- 
ishes the  natriuresis,  whereas  hydro- 
cortisone is  ineffective. 

Grant  et  al  94  recently  reported  the 
case  of  a patient  with  hyponatremia 
with  isolated  adrenocorticotropic  hor- 
mone deficiency  who  was  unable  to 
excrete  a water  load  and  had  an  ele- 
vated U/P  ratio.  This  patient  was 
presumed  to  have  the  syndrome  under 
discussion  but  it  was  noted  that  neither 
fluid  restriction  nor  9-alpha  fluoro- 
hydrocortisone would  correct  the 
hyponatremia  whereas  a high  salt  in- 
take would.  These  findings  would 
suggest  that  ADH  was  not  primarily 
responsible.  It  must  be  concluded  that 
adrenal  glucocorticoid  deficiency, 
whether  primary  or  secondary  to  pitui- 
tary insufficiency,  can  mimic  the  in- 
appropriate ADH  syndrome.  Other 
investigators  have  demonstrated  that 
hydrocortisone  does  raise  the  osmotic 
threshold  for  ADH  action.95 

Treatment 

If  possible,  therapy  of  the  under- 
lying disease  should  be  attempted. 
Hyponatremia  has  been  corrected  by 
treatment  of  carcinoma  of  the  lung 
with  nitrogen  mustard,06  remission  of 
porphyria,15  and  with  exogenous  thy- 
roid replacement  in  myxedema.77  Be- 
cause the  symptoms  of  water  intoxi- 
cation may  be  so  severe  that  confu- 
sion, convulsions,  and  death  may  oc- 
cur. treatment  must  often  be  more 
immediate.  As  suggested  by  Leaf’s 
original  work,  restriction  of  water  (to 
500  cc/24  hr.)  will  correct  the  hypo- 
natremia. The  decreased  intake  makes 
for  a physiologic  need  for  more  ADH. 
There  is  no  reason  to  suspect  that 
ADH  secretion  decreases  with  water 
restriction.97 

A mineralocorticoid  may  be  given 
to  combat  the  natriuresis  secondary 
to  hypoaldosteronism,  but  this  is  usu- 
ally unnecessary.98’  62’  98  Several  in- 
vestigators have  noted  that  decreasing 
the  salt  intake  in  an  attempt  to  stimu- 
late aldosterone  secretion  results  in  the 
production  of  a dilute  urine.61  Others 
that  since  this  is  a depletional  as 
as  a dilutional  hyponatremia, 
ver,  a diet  high  in  sodium  should 
be  acm  ustered  to  correct  the  deficit. 
Indeed,  A’elt  recommends  the  infusion 


of  hypertonic  saline  in  the  severely 
symptomatic  patient.2 

Despite  occasional  reports  of 
ACTH  or  hydrocortisone  resulting  in 
a diuresis  of  a urine  hypotonic  to 
serum,98  this  has  proven  not  to  be 
the  case  in  the  vast  majority  of  re- 
ports.51’ 62 

Sousa  et  al 58  were  able  to  lower 
the  osmolality  of  the  urine  with 
ethacrynic  acid,  a diuretic  which  acts 
on  the  ascending  loop  of  Henle.99’  100 
This  may  be  worthy  of  further  clini- 
cal trials. 

Summary 

A syndrome  in  which  severe  hypo- 
natremia with  natriuresis  in  patients 
with  no  primary  disturbance  of  the  cir- 
culation is  described.  The  mechanisms 
for  the  sustained  inappropriate  secre- 
tion of  ADH  are  discussed.  Sufficient 
information  is  provided  so  that  this 
diagnosis  may  be  differentiated  from 
other  causes  of  hyponatremia  and  ap- 
propriate therapy  may  be  instituted. 
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Preventable  Deaths  Following 
Myocardial  Infarction 


What  is  the  mechanism  of  death  in 
patients  suitering  from  myocardial  in- 
farction? 

Forty-seven  percent  are  caused  by 
arrhythmias,  not  including  the  ar- 
rhythmias secondary  to  advanced  con- 
gestive heart  failure  or  cardiovascular 
shock.  Forty-three  percent  are  the  re- 
sult of  circulatory  failure  including 
congestive  heart  failure  and  cardiovas- 
cular shock.  Ten  percent  follow  other 
causes  (emboli,  cardiac  rupture,  etc.). 

In  our  present  method  of  hospital 
management,  are  these  deaths  pre- 
ventable? 

The  ideal  method  of  managing 
these  patients  is  in  an  Intensive  Coro- 
nary Care  Unit,  although  we  must  ad- 
mit that  there  has  been  no  significant 
reduction  in  the  percentage  of  deaths 
resulting  from  congestive  heart  failure 
or  cardiovascular  shock  in  these  units. 
The  marked  reduction  of  mortality  is 
in  the  group  of  deaths  following  ar- 
rhythmias without  advanced  conges- 
tive heart  failure  or  cardiovascular 
shock. 

In  hospitals  without  Intensive  Coro- 
nary Care  Units,  what  can  be  done 
to  decrease  the  mortality  rate? 

Without  such  a unit,  the  mortality 
rate  can  be  decreased  by  the  preven- 
tion or  prompt  treatment  of  arrhyth- 
mias which  occur  as  a primary  result 
of  the  coronary  occlusion.  During  the 
first  five  to  seven  days  the  patient 
should  be  hospitalized  and  monitored. 
Nursing  personnel  should  be  trained 
to  recognize  and  treat  the  abnormal- 
ities which  are  forerunners  of  fatal 
arrhythmias.  There  should  be  a de- 
fibrillator and  a resuscitation  unit 
available  on  each  hospital  floor  to 
avoid  delay.  Even  without  monitor- 
ing, the  mortality  rate  can  be  reason- 
ably decreased  by  special  attention  to 
be  prevention  of  arrhythmias.  Resus- 
tion  is  a last  minute  attempt  to  save 
a i In  the  best  of  institutions  the 
resusc  a ion  rate  following  ventricu- 
lar fibrillation  is  less  than  50  percent 


Part  I 

and  in  ventricular  standstill  less  than 
20  percent.  Therefore,  prevention  of 
fatal  arrhythmias  should  be  empha- 
sized. 

What  abnormalities  should  be  treated 
to  prevent  the  need  for  resuscitation? 

Ventricular  extrasystoles  should  be 
treated  when  they  occur:  ( 1 ) in  runs 
of  two  or  more  beats,  (2)  as  multi- 
focal beats,  (3)  at  a frequency  of 
greater  than  three  beats  per  minute 
and  (4)  if  they  come  close  to  or 
interrupt  the  T-Wave.  A slow  heart 
rate  should  be  treated  as  this  is  often 
the  result  of  myocardial  anoxia  and  is 
a forerunner  of  dangerous  arrhyth- 
mias. Heart  block  is  not  a frequent 
occurrence  and  comes  on  gradually  as 
a rule.  However,  it,  too,  should  be 
treated. 

What  is  the  preferred  treatment  for 
ventricular  extrasystoles,  sinus  brady- 
cardia and  heart  block? 

If  the  extrasystoles  are  of  the  type 
mentioned  above,  the  drug  of  choice 
is  xylocaine.  Fifty  milligrams  are 
given  intravenously  at  once.  If  the 
arrhythmia  is  not  abolished  within  two 
to  five  minutes,  another  50  mg.  are 
given.  With  the  termination  of  the 
extrasystoles,  an  intravenous  drip  of 
two  grams  of  xylocaine  in  500  cc. 
of  five  percent  glucose  and  water  is 
started  at  a rate  of  fifteen  to  twenty 
drops  a minute.  If  xylocaine  does  not 
end  the  ectopic  rhythm,  intravenous 
procaine  amide  should  be  given  (50 
mg.  every  two  to  three  minutes). 
Procaine  amide  may  drop  the  blood 
pressure.  Therefore,  this  drug  should 
be  watched  carefully.  Intramuscular 
therapy  should  be  given  at  the  same 
time  (500  mg.  every  four  to  six 
hours).  A sinus  bradycardia  (rate 
under  fifty-five)  is  treated  with  1.0  mg. 
of  atropine  sulfate  intravenously  and 
then  0.6  mg.  every  four  to  six  hours 
p.r.n.  If  the  rate  is  nearer  sixty  and 
there  is  an  ectopic  rhythm,  however, 
an  attempt  should  be  made  to  increase 
the  rate  by  the  use  of  intravenous 
atropine  to  abolish  the  ectopic  rhythm. 


Heart  block  is  an  emergency  only 
when  complete  A-V  block  is  accom- 
panied by  Stokes-Adams  syndrome, 
acute  congestive  failure  or  sustained 
pain.  First  degree  A-V  block  is  not 
treated  unless  the  patient  has  brady- 
cardia. Intravenous  atropine  is  used 
in  cases  of  second  degree  A-V  block. 
If  this  is  not  effective,  isuprel  by  slow 
drip  is  added.  Complete  A-V  heart 
block  is  treated  with  intravenous 
atropine  and  intravenous  isuprel  drip 
with  1-2  mg.  in  500  cc.  of  five  per- 
cent glucose  and  water.  If  there  is 
no  response  and  ectopic  rhythm  con- 
tinues, a temporary  transvenous  pace- 
maker should  be  used. 

What  is  the  preferred  treatment  for 
ventricular  tachycardia  and  ventricu- 
lar fibrillation? 

If  the  tachycardia  does  not  immedi- 
ately respond  to  intravenous  xylo- 
caine, cardioversion  is  used.  In  some 
centers  four  hundred  watt  seconds  are 
given  initially.  Others  use  two  hun- 
dred watt  seconds.  The  danger  is  pre- 
cipitating ventricular  fibrillation. 
Therefore,  it  is  often  preferred  to  use 
graduated  shock  levels,  beginning  at 
twenty-five  watt  seconds  and  increas- 
ing until  the  desired  result  is  accom- 
plished. This  graduated  method 
should  be  used  on  all  patients  on 
digitalis  therapy.  The  only  method  of 
treatment  for  venticular  fibrillation  is 
by  the  use  of  immediate  cardioversion 
with  an  initial  dose  of  four  hundred 
watt  seconds. 

■ William  G.  Teaman,  Jr.,  M.D. 
questions  M.  Price  Margolies,  M.D., 
Associate  Professor  of  Medicine, 
Graduate  Division,  University  of 
Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


Itniiut  nK 
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©Heat  "A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
'•  hot  bath..."5 


©Board 

"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.- 950,  1966.  (2).  Gottschalk, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4:23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


©Robaxin -750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"..  .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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NEW  EVIDENCE: 

Pro-Banthme®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

N IMPORTANT  PROBLEM  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthine  intravenously 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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Research  in  the  Service  of  Medicine 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus  (Penici Ilin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml ) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- - 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K*  Hi 


700867 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information. 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


► V-CILLIN  K* 

POTASSIUM  PMNOXYMCTHU 
PENICILLIN  TASLITS,  U.S.P. 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
;r  allergies.  Resuscitative  drugs  should  be  readily  available  for 
1 gency  administration.  These  include  epinephrine  and  pressor 
dru;,  as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manife1  :tions  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hi 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  a 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studi 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shot 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  Ir 
common  with  administration  of  oral  penicillin  than  with  intramuscu 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sign 
cant  index  of  sensitization.  The  following  hypersensitivity  reactic 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rasf 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  u 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  fev 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphyla 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thrc 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  a 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thi 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infar 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  ii 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  b 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  time: 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prev' 
development  of  rheumatic  fever  and/or  other  serious  complicatio 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histi 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  ui 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  to' 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and 
two  days  postoperatively.  If  Oiol  medication  is  not  feasible  on  the  c 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moc 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectiv 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  gi> 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pro 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  ho 
for  six  doses  are  recommended.  Refractory  infections  generally  respc 
to  a second  treatment  three  to  four  days  following  completion  of 
first.  Treatment  of  gonorrhea  with  severe  complications  should 
individualized,  with  prolonged  and  intensive  treatment.  Patients  wit 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  1 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P. , 125  mg.  (200,000  units) 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  i 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units) 

5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [032< 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46 206. 
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Diagnosis  of  Streptococcal  Pharyngitis 

The  physician’s  clinical  impression  and  a throat  culture  are  the  most 
important  and  practical  factors  in  the  diagnosis  of  streptococcal  pharyngitis 


ALBERT  I.  HOLTZ,  M.D. 

Van  Nuys,  California 

Infections  of  the  upper  respiratory 
tract,  which  comprise  the  major 
aspect  of  pediatric  practice  and 
emergency  care,  present  a difficult 
problem  in  diagnosis  and  treatment. 
While  a large  percentage  of  upper 
respiratory  tract  infections  are  not  due 
to  the  B-hemolytic  streptococcus,1  a 
definite  percentage  of  these  infections 
are  due  to  this  organism  and  are, 
therefore,  worth  diagnosing  and  treat- 
ing. The  complications  following 
B-streptococcal  infections,  which  in- 
clude rheumatic  fever  and  glomerulo- 
nephritis, are  severe  and  have  a sig- 
nificant mortality  and  morbidity.  The 
fact  that  the  streptococcus  is  not 
eradicated  except  by  a ten-day  anti- 
biotic administration  makes  treatment 
based  on  inadequate  evidence  difficult. 

Methods 

The  first  series  of  patients  was  seen 
in  December  and  January  in  an 
emergency  ward  practice.  Observa- 
tions were  made  on  these  patients  as  to 
the  temperature,  general  history  and 
physical  examination,  white  blood 
count  and  differential,  and  finally  a 


Dr.  Holtz  is  assistant  professor  of 
pediatrics  at  the  University  of  South- 
ern California  and  a staff  member  of 
the  Children's  Hospital  of  Los  Angeles 
and  the  Los  Angeles  County  General 
Hospital.  He  was  previously  asso- 
ciated with  the  department  of  chem- 
istry, University  of  Pennsylvania, 
Philadelphia. 


diagnosis  was  proposed  and  treatment 
instituted.  The  main  points  leading  to 
the  clinical  diagnosis  are  shown  in 
TABLE  I.  The  laboratory  facilities 
were  those  of  Massachusetts  General 
Hospital,  Boston.  All  bacteria  were 
identified  on  these  throat  cultures. 

The  second  group  of  patients  was 
diagnosed  on  the  basis  of  clinical  im- 
pression alone;  the  diagnosis  and  treat- 
ment were  amended  by  the  results  of 
the  throat  culture.  These  patients  were 
seen  in  private  practice  during  the 
months  of  July  and  August.  The  clini- 
cal diagnosis  was  made  without  a 
white  blood  count.  A throat  culture 
was  taken  for  identification  of  B-strep- 
tococcus  alone  and  in  children  under 


* Physicians  Bioanalytical  Laboratory,  Suit- 
land,  Maryland.  (John  Stauch,  Ph.D.,  Director) 


three  years  of  age.  Hemophilus  in- 
fluenzae also  was  identified.* 

Results  and  Discussion 

An  analysis  of  twenty-five  consecu- 
tive upper  respiratory  tract  infections 
seen  in  the  emergency  ward  in  the 
months  of  December  and  January  is 
presented  in  TABLE  II. 

The  lack  of  correlation  of  any  of 
the  parameters  measured  with  the 
throat  culture  is  easily  seen.  The  over- 
all impression  correlated  best  with  the 
bacteriologic  diagnosis. 

Further  studies  then  were  under- 
taken to  test  the  hypothesis  that  clini- 
cal judgment  along  with  a throat  cul- 
ture can  be  the  best  guide  for  treat- 
ment of  upper  respiratory  tract  in- 
fections. 


TABLE  I 


Factors  Favoring  the  Diagnosis  of 
Bacterial  Infection  Viral  Infection 


1.  Absence  of  viral  signs 

2.  Contact  with  known  strep  disease 

3.  Scarlatiniform  rash 

4.  Otitis  media 

5.  Purulent  sinusitis 

6.  Exudate  in  pharynx 


1.  Conjunctivitis 

2.  Diarrhea 

3.  Widespread  respiratory  infection 
including  cough 

4.  Non-scarlatiniforni  rash 

5.  Herpangina 

6.  Contact  with  viral  disease 


TABLE  II 

Findings  in  25  Consecutive  Patients  in  Pediatric  Age  Group 
(Receiving  Ward) 


No.  Diagnosed 
Av.  % Correctly  by 


Culture 

Patients 

Temp. 

WBC 

Av.  % 
Polys. 

Immature 

Polys. 

Overall  Clinical 
Impression 

Strepto- 

coccus 

6(24%) 

101.0 

13,800 

64.3 

8.8 

5/6 

No  bacterial 
pathogen 

15(60%) 

101.5 

12,183 

66.6 

7.4 

9/15 

Hemophilus 

influenzae 

4(16%) 

100.8 

9,650 

48.0 

8.0 

l*/4 

15/25  (60%) 

* Diagnosed  as 

Streptococcal  infection. 

Patient  had 

exudate  in 

throat. 
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TABLE  III 


Correlation  of  Clinical  Diagnosis  with  Bacterial  Diagnosis 
(Private  Practice) 


No.  of 
Patients 

Percentage 
of  Total 

Total  No. 
Diagnosed 

Diagnosed  correctly  as  bacterial  showing 
Strep  on  culture 

14 

24% 

Correctly 

Diagnosed  correctly  as  viral  showing  no 
Strep  on  culture 

23 

39% 

37  (63%) 

Diagnosed  incorrectly  as  bacterial,  show- 
ing no  Strep  on  culture 

18 

30% 

Incorrectly 

Diagnosed  incorrectly  as  viral,  showing 
Strep  on  culture 

4 

7% 

22  (37%) 

syndromes  in  diagnosis.  Am.  J.  Dis.  Child  101: 


In  TABLE  II,  we  see  that  60  per- 
cent of  patients  were  diagnosed  cor- 
rectly when  white  blood  counts  and 
differential  counts  were  used.  In  the 
patients  diagnosed  without  blood 
counts  (TABLE  111),  63  percent  were 
diagnosed  correctly  on  clinical 
grounds  alone. 

The  recovery  of  the  streptococcus 
depends  on  the  number  of  pharyngeal 
swabs  used.2  The  asymptomatic  car- 
rier is  not  a rare  individual;  an  inci- 
dence of  12  percent  was  reported  in 
one  extensive  series.3  The  same 
study 3 involving  eighty-six  cases 
with  positive  cultures  for  streptococ- 
cus revealed  a correlation  with  leuco- 
cytosis.  This  more  extensive  analysis 
reveals  a correlation  which  was  not 
evident  in  the  shorter  series  presented 
here.  A 70-75  percent  accuracy  in 
diagnosis  has  been  recorded,4’  5 while 
one  group  found  no  correlation  be- 
tween cultures  and  clinical  examina- 
tion.6 

Summary 

The  diagnosis  of  B-hemolytic  strep- 
tococcal pharyngitis  can  be  made  in 
two-thirds  of  cases  on  clinical  grounds. 
The  temperature,  white  blood  cell 
count  and  differential  count  are  of 
limited  value  in  making  this  diagnosis. 

The  clinical  impression  of  the  phy- 
sician followed  by  a throat  culture  are 


the  most  important  and  practical  fac- 
tors in  the  diagnosis  of  streptococcal 
pharyngitis. 

REFERENCES 

1.  Cornfield,  I).,  Werner,  G„  Weaver,  R.. 
Bellows,  M.  T.  and  Hubbard,  J.  P.:  Streptococ- 
cal infection  in  a school  population:  preliminary 
report.  Ann.  Int.  Med.  49:  1305,  1958. 

2.  Saslow,  M.  S„  Jenks,  S.  A.  and  Saul,  M.: 

Frequency  of  recovery  of  beta-hemolytic  strepto- 
cocci as  related  to  number  of  throat  swabs. 
J.  Lab.  Clin.  Med.  54:  151.  1959. 

3.  Stillerman,  M.  and  Bernstein,  S.  H.: 

Streptococcal  pharyngitis:  evaluation  of  clinical 


476.  1961. 

4.  Breese,  B.  B.  and  Disney,  F.  A.:  Accuracy 
of  diagnosis  of  B-hemolytic  streptococcal  in- 
fections on  clinical  grounds.  J.  Pediat.  44:  670, 
1954. 

5.  Rantz,  L.  A„  Boisvert,  P.  L.  and  Spink, 

W.  W.:  Hemolytic  streptococci  and  non-strepto- 
cocci disease  of  the  respiratory  tract.  A com- 
parative clinical  study.  Arch  Int.  Med.  78:  369, 
1946. 

6.  Cornfield.  D..  Hubbard,  J.  P.,  Harris,  T.  N. 

and  Weaver,  R.:  Epidemiologic  studies  of 

streptococcal  infection  in  school  children.  Am. 
J.  Pub.  Health  51:242.  1961. 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 
get  tired  of. 
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PENNSYLVANIA  MEDICINE 


There  are  119,000* 
undetected  diabetics  in 
Pennsylvania 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 


Why  Wait? 


'Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 
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Carcinoma  of  the  Lung  — 

Occasional  Chameleon 

Three  case  reports  of  patients  with  carcinoma  of  the  lung  who  presented 
with  unusual  radiographic  manifestations  are  presented  and  discussed 

WALLACE  T.  MILLER.  M.D.,  and  EUGENE  P.  PENDERGRASS.  M.D. 

Philadelphia,  Pennsylvania 


Carcinoma  of  the  lung  often  is 
an  obvious  disease  process 
when  it  appears  either  as  a mass 
in  the  lung,  solid  or  cavitating,  as 
atelectasis  of  a lobar  segment,  or  as 
a hilar  or  anterior  mediastinal  mass. 
The  presumptive  diagnosis  is  usually 
made  by  the  radiologist. 

Occasionally,  lung  cancer  will  mas- 
querade or  mimic  another  disease, 
thereby  delaying  diagnosis  and  early 
institution  of  therapy.  It  is  this 
chameleon  pattern  of  carcinoma  of 
the  lung  which  is  most  baffling  to  the 
clinician  and  has  prompted  us  to 
record  three  unusual  experiences. 

Case  Reports 

Case  No.  1:  A sixty-five  year  old, 
obese,  white  female  with  a long  his- 
tory of  essential  hypertension,  arterio- 
sclerotic heart  disease,  and  angina 
pectoris  presented  in  June  of  1960, 
when  a small  lesion  was  observed  in 
the  left  upper  lobe  (Fig.  1). 

The  lesion  did  not  change  over  the 
next  year  and  the  patient  had  no  fur- 
ther chest  examination  until  March 
1964,  at  which  time  the  area  of  in- 
volvement was  slightly  larger  and  ap- 
peared to  be  cavitated  (Figs.  2A  and 
B). 

Three  induced  sputa  examinations 
for  cytology  revealed  no  malignant 
cells.  Bronchoscopy  and  cytology  of 
bronchial  washings  were  normal. 
Sputum  cultures  for  tuberculosis  also 
were  normal.  The  O.T.  was  -(-1  at 
0.1  strength.  It  was  thought  that  the 
lesion  was  tuberculosis,  and  anti- 

■ At  the  University  of  Pennsylvania 
School  of  Medicine,  Dr.  Pendergrass 
is  emeritus  professor  of  radiology  and 
Dr.  Miller  is  assistant  professor  of 

adiology. 


tuberculosis  therapy  was  started.  Fol- 
low-up roentgen  examinations  of  the 
chest  over  the  next  five  months  re- 
vealed no  significant  change  in  the 
left  upper  lobe  lesion,  but  in  Novem- 
ber 1964  (Fig.  3),  the  process  ap- 
peared slightly  larger.  The  patient  had 
previously  been  asymptomatic  in  re- 


gards to  the  lung  lesion,  but  at  that 
time  she  developed  hemoptysis  and 
was  admitted  for  restudy.  Sputum 
cytology  was  now  Class  V.  The  pa- 
tient's severe  cardiac  disease  precluded 
surgical  removal  of  the  left  upper  lobe 
lesion,  so  she  was  given  5.250  rads 
of  supervoltage  x-ray  therapy  to  the 


6-10-60 

Fig.  1 — Case  #1 : Sixty-five  year  old  female  with  small  nodule  in  left  upper  lobe. 

6/10/60. 


54 


PENNSYLVANIA  MEDICINE 


Fig.  2A  & B — Case  #1:  A.  Four  years  later  2/26/64,  the  nodule  is  silghtly  larger  and  has  now  cavitated. 
B.  A body  section  roentgenogram  better  demonstrates  the  cavitation. 


lesion  in  thirty-one  elapsed  days. 
There  was  radiographic  evidence  of 
regression  of  the  size  of  the  nodule, 
but  the  patient  went  steadily  downhill 
and  expired  in  April  1965,  presum- 
ably of  her  cardiac  disease. 

Comment:  The  patient  had  a pri- 
mary lung  carcinoma  which  was  pres- 
ent for  four  years  and  grew  only 
slightly  during  that  time.  There  never 
was  radiographic  evidence  of  bone  or 
brain  metastases.  The  diagnosis  was 
made  only  on  repeated  study  of  the 
sputum  for  malignant  cells.  An  earlier 
diagnosis  of  tuberculosis  had  been 
made,  largely  by  exclusion. 

The  natural  life  history  of  carci- 
noma of  the  lung  may  extend  over  a 
long  period;  in  some  instances,  over 
ten  years.  The  roentgen  evidence  of 
an  abnormality  in  the  above  instance 
was  a small  lesion  which  grew  very 
slowly.  The  presence  of  a cavity  in 
such  a small,  slow-growing  lesion  is 
most  unusual  in  a slow-growing  car- 
cinoma of  the  lung.  Alveolar-terminal 
bronchiolar  carcinoma  not  infrequent- 
ly develops  cavities. 

Case  No.  2:  A sixty-one  year  old 
white  female  developed  a cough  in 
December,  1964  and  in  March  1965, 
an  unusual,  diffuse  lesion  was  dis- 
covered in  the  right  lung.  The  lesion 
had  the  appearance  of  pulmonary 
fibrosis  (Fig.  4).  Bronchoscopy  and 
induced  sputum  at  another  institution 
were  normal. 


11-2-64 

Fig.  3 — Case  #1:  Eight  months  later  the  nodule  is  slightly  larger.  Class  V 
cytology  was  obtained  at  this  time,  I 1/2/64,  and  a diagnosis  of  alveolar-terminal 
bronchiolar  carcinoma  was  made. 
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3-28-65 


Fig.  4 — Case  #2:  Sixty-one  year  old  white  female  with  an 
unusual  diffuse  pattern  of  nodularity  in  the  right  lung, 
3/28/65. 

The  chest  findings  progressed  slight- 
ly between  March  and  July  1965  (Fig. 

5),  at  which  time  the  patient  was 
admitted  to  the  Hospital  of  the  Uni- 
versity of  Pennsylvania.  Induced 
sputa,  bronchoscopy,  and  mediastinal 
node  biopsy  now  revealed  an  adeno- 
carcinoma of  the  right  lung,  presum- 
ably bronchiolar  cell  (alveolar  cell) 
type.  She  was  given  4,000  rads  of 
supervoltage  x-ray  therapy  to  the  right 
lung,  but  subsequently  developed  bone 
metastases  and  a right  pleural  effusion 
followed  by  a rapid  downhill  course. 

She  expired  in  April,  1966. 

Comment:  This  patient  demon- 
strates an  unusual  manifestation  of  a 
carcinoma  of  the  lung  as  unilateral 
diffuse  pulmonary  disease. 

Case  No.  3:  A forty-nine  year  old 
white  male  was  transferred  to  the  Hos- 
pital of  the  University  of  Pennsylvania 
from  another  hospital  with  a diagnosis 
of  esophageal  narrowing  of  uncertain 
significance.  Esophagoscopy  at  the 
other  hospital  had  been  normal.  That 
examination  was  repeated  and  again 
was  found  to  be  normal  with  no  evi- 
lence  of  malignant  cells  in  the  esopha- 
The  postero-anterior  roentgeno- 
gr,  rn  of  the  chest  showed  nothing 
abnormal  (Fig.  6),  but  the  lateral 
view  with  barium  in  the  esophagus 


7-30-65 

Fig.  5 — Case  #2:  The  findings  in  the  right  lung  have  pro- 
gressed, 7/30/65.  The  left  lung  remains  clear.  Mediastinal 
node  biopsy  revealed  adenocarcinoma  secondary  to  alveolar 
cell  carcinoma  of  the  right  lung. 
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Fig.  7 — Case#3:  Esophagram  reveals  narrowing  of  the  esophagus  by  ap- 

parent extrinsic  pressure.  Esophagoscopy  revealed  a constriction  of  the 
esophagus,  but  no  abnormalities  in  its  mucosa.  Bronchoscopy  revealed  a small 
carcinoma  in  the  left  lower  lobe.  The  esophageal  narrowing  is  due  to  mediastinal 

node  metastases. 


revealed  a narrowing  of  the  esophagus 
by  an  apparent  extrinsic  mass  just 
below  the  carina  (Fig.  7).  Carcinoma 
of  the  lung  with  mediastinal  metastasis 
was  suspected  despite  the  lack  of 
roentgenographic  evidence  of  a lung 
lesion.  Bronchoscopy  revealed  a small 
lesion  in  the  left  lower  lobe  which, 
on  biopsy,  was  diagnosed  as  squamous 
cell  carcinoma.  The  patient  was  given 
4,600  rads  of  supervoltage  x-ray  ther- 
apy to  the  mediastinum  and  left  lower 
lobe,  but  did  poorly.  The  patient  ex- 
pired in  May,  1966. 

Comment:  Carcinoma  of  the  lung 
simulating  the  appearance  of  a pri- 
mary lesion  of  the  esophagus  without 
abnormal  changes  in  the  chest  roent- 
genogram of  the  lung  is  unusual,  but 
not  unique  in  our  experience. 

Discussion 

These  three  cases  illustrate  only  a 
few  of  the  many  facets  of  carcinoma 
of  the  lung.  It  can  masquerade  as  an 
infection,  as  a lymphoma,  or  any 
mediastinal  tumor.  Innocuous  appear- 
ing lung  lesions  which  do  not  clear 
are  often  not  tuberculosis,  fungus  dis- 
ease, or  pneumonia,  but  an  insidious 
neoplasm.  Even  radiographic  changes 
of  diffuse  lung  disease  may  be  a car- 
cinoma in  an  uncommon  disguise. 

It  is  important  for  the  physician  to 
be  aware  of  the  diverse  nature  of  this 
disease,  and  to  make  every  attempt  to 
make  an  early  diagnosis  and  not  rely 
on  roentgen  evidence  of  progression 
for  a presumptive  diagnosis.  When- 
ever possible,  a lung  biopsy  should  be 
performed. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis^  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.t  Am.  J.  Med.  Sc i .,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:81§,  1959.  6/67  Q-706A 


in 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  cai 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  ii 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Bandol:  A Clinical  Trial 


This  new  oral  analgesic  is  capable  of  relieving  moderate  to  severe  pain 
associated  with  a variety  of  conditions  in  a majority  of  patients 


GEORGE  L.  JACKSON,  M.D. 
Harrisburg,  Pennsylvania 

Pain  is  the  leading  symptom  of 
many  diseases  and  one  of  the  most 
frequent  reasons  why  patients  seek 
medical  treatment.1’  2 Although  ad- 
vances have  been  made  toward  its 
successful  management,  the  relief  of 
pain  continues  to  be  a challenging 
medical  problem.2'  5 & 

Control  of  pain  may  be  sought  by 
various  means,  but  the  most  common 
is  the  use  of  systemic  analgesic 
drugs.1  4 While  many  agents  are  avail- 
able for  relief  of  pain,  none  is  entirely 
satisfactory.  In  general,  the  narcotic 
analgesic  drugs  that  will  relieve  severe 
pain  are  addicting.  The  non-addicting 
analgesic  drugs,  though  effective  for 
relief  of  mild  and  moderate  pain,  are 
unreliable  for  relief  of  severe  pain.1’  2 
The  goal  of  current  research  in  the 
field  of  analgesia,  therefore,  is  to  de- 
velop a drug  which  is  potent  enough 
to  abolish  pain  yet  has  no  addiction 
liability.1’ 2 • 4 8 

This  study  was  undertaken  to  evalu- 
ate the  effectiveness  of  a new  oral 
analgesic  drug  recently  introduced  for 
clinical  trial.  In  this  study,  the  drug 
was  administered  to  patients  with  mod- 
erate and  severe  pain  associated  with 
a variety  of  conditions  encountered  in 
daily  medical  practice.  Our  findings 
are  briefly  described  in  this  report. 

Materials  and  Methods 

The  drug  under  trial,  identified  as 
Bandol,*  is  a basic  amide  derived 
from  benzilic  acid.  Chemically,  the 


■ Dr.  Jackson  is  director  of  medical 
education  at  Harrisburg  Hospital, 
Harrisburg. 


compound  is  2-ethoxy-N-methyl-N-2- 
(methylphenethylamino)  ethyl-2,  2- 
diphenylacetamide  hydrochloride.  Ex- 
perimental studies  have  demonstrated 
that  the  compound  has  an  analgesic 
potency  in  mice  equivalent  to  that  of 
codeine  or  propoxyphene  and  approxi- 
mately one-third  greater  than  that  of 
meperidine.9  Also,  results  of  chronic 
studies  in  monkeys  indicate  an  un- 
likely predisposition  of  the  drug  for 
addiction.10  In  clinical  use,  the  drug 
exhibited  effective  analgesic  action 
with  minimal  side  effects  when  given 
for  the  relief  of  postpartum  pain.1 

The  trial  medication  was  adminis- 


had  moderate  or  severe  pain.  Eleven 
patients  were  in  good  physical  condi- 
tion, six  were  in  fair  condition,  and 
two  were  in  poor  condition. 

On  each  patient's  report  form  were 
recorded  the  source  and  severity  of 
pain,  the  number  of  capsules  given 
each  day,  the  degree  of  pain  relief 
obtained  each  day,  and  an  estimate 
of  the  onset  and  duration  of  analgesic 
action.  The  degree  of  pain  relief  was 
scored  numerically  from  0-4,  0 repre- 
senting no  relief;  1 slight  relief;  2, 
moderate  relief;  3,  almost  complete 
relief;  4,  complete  relief.  Side  effects, 
if  any,  were  also  recorded. 


TABLE  I 

Diseases  which  Produced  Pain  in  Nineteen  Patients, 
According  to  their  Frequency  and  Severity 


Disease 

Moderate 

Pain 

Severe 

Pain 

Rheumatoid  arthritis 

1 

5 

Headache 

2 

1 

Low  back  pain 

2 

1 

Diabetic  peripheral  vascular  disease 

1 

Osteoarthritis 

1 

Neuritis 

1 

Dysmenorrhea 

1 

Myositis 

1 

Plantar  fascitis 

1 

Follicular  tonsilitis 

1 

Totals 

6 

13 

tered  in  the  form  of  capsules,  each 
containing  37.5  mg.  of  the  drug.  It 
was  given  in  doses  of  one  capsule, 
one  to  four  times  a day,  according 
to  the  patient’s  need.  Thirteen  patients 
were  treated  for  five  days,  two  patients 
were  treated  for  seven  and  ten  days, 
respectively,  and  four  were  treated  for 
from  one  to  four  days.  No  other 
analgesic  was  given  during  this  period. 

The  study  group  consisted  of  four 
males  and  fifteen  females;  of  these 
eleven  were  Caucasians  and  eight  were 
Negroes.  The  youngest  patient  was 
twenty-two;  the  oldest,  eighty-two. 
The  average  age  was  fifty-four.  All 


* Bandol  is  a trade  mark  of  E.  R.  Squibb 

& Sons. 


Results 

The  source  and  severity  of  the  pain 
presented  by  the  patients  appear  in 
TABLE  I.  The  number  of  capsules 
given  each  day  is  shown  in  TABLE 
II.  The  scores  of  pain  relief  obtained 
after  treatment  with  Bandol  are  given 
in  TABLE  III.  The  onset  and  dura- 
tion of  analgesia  after  the  administra- 
tion of  the  trial  drug  are  shown  in 
TABLE  IV. 

As  TABLE  I indicates,  six  patients 
had  moderate  pain  and  thirteen  had 
severe  pain  arising  from  various 
sources. 

The  number  of  capsules  given  each 
day  ranged  from  one  to  four.  Most 


TABLE  II 

Frequency  of  Administration  of  Bandol 


of  the  patients  required  four  capsules 
daily  for  the  relief  of  pain  (TABLE 
II). 

More  than  70  percent  of  the  pa- 
tients obtained  complete  or  almost 
complete  relief  of  pain  on  each  of  the 
first  five  days  of  treatment,  more  than 
half  experiencing  complete  relief  on 
these  days  (TABLE  III).  Eight  pa- 
tients reported  complete  relief  and  six 
additional  patients  reported  complete 
or  almost  complete  relief  throughout 
the  entire  course  of  treatment  of  three 
to  five  days. 

One  patient  with  rheumatoid  arthri- 
tis obtained  no  relief  whatever  from 
treatment  with  the  analgesic  for  five 
days.  Another  patient  with  osteo- 
arthritis experienced  only  moderate 
relief  each  day  during  ten  days  of 
treatment.  A patient  with  diabetic 
peripheral  vascular  disease,  treated  for 
seven  days,  obtained  only  slight  relief 
on  five  days  and  no  relief  on  two 
days.  A fourth  patient  with  severe 
headache  experienced  complete  relief 
on  four  days  but  only  slight  relief 
on  one  day  of  treatment.  A fifth 
patient  experienced  almost  complete 
relief  of  pain  on  three  days  but  only 
moderate  relief  on  the  remaining  two 
days  of  treatment  with  the  analgesic. 

Twelve  patients  noticed  relief  from 
pain  within  forty-five  minutes,  and 
seventeen  of  the  nineteen  patients  ex- 
perienced relief  within  an  hour 
(TABLE  IV).  Eleven  patients  esti- 
mated that  the  analgesic  effects  of 
Bandol  lasted  longer  than  three  hours, 
to  a maximum  of  four  and  a half 
hours,  and  six  estimated  that  its  effects 
lasted  less  than  three  hours  (TABLE 
IV).  The  shortest  estimated  duration 
of  pain  relief  was  one  and  half  hours, 
and  the  average  duration  was  three 
and  a half  hours.  In  one  patient,  the 
onset  and  duration  of  analgesia  was 
not  recorded.  Hence,  of  the  recorded 
patients,  the  onset  of  analgesia  was 
noted  within  forty-five  minutes  in  70.6 
percent  and  the  effect  lasted  longer 
than  three  hours  in  64.7  percent. 

No  side  effects  were  observed  in  any 
of  the  patients  treated  with  the  trial 
medication. 

Summary 

Bandol,  a new  oral  analgesic  agent, 
was  administered  in  doses  of  37.5 
mg.  one  to  four  times  daily  to  nine- 
teen patients  with  moderate  and  severe 
pain  associated  with  a variety  of  con- 
ditions. Treatment  was  continued  for 
one  to  ten  days. 

In  more  than  70  percent  of  the 

Vents,  pain  relief  during  the  first 
days  of  treatment  with  Bandol 
was  considered  satisfactory.  In  most 
patiem;  the  onset  of  pain  relief  oc- 
curred within  forty-five  minutes  and 
lasted  more  than  three  hours.  Maxi- 
mum duration  was  four  and  a half 
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hours,  and  average  duration  was  three 
and  a half  hours. 

No  side  effects  were  noted. 

On  the  basis  of  these  observations 
it  is  our  impression  that  Bandol  in 
doses  of  37.5  mg.,  three  or  four  times 
daily,  is  capable  of  relieving  moderate 
to  severe  pain  associated  with  a variety 
of  conditions  seen  in  daily  medical 
practice,  in  a majority  of  the  patients 
treated. 
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Results  after  Treatment  with  Bandol 
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* 4 = complete;  3 = almost;  2 

= moderate;  1 = slight; 

0 = none. 

TABLE  IV 

Onset  and  Duration  of  Analgesic  Action  of  Bandol 
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* One  patient  failed  to  obtain  analgesia. 
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related  sciences  through  the  collection  and  exchange  of  information 


LEONARD  KAREL,  Ph  D. 

Bethesda,  Maryland 

hen  the  National  Library  of 
Medicine  was  established  in 
1836  as  the  Library  of  the 
Surgeon  General's  Office  (U.  S. 
Army),  the  Surgeon  General  was  au- 
thorized to  spend  $150  for  medical 
literature.  Today  the  Library,  located 
at  Bethesda,  Maryland  near  Washing- 
ton, in  a five-story  contemporary 
building  which  it  has  occupied  since 
1962,  is  regarded  as  the  world’s  larg- 
est in  biomedicine.  Among  its  hold- 
ings of  1,300,000  items,  in  seventy 
languages,  are  315,000  monographs; 

310.000  bound  journal  volumes;  285,- 
000  theses;  168,000  pamphlets;  and 
4,500  reels  of  microfilm. 

The  Library  provides  175,000  inter- 
library  loans  annually,  and  of  these 

160.000  are  photocopies  of  journal  ar- 
ticles not  available  at  the  requesting 
local  library.  Reference  personnel  an- 
swer 10.000  personal  inquiries,  10,000 
phone  inquiries,  and  2,000  mail  in- 
quiries each  year.  Requests  for  100,- 
000  library  items  are  made  by  25,000 
to  30,000  persons  who  use  the  read- 
ing room  each  year. 

The  Library  is  a major  publisher 
of  biomedical  bibliographies;  for  ex- 
ample, Index  Medicus,  Cumulated  In- 
dex Medicus,  Bibliography  of  Medical 
Reviews,  Biomedical  Serials  1950 — 
1960,  Bibliography  of  the  History  of 
Medicine;  and  NLM  Current  Cata- 
log. Among  other  Library  publica- 
tions are  Medical  Subject  Headings, 
the  thesaurus  for  Index  Medicus;  List 
of  Journals  Indexed  in  Index  Medicus; 
National  Library  of  Medicine  Classi- 
fication; and  Russian  Drug  Index. 

The  National  Library  of  Mledicine 

Known  for  eighty-six  years  as  the 
Library  of  the  Surgeon  General’s  Of- 
■ce,  the  Library  was  developed  as  both 
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a national  and  an  international  re- 
source by  Dr.  John  Shaw  Billings, 
Librarian  from  1865  to  1895.  In 
1922,  it  was  renamed  the  Army  Medi- 
cal Library  and  in  1952  was  again 
renamed,  the  Armed  Forces  Medical 
Library.  In  1956,  under  legislation 
introduced  by  Senators  Lister  Hill  of 
Alabama  and  John  F.  Kennedy  of 
Massachusetts,  it  was  transferred  to 
the  Public  Health  Service,  Depart- 
ment of  Health,  Education  and  Wel- 
fare, and  named  the  National  Library 
of  Medicine. 

The  Library  was  established  by  the 
Congress  of  the  United  States  to  as- 
sist in  the  advancement  of  medical 
and  medically  related  sciences  by  the 
collection,  dissemination,  and  ex- 
change of  scientific  and  other  infor- 
mation important  to  the  progress  of 
medicine  and  of  public  health. 

Towards  fulfillment  of  its  mission 
the  Library  acquires  and  preserves 
books,  periodicals,  films,  prints,  and 
other  library  materials  pertinent  to 
medicine;  organizes  these  materials  by 
appropriate  cataloging,  indexing,  and 
bibliogiaphic  listings;  publishes  and 
disseminates  catalogs,  indexes,  and 
bibliographies;  distributes  materials 
through  interlibrary  loans,  photo- 
graphic, or  other  copying  procedures; 
provides  reference  and  research  as- 
sistance; and  encourages,  promotes, 
and  supports  activities  to  further  the 
progress  of  medicine  and  of  public 
health  by  strengthening  existing  ser- 
vices and  developing  new  ones. 

The  Congressional  mandate  was 
strengthened  recently  when,  on  Octo- 
ber 22,  1965,  President  Johnson 

signed  the  Medical  Library  Assistance 
Act,  Public  Law  89-291  of  the  89th 
Congress.  In  signing  the  Act,  the  Pres- 
ident commented  that  the  Nation’s 
medical  libraries  are  a vital  link  be- 
tween medical  education,  practice,  and 
research,  and  that  too  little  attention 
has  been  given  to  the  problem  of 


collecting  and  sharing  scientific  knowl- 
edge. 

The  Medical  Library  Assistance  Act 
is  an  amendment  to  the  legislation  au- 
thorizing the  establishment  of  the 
Library.  The  Act  permits  assistance 
to  medical  libraries  for  construction 
and  renovation,  for  acquisition  and 
for  improvement  of  resources,  for 
training  of  medical  librarians  and 
other  information  specialists,  for  prep- 
aration of  publications,  for  research 
in  medical  library  science,  and  for 
the  development  of  regional  medical 
libraries.  The  Act  also  authorizes 
traineeships,  fellowships,  and  special 
scientific  projects  by  individuals  or  in- 
stitutions. 

Administration  of  the  Act  on  behalf 
of  the  Library  is  done  by  the  Library’s 
Extramural  Programs. 

The  Library  today  serves  as  the 
principal  national  focus  of  resources 
and  programs  for  bettering  communi- 
cation in  medicine  and  the  health  sci- 
ences and  is  encouraging  the  develop- 
ment of  the  existing  system  of  medi- 
cal libraries  into  a national  medical 
information  network.  On  July  1, 
1967,  the  Library  acquired  the  Public 
Health  Service  Audio-Visual  Facility 
in  Atlanta,  Georgia.  This  facility  will 
be  renamed  the  National  Medical 
Audio-Visual  Center  and  will  coordi- 
nate a national  program  in  biomedi- 
cal audio-visuals. 

Access  to  the  collection  is  facilitated 
through  an  interlibrary  loan  program. 
When  libraries  request  loans  through 
medical  library  channels,  the  National 
Library  of  Medicine  lends  books 
within  the  United  States  and.  world- 
wide, provides  single  copies  of  articles 
from  journals  which  the  requesting 
libraries  do  not  possess  and  which  are 
not  available  locally.  There  is  no 
charge  for  this  service  or  for  other 
services  except  special  photography. 

The  Library  collects  materials  com- 
prehensively in  some  forty  biomedical 
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subject  categories  and  selectively  in 
many  related  categories.  The  collec- 
tion. in  which  there  are  over  19.000 
serial  titles,  is  increased  annually  by 
95.000 — 100,000  items.  It  is  esti- 
mated that  the  Library  now  stores 
360  million  pages,  of  which  85  mil- 
lion are  pre-1870,  and  that  at  least 

10  million  more  are  being  acquired 
annually. 

Its  History  of  Medicine  Division 
alone  has  between  60.000  and  65,000 
printed  works  bearing  publication 
dates  earlier  than  1801.  Included  in 
the  collection  are:  an  Arabic  manu- 
script of  the  year  1094  on  gastroin- 
testinal disease;  a collection  of  palm- 
leaf  manuscripts  from  Ceylon,  in 
Singhalese;  works  of  Hippocrates  and 
Galen;  and  letters  written  by  George 
Washington,  by  Benjamin  Rush,  and 
by  Florence  Nightingale.  Holdings 
also  include  535  incunabula;  33,000 
16th,  17th,  and  18th  century  mono- 
graphs; 1,600  17th  century  theses  and 
pamphlets;  2,000  early  American 
medical  works;  and  an  estimated  60,- 
000  prints  and  photographs. 

Computerized  Library  Services 

Efforts  of  conscientious,  busy  prac- 
titioners to  achieve  and  to  maintain 
awareness  of  the  most  recent  medical 
discoveries  and  applications  have  often 
led  to  many  and  continuing  frustra- 
tions. The  increase  in  the  volume  of 
medical  literature  and  in  the  number 
of  users  has  not  been  paralleled  by 
equivalent  growth  of  medical  libraries 
and  of  information  storage  and  re- 
trieval methods  and  facilities  adequate 
to  catalog,  index,  store,  and  retrieve 
literature  for  use  of  physicians,  scien- 
tists, and  others.  Therefore,  the  Li- 
brary adopted  computerization  as  a 
means  of  assisting,  supplementing,  and 
complementing  traditional  approaches 
to  management  of  published  biomedi- 
cal literature  and  pioneered  in  the  use 
of  computers  for  storage  and  retrieval 
of  bibliographic  information. 

In  January  1964,  a computer-based 
information  storage  and  retrieval  sys- 
tem called  MEDLARS  (Medical  Lit- 
erature Analysis  and  Retrieval  Sys- 
tem) became  operational  at  the  Li- 
brary. 

MEDLARS  joins  the  professional 
experience  of  trained  literature  ana- 
lysts and  searchers  with  the  process- 
ing capabilities  of  a high-speed  elec- 
tronic computer.  The  literature  ana- 
lysts, using  terms  selected  from  a 
thesaurus  of  approximately  7,000 
terms.  Medical  Subject  Headings  (Part 

11  of  the  January  issue  of  Index  Medi- 


cus),  characterize  each  article  by  as- 
signing to  it  a number  of  subject  head- 
ings or  descriptors.  Indexed  articles 
are  entered  into  the  computer  and 
transferred  to  magnetic  tapes  for  stor- 
age, and  for  rapid  retrieval.  Currently, 
MEDLARS  contains  over  550,000 
citations  to  biomedical  journal  articles 
published  since  January  1964.  About 
55  percent  of  these  are  in  English. 

MEDLARS  has  improved  the  qual- 
ity of  the  Library's  monthly  Index 
Medicus  and  has  substantially  reduced 
the  time  required  for  the  production 
of  other  Library  bibliographies. 

Index  Medicus,  a comprehensive, 
monthly  subject-author  index,  now  in- 
corporates 180,000  articles  annually 
from  nearly  2,300  of  the  world’s  bio- 
medical journals.  At  the  close  of  each 
calendar  year,  MEDLARS  compiles 
Cumulated  Index  Medicus,  a complete 
listing,  with  cross-references,  of  the 
citations  which  were  printed  in  that 
year’s  issues  of  Index  Medicus.  An 
abridged  edition  of  Index  Medicus  for 
the  personal  use  of  physicians  is  be- 
ing planned  in  cooperation  with  the 
American  Medical  Association. 

(MEDLARS  does  not  now  include 
monographs,  symposia,  conferences, 
congresses,  and  proceedings  not  pub- 
lished in  journals.) 

The  journals  indexed  in  Index 
Medicus  (approximately  2,300)  are 
selected  with  the  advice  of  an  extra- 
mural committee  whose  decisions  are 
made  largely  on  the  quality  of  the 
journal  under  consideration;  however, 
care  is  taken  to  assure  subject  balance. 
Discussions  of  journals  are  based  on 
prior  knowledge  of  the  journal  and  on 
inspection  of  the  journal  by  commit- 
tee representatives.  In  addition,  the 
committee  is  assisted  by  advice  from 
subject  specialists.  Comprising  the 
present  committee  are  physicians  and 
scientists,  medical  editors,  and  medi- 
cal librarians. 

MEDLARS  makes  possible  rapid 
machine  searches  of  biomedical  jour- 
nal literature  to  obtain  answers  to 
reference  questions  that  cannot  be 
handled  expeditiously  by  manual 
searches.  Machine  searches  which 
provide  citations  to  medical  literature 
in  specific  areas  of  interest  are  called 
“demand  bibliographies.” 

MEDLARS  is  responding  to  more 
than  400  highly  specific  computer 
search  requests  monthly.  These  re- 
quests are  coming  chiefly  from  physi- 
cians, teachers,  and  researchers  in 
medical  schools,  hospitals,  universities, 
and  Federal  research  laboratories. 

In  addition  to  demand  bibliogra- 


phies, the  Library  collaborates  with 
professional  societies  and  other  pro- 
fessional organizations  in  the  prepara- 
tion of  “recurring  bibliographies” — 
formally  published,  widely  distributed 
bibliographies  in  specialized  subject 
areas  of  broad  interest. 

These  recurring  bibliographies  are 
Artifical  Kidney  Bibliography;  Bibli- 
ography of  Medical  Education;  Cere- 
brovascular Bibliography;  Fibrinolysis, 
Thrombolysis  and  Blood  Clotting;  In- 
dex of  Rheumatology;  Index  to  Dental 
Literature;  and  International  Nursing 
Index. 

Although  the  Library  supplies  the 
sponsoring  organization  with  cita- 
tions retrieved  periodically  from 
MEDLARS  on  film  ready  for  offset 
printing,  publishing  and  distributing 
the  bibliography — on  a non-profit 
basis — are  the  responsibility  of  the 
sponsoring  organization. 

At  frequent  intervals,  generally 
monthly,  the  Library  selects  from  its 
demand  bibliographies  a few  con- 
sidered to  be  of  general  interest.  An- 
nouncements of  the  availability  of 
these  bibliographies,  called  NLM  Lit- 
erature Searches,  appear  in  Journal  of 
the  American  Medical  Association, 
Public  Health  Reports , Journal  of  the 
American  Dental  Association,  NLM 
News,  and  other  publications  includ- 
ing state  journals.  There  is  no  charge 
for  these  Searches.  Clinicians,  educa- 
tors, and  researchers  interested  in  re- 
ceiving notices  on  new  NLM  Litera- 
ture Searches  may  write  to  the  Office 
of  Assistant  to  the  Director,  National 
Library  of  Medicine,  8600  Rockville 
Pike,  Bethesda,  Maryland  20014. 

To  enhance  the  effectiveness  of 
MEDLARS,  the  Library  has  provided 
its  computer  tapes  and  programs  to 
university-affiliated  centers  which  can 
make  computer-generated  demand 
bibliographies  available  locally  or  re- 
gionally to  qualified  practitioners,  edu- 
cators, and  researchers.  Decentralized 
MEDLARS  stations  are  now  in  opera- 
tion or  will  soon  be  in  operation  at 
Harvard  University,  the  University  of 
Alabama,  the  University  of  California 
at  Los  Angeles,  the  University  of 
Colorado,  and  the  University  of  Mich- 
igan. Others  are  being  considered,  and 
as  regional  libraries  authorized  by  the 
Medical  Library  Assistance  Act  are 
identified,  they  too  will  be  provided 
with  a MEDLARS  search  capability. 

Two  MEDLARS  centers  are  in 
operation  outside  the  United  States: 
In  the  United  Kingdom  under  a co- 
operative arrangement  between  the 
University  of  Newcastle-upon-Tyne 
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and  the  National  Lending  Library  for 
Science  and  Technology  at  Boston 
Spa,  Yorkshire,  demand  bibliographies 
are  provided  by  the  Lending  Library. 
In  Sweden,  literature  references  taken 
from  MEDLARS  tapes  are  being  pro- 
vided by  the  Karolinska  Institutet  in 
Stockholm. 

Physicians  wishing  to  obtain  de- 
mand bibliographies  are  encouraged 
to  seek  the  advice  of  local  medical 
librarians  on  suitability  of  the  in- 
quiries and  on  the  preparation  of  re- 
quests which  will  elicit  the  informa- 
tion sought.  The  use  of  Medical  Sub- 
ject Headings,  Guide  to  MEDLARS 
Services,  and  an  expression  of  specific 
interests  will  help  avoid  retrieval  of 
irrelevant  citations.  Thus,  a request 
specifying  animal  experiments  will 
help  to  insure  that  citations  on  human 
studies  will  not  appear  in  the  bibliog- 
raphy; similarly,  specifying  a single 
age  group  will  obviate  retrieval  on  all 
age  groups. 

Citations  may  be  arranged  alpha- 
betically by  senior  author,  by  journal 
title,  by  language,  by  subject  head- 
ings, and  by  year  of  publication,  and 
each  citation  can  be  printed  with  the 
descriptors  assigned  to  it  by  its  in- 
dexer. Although  the  computer  can 
print  bibliographies  on  8V2"  x 11" 
paper  or  on  3"  x 5"  cards,  usually 
the  printout  is  provided  on  the  less 
costly  paper. 

The  elapsed  time  between  receipt 
of  a request  and  mailing  of  a bibliog- 
raphy is  a function  of  the  volume  of 
searches  requested.  At  present, 
elapsed  time  is  about  three  weeks. 


It  is  important  to  note  that 
MEDLARS  does  not  produce  ab- 
stracts. It  is  also  important  to  note 
that  MEDLARS  services  are  not  pro- 
vided for  searches  which  can  be  con- 
veniently and  readily  accomplished  by 
the  use  of  published  indexes,  hand- 
books, and  other  reference  materials. 

Demand  Search  Requests  from 
Pennsylvania 

During  the  period  April  1966 — 
April  1967  inclusive,  the  National 
Library  of  Medicine  responded  to  152 
demand  bibliography  requests  from 
biomedical  personnel  in  the  State  of 
Pennsylvania. 

Subjects  ranged  from  Peyer’s 
Patches  in  Immunity  to  Blood  Vascu- 
lar Circulation  During  the  Grand  Mai 
Convulsion.  The  distribution  of  the 
152  requests  was: 

Hahnemann  Medical  College  2 

Jefferson  Medical  College  2 

Pennsylvania  State  University  7 

Pittsburgh  Institute  of  Legal 


Medicine  2 

Temple  University  32 

University  of  Pennsylvania  23 

University  of  Pittsburgh  4 

Women’s  Medical  College  of 
Philadelphia  4 

Federal  Agencies  22 

Other  (chiefly  physicians)  54 

Total  152 

Summary 


The  National  Library  of  Medicine, 


now  the  world's  largest  biomedical 
library,  was  established  by  Congress 
to  further  the  advancement  of  medi- 
cal and  medically  related  sciences  by 
the  collection,  dissemination,  and  ex- 
change of  scientific  and  other  infor- 
mation important  to  the  progress  of 
medicine  and  of  public  health.  It  has 
become  an  international  as  well  as  a 
national  resource  for  publications  and 
other  items  relevant  to  medical  com- 
munication, and  renders  service  on  a 
world-wide  basis. 

In  lanuary  1964,  a computer- 
oriented  information  storage  and  re- 
trieval system  called  MEDLARS 
(Medical  Literature  Analysis  and  Re- 
trieval System)  became  operational  at 
the  Library.  This  system  has  im- 
proved the  quality  of  Index  Medicus 
and  other  Library-associated  publica- 
tions and  has  substantially  reduced  the 
time  required  for  preparation  and  pub- 
lication of  such  publications. 

The  MEDLARS  store  of  biomedi- 
cal journal  articles  published  since 
January  1964  now  exceeds  550.000 
and  is  growing  at  an  annual  rate  of 
1 80,000  articles,  taken  from  nearly 
2,300  journals.  Requests  for  com- 
puter searches  come  chiefly  from  phy- 
sicians, teachers,  and  scientists  in  med- 
ical schools,  hospitals,  universities, 
and  Federal  research  laboratories. 

During  the  period  April  1966 — 
April  1967.  inclusive,  the  National 
Library  of  Medicine  responded  to  152 
demand  search  requests  from  biomedi- 
cal personnel  in  Pennsylvania. 


SESSION  '67 


A COURSE  IN  PULMONARY  DISEASE 
(Cosponsored  by  the  Pennsylvania  Thoracic  Society) 
Friday,  September  29 

MORNING  SESSION:  Therapy  of  Selected  Pulmonary 
Infections — Session  Chairman:  James  Collins,  M.D. 
Bacterial  Pneumonia — Identification  of  Organism  and 
Sensitivity  Studies:  How  Valid  is  Therapy? 

Viral  Pneumonia:  Current  Status  of  Therapy 
Pneumoconiosis 

ocial  Hour  (Coffee  will  be  served  in  the  exhibit  area.) 
Panel  Discussion — Tuberculosis:  Current  Status  and 

Management 

66 


LUNCHEON  SESSIONS:  Conferences  on  Air  Pollution 
and  Its  Consequences 
(Limited  to  40  Registrants  Each) 

(Cosponsored  by  the  Pa.  Chapter.  American  Cancer 
Society  and  the  Pa.  Tuberculosis  and  Health  Society) 

1.  Carcinoma  of  the  Lung:  Surgical.  Medical,  or  Radio- 
therapy 

2.  Emphysema:  Evaluation  of  Therapy 

3.  Air  Pollution  and  Pulmonary  Disease:  Its  Prevention 
and  Treatment 

4.  Diagnosis  and  Therapy  of  Mycotic  Disease  of  the 
Lung 

5.  Smoking  and  Pulmonary  Disease 
AFTERNOON  SESSION: 

COURSE  D — Bedside  Diagnosis  and  the  Collateral  Use 
of  Pulmonary  Function  Laboraton 


PENNSYLVANIA  MEDICINE 


Medical  Training  Facilities  and 
Medical  Practice  in  Pennsylvania 

A preliminary  draft  of  a report  of  the  Task  Force  concerning  a study 
on  admission  policy  of  schools  of  medicine,  dentistry  and  nursing 

ALBERT  R.  PECHAN,  CHAIRMAN 

Task  Force  on  Admission  Policy  of  Schools  of  Medicine,  Dentistry  and  Nursing 
Harrisburg,  Pennsylvania 


ALBERT  R.  PECHAN 


Summary  of  Findings 

1.  Since  1955,  the  Commonwealth 
has  increased  its  appropriations  to 
Pennsylvania  medical  schools  from 
$5.4  million  to  $10.5  million  or  93 
percent.  Over  the  same  period  student 
enrollment  increased  4 percent. 

2.  In  1966-1967  the  Commonwealth 
appropriated  $16,300  to  the  medical 
schools  per  medical  school  graduate. 
(TABLE  I) 

R Senator  Albert  R.  Pechan  is  chair- 
man of  the  Task  Force  on  Admission 
Policy  of  Schools  of  Medicine,  Dentist- 
ry and  Nursing,  Joint  State  Govern- 
ment Commission,  General  Assembly 
of  the  Commonwealth  of  Pennsyl- 
vania. Other  Task  Force  members 
are:  Senate:  Thomas  J.  Kalman,  Wil- 
liam B.  Lentz,  Thomas  P.  McCreesh, 
William  J.  McLaughlin,  111,  and  Wil- 
liam G.  Sesler.  House:  Herbert  Fine- 
man  (vice  chairman),  Donald  O. 
Bair,  Reid  L.  Bennett,  James  F. 
Clarke,  Lourene  W.  George,  George 
K.  Haudcnshield,  K.  Leroy  Irvis,  Cyril 
J.  Moran,  Charles  G.  Nicholson,  Frank 
Polaski,  C.  Timothy  Slack,  and  Earl  S. 
Walker. 


3.  Appropriations  per  student  differ 
widely  among  schools.  In  1966-1967 
Hahnemann  Medical  College  received 
$3,323  per  student  enrolled,  while 
Woman’s  Medical  College  received 
$3,717  and  Temple  University  School 
of  Medicine,  including  the  tuition  sup- 
plement of  $1,000  per  Pennsylvania 
student,  received  $4,782.  (TABLES 
I-A,  I-F,  I-G ) 

4.  In  1966-1967  the  percent  of  stu- 
dents who  were  Pennsylvania  residents 
ranged  from  30  percent  at  Woman’s 
Medical  College  to  74  percent  at 
Temple  University  School  of  Medicine. 
(TABLE  II) 

5.  The  average  Medical  College  Ad- 
mission Test  scores  in  1966  ranged 
from  483  at  the  Philadelphia  College 
of  Osteopathy  to  598  at  the  University 
of  Pennsylvania  School  of  Medicine. 
(TABLE  IV) 

6.  The  average  Medical  College  Ad- 
mission Test  scores  of  all  students  ad- 
mitted to  the  six  Pennsylvania  medical 
schools  in  1965  was  579  as  compared 
to  560  for  all  students  admitted  to 
medical  schools  in  the  United  States 
in  1965.  (TABLE  IV) 

7.  Of  the  students  enrolled  in  the 
five  schools  which  furnished  informa- 
tion concerning  the  religious  prefer- 
ence of  their  students,  26  percent  indi- 
cated a Catholic  preference,  32  percent 
Jewish,  and  32  percent  Protestant;  10 
percent  showed  no  religious  prefer- 
ences. 

8.  Sixty  percent  of  the  students  re- 
ported that  their  fathers  were  profes- 
sionally, technically  or  managerially 
employed;  only  20  percent  of  the 
Pennsylvania  males  aged  forty-five  to 
sixty  in  the  experienced  labor  force  in 
1960  were  so  employed. 

9.  Of  the  629  graduates  of  the  six 
medical  schools  in  Pennsylvania  in 
June  1965,  300  interned  in  Pennsyl- 
vania hospitals.  Foreign  medical 
schools  furnished  217  of  the  remain- 


ing 396  interns  in  Pennsylvania  hos- 
pitals. 

10.  The  location  of  medical  train- 
ing facilities  in  a given  community 
does  not  govern  the  number  of  medi- 
cal practitioners  in  that  community 
(CHART  II);  the  single  most  im- 
portant factor  governing  number  of 
practitioners  in  a given  community 
appears  to  be  the  prevailing  income 
level  in  the  community.  (CHART  III) 

11.  Every  county  in  Pennsylvania 
has  at  least  one  general  practitioner  in 
private  practice. 

12.  The  degree  of  urbanization  of  a 
county  has  no  effect  upon  the  supply 
of  physicians  in  general  practice  in  the 
county. 

13.  As  of  April  1967,  seventy-six 
Pennsylvania  communities  had  request- 
ed additional  physicians  through  the 
Placement  Service  of  the  Pennsylvania 
Medical  Society.  Of  the  seventy-six 
communities,  twenty-five  were  without 
physicians  and  of  the  twenty-five,  seven 
were  from  thirteen  to  eighteen  miles 
from  the  nearest  medical  facility.  At 
the  same  time,  thirty-five  physicians 
had  registered  with  the  Pennsylvania 
Medical  Society  with  a view  of  finding 
a place  to  practice  in  Pennsylvania. 

14.  Although  the  Pennsylvania  Med- 
ical Society  will  refinance  a physician’s 
debts  and  forgive  up  to  50  percent  of 
the  loan  if  he  practices  in  a Pennsyl- 
vania rural  area  specified  by  the  So- 
ciety, as  of  April.  1967  no  physician 
has  accepted  this  offer.  The  Federal 
Government  also  will  forgive  up  to 
100  percent  of  loans  ($2,000  an- 
nually) under  the  Public  Health  Ser- 
vice Act  to  a medical  school  graduate 
who  practices  in  a qualified  poor  rural 
area. 

15.  Availability  of  medical  services 
does  not  depend  solely  upon  the  num- 
ber of  physicians.  Certain  recent  de- 
velopments and  new  approaches  are 
aimed  at  increasing  both  the  quality 
and  availability  of  medical  services. 


I.  Pennsylvania  Medical  Schools: 
their  Enrollment,  Commonwealth 
Appropriations,  and  Student 
Characteristics 

From  1955  to  1965  the  Common- 
wealth of  Pennsylvania  appropriated  a 
total  of  $65,794,174  for  the  six  medi- 
cal schools  of  Pennsylvania.  During 
this  period  these  schools  enrolled  as 
first-year  students  a total  of  4,720 
Pennsylvania  residents  desiring  medi- 
cal school  training  and  graduated 
6,290  medical  doctors  (Pennsyl- 
vanians plus  out-of-State  students). 
Over  the  same  period  the  number  of 
physicians  practicing  in  Pennsylvania 
increased  by  3,036.  It  may  thus  be 
considered  as  an  appropriation 
amounting  to  almost  $1,400  for  each 
Pennsylvania  resident  entering  medical 
school,  or  $10,500  for  each  medical 
doctor  graduated,  or  $21,000  for  each 
additional  physician  practicing  in 
Pennsylvania. 

The  General  Assembly,  of  course, 
is  concerned  with  examining  some  of 
the  results  of  this  substantial  appro- 
priation. For  instance,  what  is  the  cost 
to  the  Commonwealth  per  student? 
What  is  the  difference  in  these  costs 
between  the  individual  medical 
schools?  What  are  the  abilities  of 
Pennsylvania  medical  school  students? 
What  are  their  family,  economic,  and 


religious  backgrounds?  From  where 
do  these  students  come?  What  is  the 
situation  regarding  race?  In  all  of 
these  problems,  it  is  interesting  to  ex- 
amine the  current  trends  and  statistics. 

The  current  trends,  as  regards  en- 
rollment in  Pennsylvania  medical 
schools  and  appropriations  to  them, 
can  be  observed  in  TABLE  I which 
presents  the  data  for  each  year  from 
1955  to  1966.  For  example,  column 
2 shows  an  approximate  increase  of 
100  students  in  total  enrollment  over 
the  period  while  the  number  of  gradu- 
ates shown  in  column  3 appears  to  be 
fairly  constant.  The  number  of  Penn- 
sylvania students  entering  medical 
schools  here  shows  a slight  decrease — 
ranging  between  468  and  500  and  in 
the  first  half  of  the  twelve-year  period 
and  ranging  between  419  and  478  in 
the  second  half  of  the  period.  On  the 
other  hand,  there  has  been  a marked 
increase  in  the  Commonwealth  appro- 
priations for  the  schools — column  5. 
In  1955-1956  the  appropriation  was 
$5.4  million  and  in  1966-1967  it  was 
$10.5  million,  an  increase  of  93  per- 
cent. The  appropriations  shown  in 
1965-1966  and  1966-1967  include  the 
medical  school  tuition  supplements  to 
the  state  universities  of  Temple  and 
Pittsburgh.  Columns  6,  7,  and  8 relate 
the  appropriations  to  the  total  enroll- 


ment, the  number  of  graduates,  and 
the  number  of  first-year  Pennsylvania 
residents,  respectively.  Column  6 re- 
flects the  Pennsylvania  policy  of  estab- 
lishing a maximum  reimbursement  per 
medical  student  enrolled.  This  maxi- 
mum has  increased  through  the  period 
and  in  1966-1967  it  was  $3,400. 
Column  7 indicates  the  approximate 
expenditure  by  the  Commonwealth 
for  each  medical  school  graduate,  in- 
cluding both  Pennsylvanians  and  out- 
of-state  residents.  The  Common- 
wealth appropriation  for  each  gradu- 
ate increased  from  $8,424  in  1955- 
1956  to  $16,300  in  1966-1967,  an  in- 
crease of  93  percent.  On  the  assump- 
tion that  the  Commonwealth  appro- 
priation is  applied  to  Pennsylvania  stu- 
dents only,  column  8 is  an  estimate 
of  cost  to  the  Commonwealth  for  each 
Pennsylvania  resident  entering  a Penn- 
sylvania medical  school. 

About  half  of  the  total  expenditures 
for  the  schools  are  attributable  to 
faculty  salaries.  The  teaching  load  of 
members  of  the  faculty  varies  from  a 
full  teaching  schedule  to  a few  hours 
of  clinical  instruction  in  an  affiliated 
hospital:  for  this  reason,  pupil-teacher 
ratios  are  only  an  indication  of  the 
teaching  time  allocated  to  an  individ- 
ual medical  student.  In  general,  the 
(Continued  on  page  71.) 


TABLE  I 

Summary  of  Pennsylvania  Medical  Schools’  Enrollment 
Commonwealth  Appropriations  and  Tuition 
1955-56  to  1965-66 


Enrollment  Commonwealth  Appropriations 


Year 

Number 

of 

Total  Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

2,609 

642 

474 

$5,408,026 

$2,073 

$8,424 

$11,409 

$885 

1956-57 

2,618 

633 

468 

5,408,026 

2,066 

8,543 

11,556 

934 

1957-58 

2,630 

623 

500 

5,372,000 

2,043 

8,623 

10,744 

951 

1958-59 

2,641 

620 

496 

5,372,000 

2,034 

8,665 

10,831 

1,012 

1959-60 

2,651 

646 

470 

6,663,600 

2,514 

10,315 

14,178 

1,080 

1960-61 

2,640 

646 

472 

6,663,600 

2,524 

10,315 

14,118 

1,177 

1961-62 

2,617 

611 

445 

7,196,682 

2,750 

11,779 

16,172 

1,213 

1962-63 

2,642 

614 

461 

7,322,000 

2,771 

11,925 

15,883 

1,260 

1963-64 

2,659 

626 

478 

8,194,120 

3,082 

13,090 

17,143 

1,403 

1964-65 

2,686 

629 

456 

8,194,120 

3,051 

13,027 

17,970 

1,435 

1965-66 

2,711 

647 

427 

9,288,108 

3,426 

14,356 

21,752 

1,380 

i 66-67 

2,723 

640 

419 

10,456,033 

3,840 

16,340 

24,955 

1,287 

SOI  1.  VS:  1955-1965,  Journal  of  American  Medical  Association 
Auo  or  General’s  Records. 

Individual  Medical  Schools. 
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Lately,  you  have  been  urged  to  use  a semi-synthetic 
penicillin  as  though  it  were  a broad-spectrum  antibiotic. 

Should  you?  In  the  face  of  the  fact  that  the  Council  on 
Drugs  of  the  American  Medical  Association  has  for 
some  time  advised  against  it?1  And  now  the  new  (1967) 
United  States  Dispensatory  says  much  the  same 
thing,  in  even  stronger  terms— that  the  drug  in  question 
is  neither  a broad-spectrum  antibiotic  in  the  sense  that 
the  tetracyclines  are,  nor  is  it  even  the  first  penicillin 
with  a wider  range  of  antibacterial  action.2 

Should  you,  for  example,  in  treating  pneumonia?  The 
rationale  for  using  this  penicillin  in  pneumonia  is  that 
it  is  effective  against  Hemophilus  influenzae  as  well  as 
against  Diplococcus  pneumoniae. 

So,  be  it  noted,  is  DECLOMYCIN. 

But  what  about  Mycoplasma  pneumoniae,  which  may 
be  better  known  to  you  as  Eaton  Agent?  No  penicillin 
is  known  to  be  effective  against  this  common  cause  of 
pneumonia.  DECLOMYCIN  is. 

Some  believe  that  Mycoplasma  pneumoniae  may 
be  responsible  for  upwards  of  30  per  cent  of  all  cases 
of  pneumonia.3  Could  this  mean  that  if  you  employ  a 
penicillin  in  pneumonia  when  the  etiological  agent  is 
unknown,  there  may  be  an  automatic  30  per  cent 
chance  of  failure? 

When  you  consider  using  a drug  like  a broad-spec- 
trum antibiotic,  why  not  use  a true  broad-spec- 
trum antibiotic?  Like  DECLOMYCIN. 

References:  1.  A.M.A.  Council  on  Drugs:  New  Drugs 
1966  ed.  Chicago:  American  Medical  Association,  p.  12. 

2.  Osol,  A.;  Pratt,  R.,  and  Altschule,  M.D.:  The  United 
States  Dispensatory,  26th  ed.  Philadelphia:  J.  B. 
Lippincott  Co.,  1967,  p.  844.  3.  Purcell,  R.  H.,  and 
Chanock,  R.  M.:  Role  of  Mycoplasmas  in  Human 
Respiratory  Disease.  Med.  Clin.  N.  Amer.  51:791 


DEMETHYLCHLOKTETRACYCLINE 


Prescribing  information 
on  next  page. 


For  a wide  range  of  everyday 
infections— respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

TRUE  BROAD  SPECTRUM 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  than  other  tetracyclines  when 
the  offending  organisms  are  tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

BECIuOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


TABLE  I-A 


Hahnemann  Medical  College 

Enrollment,  Commonwealth  Appropriations,  and  Tuition 
1955-56  to  1966-67 


Enrollment 

Commonwealth  Appropriations 

Year 

Total 

Number 

of 

Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

399 

95 

73 

$786,000 

$1,970 

$8,274 

$10,767 

$847 

1956-57 

398 

97 

68 

786,000 

1,975 

8,103 

11,559 

922 

1957-58 

394 

96 

85 

798,000 

2,025 

8,313 

9,388 

922 

1958-59 

393 

93 

79 

798,000 

2,031 

8,581 

10,101 

922 

1959-60 

386 

90 

75 

969,956 

2,513 

10,777 

12,933 

982 

1960-61 

384 

93 

83 

969,957 

2,526 

10,430 

11,686 

1,087 

1961-62 

380 

81 

66 

1,047,552 

2,757 

12,933 

15,872 

1,087 

1962-63 

391 

85 

66 

1,064,000 

2,721 

12,372 

16,121 

1,302 

1963-64 

393 

92 

75 

1,188,000 

3,023 

12,913 

15,840 

1,427 

1964-65 

406 

94 

75 

1,188,000 

2,926 

12,638 

15,840 

1,427 

1965-66 

417 

91 

81 

1,343,100 

3,221 

14,759 

16,581 

1,427 

1966-67 

427 

106 

77 

1,418,800 

3,323 

13,385 

18,426 

1,562 

SOURCES: 

Column 

1966-67 

Number 

Columns  2,  3,  4 and  9 — 1955-1965,  Journal  of  American  Medical 
5 — Auditor  General’s  Records, 
data  furnished  b.v  Hahnemann  Medical  College, 
of  graduates  is  estimated  as  the  number  in  senior  class. 

Association. 

TABLE  1-B 

Jefferson  Medical  College 
Enrollment,  Commonwealth  Appropriations, 

and  Tuition 

1955-56  to  1966-67 

Enrollment 

Commonwealth  Appropriations 

Year 

Total 

Number 

of 

Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

677 

171 

123 

$1,348,000 

$1,991 

$7,883 

$10,959 

$883 

1956-57 

682 

165 

135 

1,348,000 

1,977 

8,170 

9,985 

883 

1957-58 

682 

158 

127 

1,360,000 

1,994 

8,608 

10,709 

883 

1958-59 

677 

166 

124 

1,360,000 

2,009 

8,193 

10,968 

983 

1959-60 

659 

163 

119 

1,674,036 

2,540 

10,270 

14,068 

994 

1960-61 

645 

167 

117 

1,674,037 

2,595 

10,024 

14,308 

1,062 

1961-62 

633 

146 

119 

1,807,958 

2,856 

12,383 

15,193 

1,162 

1962-63 

643 

148 

126 

1,772,400 

2,756 

11,976 

14,067 

1,162 

1963-64 

649 

154 

139 

1,929,000 

2,972 

12,526 

13,878 

1,367 

1964-65 

653 

157 

118 

1,929,000 

2,954 

12,287 

16,347 

1,367 

1965-66 

652 

154 

106 

2,164,800 

3,320 

14,057 

20,423 

1,367 

1966-67 

664 

160 

100 

2,229,900 

3,358 

13,937 

22,299 

1,390 

SOURCES:  Columns  2,  3,  4,  and  9 — 1955-1965,  Journal  of  American  Medical  Association. 
Column  5 — Auditor  General’s  Records. 

1966-67  data  furnished  b.v  Jefferson  Medical  College. 

Number  of  graduates  is  estimated  as  number  in  senior  class. 
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TABLE  I-I) 


University  of  Pennsylvania  School  of  Medicine 
Enrollment,  Commonwealth  Appropriations,  and  Tuition 
1955-56  to  1966-67 


Enrollment 

Common  wealth  Appropriations 

Year 

Total 

Number 

of 

Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

500 

124 

77 

$1,060,287 

$2,121 

$8,551 

$13,770 

$970 

1956-57 

503 

126 

76 

1,060,288 

2,108 

8,415 

13,951 

1,000 

1957-58 

509 

126 

81 

1,006,000 

1,976 

7,984 

12,420 

1,000 

1958-59 

506 

125 

88 

1,006,000 

1,988 

8,048 

11,432 

1,100 

1959-60 

521 

131 

79 

1,323,165 

2,540 

10,100 

16,749 

1,200 

1960-61 

518 

130 

69 

1,323,166 

2,554 

10,178 

19,176 

1,400 

1961-62 

508 

134 

68 

1,429,018 

2,813 

10,664 

21,015 

1,420 

1962-63 

503 

130 

75 

1,416,800 

2,817 

10,898 

18,891 

1,520 

1963-64 

503 

120 

78 

1,593,000 

3,167 

13,275 

20,423 

1,520 

1964-65 

510 

124 

73 

1,593,000 

3,124 

12,847 

21,822 

1,650 

1965-66 

512 

132 

58 

1,733,000 

3,385 

13,129 

29,879 

1,850 

1966-67 

501 

122 

59 

1,784,100 

3,561 

14,624 

30,239 

1,850 

SOURCES: 

Columns  2,  3,  4, 

and  9-1955-1965. 

Journal  of 

American  Medical 

Association. 

Column  5 — Auditor  General’s  Records. 

1966-67  data  furnished  by  University  of  Pennsylvania  School  of  Medicine. 
Number  of  graduates  is  estimated  as  the  number  in  senior  class. 


school  administrations  divide  the  num- 
ber of  part-time  faculty  by  four  to 
obtain  an  estimated  full-time  equiva- 
lent faculty  count.  On  this  basis  the 
Pennsylvania  medical  schools  as  a 
whole  have  an  estimated  1 . 1 student 
per  full-time  equivalent  faculty  mem- 
ber, as  compared  to  a 1.9  national 
ratio.  The  ratios  of  Hahnemann, 
Jefferson,  and  Woman’s  Medical  Col- 
leges closely  approximate  the  national 
average.  Those  of  the  Universities  of 
Pennsylvania  and  Pittsburgh  are  well 
below  1.0.  That  is,  they  have  sub- 
stantially more  full-time  equivalent 
faculty  members  than  medical  stu- 
dents. For  his  medical  instruction  the 
average  student  in  the  Pennsylvania 
medical  schools  paid  an  annual  tui- 
tion of  $1,287.  Column  9 shows  the 
average  annual  tuition  over  the  twelve 
years  under  observation.  The  tuition 
paid  in  the  last  two  years  was  slightly 
lower,  since  in  this  period  the  Uni- 
versities of  Temple  and  Pittsburgh  be- 
came State  universities  and  their  tui- 
tion for  Pennsylvania  residents  was 
reduced  to  $450 — the  difference,  the 
tuition  supplement  referred  to  above, 
>eing  paid  by  the  Commonwealth. 
This  difference  amounted  to  $232,918 
in  1965-1966  and  $711,583  in  1966- 
1967.  But  in  spite  of  the  reduction 


in  tuition  at  these  two  universities  dur- 
ing these  years,  the  total  number  of 
Pennsylvania  residents  entering  Penn- 
sylvania medical  schools  was  consider- 
ably less  in  1965-1966  and  1966-1967 
than  in  any  of  the  preceding  ten  years 
(see  column  4). 

The  Philadelphia  College  of  Osteop- 
athy is  not  included  in  TABLE  I 
since  comparable  enrollment  data  over 
this  period  of  time  is  not  available. 
The  College  did,  however,  receive  total 
appropriations  of  $2,181,000  from  the 
Commonwealth  during  the  1955  to 
1965  decade.  In  1965-1966  the  ap- 
propriation to  it  from  the  Common- 
wealth amounted  to  $852,000,  an  in- 
crease of  46  percent  over  the  previous 
year;  and  in  1966-1967  the  Common- 
wealth appropriation  to  the  Philadel- 
phia College  of  Osteopathy  was 
$1,203,600,  which  amounted  to  a sub- 
sidy of  $3,334  per  student  enrolled, 
an  estimated  appropriation  per  gradu- 
ate of  close  to  $15,000,  or  a subsidy 
of  $21,116  per  Pennsylvania  entering 
student  in  this  particular  college  in 
1966. 

These  subsidies  are  comparable  in 
magnitude  to  those  of  the  six  medical 
schools  included  in  TABLE  I. 
TABLES  I-A,  I-B,  I-D,  I-E,  I-F, 
and  I-G  show  the  data  and  computa- 


tions for  the  individual  medical 
schools.  With  a policy  of  maximum 
subsidy  based  on  the  number  of  stu- 
dents enrolled,  it  could  be  expected 
that  column  6 be  similar  in  all  the 
schools  except,  of  course,  the  last  two 
years  in  the  case  of  Temple  Univer- 
sity and  the  last  year  for  the  Univer- 
sity of  Pittsburgh,  due  to  the  addi- 
tional tuition  supplements.  The  sub- 
sidies to  the  schools  do  appear  to  differ 
considerably,  however — for  example, 
in  1966-1967  Hahnemann  and  Jeffer- 
son Medical  Colleges  are  receiving  ap- 
propriations close  to  the  stated  maxi- 
mum of  $3,400  per  student;  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine  received  $3,561;  and  Wom- 
an's Medical  College  received  $3,717 
per  student  enrolled.  In  order  to  com- 
pare the  universities  of  Temple  and 
Pittsburgh,  the  tuition  supplements 
must  be  taken  into  consideration.  Since 
74  percent  of  the  students  enrolled  at 
Temple  University  Medical  School 
were  Pennsylvania  residents,  the  aver- 
age appropriation  per  student  at 
Temple  could  be  expected  to  be  $3,400 
plus  $740,  or  $4,140.  Column  6 in 
Table  I-F  indicates  that  Temple  re- 
ceived $4,782  per  medical  student  en- 
rolled in  1966-1967,  however.  Simi- 
larly, on  this  basis  it  could  be  calcu- 
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TABLE  l-E 


University  of  Pittsburgh  School  of  Medicine 
Enrollment,  Commonwealth  Appropriations,  and  Tuition 
1955-56  to  1966-67 


Enrollment 

Commonwealth  Appropriations 

Year 

Total 

Number 

of 

Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

363 

87 

94 

$785,720 

$2,165 

$9,031 

$8,359 

$815 

1956-57 

362 

91 

79 

785,720 

2,170 

8,634 

9,946 

1,048 

1957-58 

365 

80 

87 

800,000 

2,192 

10,000 

9,195 

1,048 

1958-59 

378 

80 

83 

800,000 

2,116 

10,000 

9,639 

1,096 

1959-60 

379 

97 

76 

943,992 

2,491 

9,732 

12,421 

1,346 

1960-61 

373 

91 

78 

943,993 

2,531 

10,374 

12,102 

1,350 

1961-62 

369 

78 

81 

1,019,511 

2,763 

13,071 

12,587 

1,400 

1962-63 

379 

86 

67 

1,033,200 

2,726 

12,014 

15,421 

1,400 

1963-64 

373 

86 

60 

1,188,180 

3,185 

13,816 

19,803 

1,500 

1964-65 

370 

84 

72 

1,188,180 

3,211 

14,145 

16,502 

1,500 

1965-66 

374 

90 

64 

1,291,620 

3,454 

14,351 

20,182 

1,500 

1966-67 

378 

83 

61 

1,639,783 

4,338 

19,756 

26,882 

1,500  N.R. 
450  Res. 

SOURCES: 

Column 

1966-67 

Number 

Columns  2,  3,  4,  and  9 — 1955-1965,  Journal  of  American  IVIedical 
5 — Auditor  General's  Records. 

data  furnished  by  University  of  Pittsburgh  School  of  Medicine, 
of  graduates  is  estimated  as  number  in  senior  class. 

Association. 

TABLE 

I-F 

Temple  University  School  of  Medicine 

Enrollment,  Commonwealth  Appropriations,  and  Tuition 

1955-56  to  1966-67 

Enrollment 

Commonwealth  Appropriations 

First 

Per 

Number 

Year 

1st  Year 

Tuition 

of 

Penna. 

Per 

Per 

Penna. 

Per 

Year 

Total 

Graduates 

Residents 

Total 

Student 

Graduate 

Resident 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

488 

125 

92 

$1,066,018 

$2,184 

$8,528 

$11,587 

$850 

1956-57 

491 

114 

98 

1,066,019 

2,171 

9,351 

10,878 

850 

1957-58 

495 

118 

109 

1,035,000 

2,091 

8,771 

9,495 

900 

1958-59 

507 

115 

108 

1,035,000 

2,041 

9,000 

9,583 

950 

1959-60 

521 

125 

108 

1,300,705 

2,497 

10,406 

12,044 

950 

1960-61 

519 

125 

107 

1,300,706 

2,506 

10,406 

12,156 

1,000 

1961-62 

521 

126 

100 

1,404,761 

2,696 

11,149 

14,048 

1,000 

1962-63 

520 

124 

108 

1,458,800 

2,805 

11,765 

13,507 

1,000 

1963-64 

524 

131 

106 

1,674,940 

3,196 

12,786 

15,801 

1,268 

1964-65 

530 

124 

103 

1,674,940 

3,160 

13,508 

16,262 

1,308 

1965-66 

545 

132 

104 

2,019,688 

3,706 

15,301 

19,420 

1,490  N.R. 

490  Res. 

1966-67 

549 

130 

104 

2,625,250 

4,782 

20,194 

25,243 

1,450  N.R. 

450  Res. 

SOURCES: 

Columns  2,  3,  4, 

and  9 — 1955-1965.  Journal  of 

American  Medical  Association. 

Column 

5 — Auditor  General's  Records. 

1966-67 

data  furnished  by 

Temple  University  School  of 

Medicine. 

Number 

of  graduates  is  i 

estimated  as 

number  in  senior 

class. 

TABLE  I-G 


Woman’s  Medical  College 

Enrollment,  Commonwealth  Appropriations,  and  Tuition 
1955-56  to  1966-67 


Enrollment 

Commonwealth  Appropriations 

Year 

Total 

Number 

of 

Graduates 

First 

Year 

Penna. 

Residents 

Total 

Per 

Student 

Per 

Graduate 

Per 

1st  Year 
Penna. 
Resident 

Tuition 

Per 

Student 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

1955-56 

182 

40 

15 

$362,000 

$1,989 

$9,050 

$24,133 

$975 

1956-57 

182 

40 

12 

362,000 

1,989 

9,050 

30,167 

975 

1957-58 

185 

45 

11 

373,000 

2,016 

8,289 

33,909 

1,075 

1958-59 

180 

41 

14 

373,000 

2,072 

9,098 

26,643 

1,075 

1959-60 

185 

40 

13 

451,743 

2,442 

11,294 

34,749 

1,080 

1960-61 

201 

40 

18 

451,744 

2,247 

11,294 

25,097 

1,280 

1961-62 

206 

46 

11 

487,882 

2,368 

10,606 

44,353 

1,295 

1962-63 

206 

40 

19 

576,800 

2,800 

14,420 

30,358 

1,250 

1963-64 

217 

43 

20 

621,000 

2,862 

14,442 

31,050 

1,350 

1964-65 

217 

46 

15 

621,000 

2,862 

13,500 

41,400 

1,350 

1965-66 

211 

48 

14 

735,900 

3,488 

15,331 

52,564 

1,350 

1966-67 

204 

39 

18 

758,200 

3,717 

19,441 

42,122 

1,350 

SOURCES: 

Columns  2,  3,  4, 

and  9 — 1955-1965,  Journal  of 

American  Medical 

Association. 

Column  5 — Auditor  General's  Records. 

1966-67  data  furnished  by  Woman's  Medical  College. 

Number  of  graduates  is  estimated  as  number  in  senior  class. 


lated  that  the  University  of  Pittsburgh 
might  be  expected  to  have  an  appro- 
priation per  medical  student  of  $4,010 
rather  than  the  $4,338  as  shown  in 
column  6 in  TABLE  I-E. 

The  average  appropriation  per  grad- 
uate, column  7,  is  based  on  the  num- 
ber of  graduates  in  the  year  of  the 
appropriation  and  therefore  varies 
somewhat  from  year  to  year.  It  does, 
however,  indicate  the  magnitude  of 
the  Commonwealth  subsidy  for  each 
graduate  medical  doctor  which  the 
school  produces.  Here,  again,  in 
1966-1967  Hahnemann  and  Jefferson 
Medical  Colleges  both  received  less 


than  any  of  the  other  schools,  actually 
less  than  $14,600  per  graduate,  as 
compared  to  Woman’s  Medical  Col- 
lege which  received  $19,441  per  grad- 
uate, an  amount  close  to  that  of 
Temple  and  Pittsburgh,  including  their 
tuition  supplements.  Further  compari- 
sons of  column  7 in  the  various  tables 
show  that  Woman’s  Medical  College 
had  the  highest  appropriation  per 
graduate  for  seven  of  the  twelve  years 
under  observation.  Moreover,  the 
majority  of  the  graduates  of  Woman's 
Medical  College  are  out-of-State  resi- 
dents. This  can  be  observed  by  a 
comparison  of  columns  3 and  4,  and 
more  specifically  by  observation  of 


column  8.  Column  8 shows  the  ap- 
propriation related  to  the  number  of 
Pennsylvania  resident  students  enter-  j 
ing  the  school.  Moreover,  the  appro- 
priation per  Pennsylvania  entering  stu- 
dent for  Woman's  Medical  College  is 
well  above  that  of  any  of  the  other  , 
colleges,  and  over  the  years  is  two  to 
three  times  the  appropriation  per  grad- 
uate in  this  college;  actually,  in  1961-  ’ 
1962  it  is  more  than  four  times  the 
appropriation  per  graduate  because  of 
the  comparatively  few  Pennsylvania 
students  attending  this  particular  col- 
lege. 

t 
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A COURSE  IN  EMERGENCY  DEPARTMENT 
TECHNIQUES 

(Cosponsored  by:  Council  on  Scientific  Advancement, 

Pennsylvania  Medical  Society) 

Wednesday,  September  27 
(2:30  to  5:30  p.m.) 

PANEL  I 

Pediatrics 

Toxicology 

Orthopaedics 

Discussion 


PANEL  II 

Internist 

Psychiatrist 

Radiologist 

Discussion 

Thursday,  September  28 
(2:30  to  5:30  p.m.) 

PANEL  111 
Neurosurgeon 

Surgeon  1 — Chest  and  Abdomen 
Surgeon  II — Burns,  Fluids,  Shock 
Anesthesiologist 
Discussion 


EDITORIALS 


Self-examination  and 
Detection  of  Early 
Breast  Cancer 


DR.  GERSHON-COHEN 

Cancer  is  no  longer  a sub  rosa 
topic,  discussed  by  laity  in  whispers. 
Thanks  to  the  unflagging  efforts  of 
the  American  Cancer  Society,  the  pub- 
lic has  been  made  aware  of  the  seven 
danger  signs  and,  on  the  whole,  the 
physician  is  promptly  consulted  when 
one  of  these  symptoms  is  discovered. 

The  educational  campaign  exhort- 
ing women  to  self-examine  their 
breasts  for  a suspicious  lump  has  been 
particularly  fruitful.  More  than  90 
percent  of  breast  cancers  are  first  de- 
tected by  the  woman  herself  and  most 
of  them  are  reported  to  doctors  with- 
out delay.  One  would  assume  that 
such  positive  action  would  have  ef- 
fected a reduction  in  the  mortality 
statistics  for  this  disease,  but  such  is 
not  the  case.  The  mortality  rate  has 
remained  static  for  some  thirty  years; 
the  American  Cancer  Society’s  detec- 
tion program  has  been  operative  for 
twenty  of  them.  It  is  obvious  that 
some  flaw  exists  in  the  current  ap- 
proach. 

The  role  of  self-examination  is  most 
important.  It  is  a vital  part  of  the 
total  detection  program.  But  palpable 
cancer  is  invariably  late  cancer:  the 
tumor  palpated  by  the  woman  aver- 
ages 3.5  cm.  in  diameter  and  has 
metastasized  to  axillary  lymph  nodes 
in  65  percent  of  cases.  The  five-year 
survival  rate  in  these  circumstances  is 
about  45  percent.  On  the  other  hand, 
when  Stage  1 lesions  are  found,  five- 
year  survivals  exceed  80  percent.  It 


seems  apparent  that  the  crux  of  the 
problem  is  to  find  Stage  1 lesions  more 
frequently. 

A major  addition  in  an  expanded 
approach  could  help  to  achieve  this 
goal.  This  would  re-emphasize  the  re- 
sponsibility of  the  physician  in  addi- 
tion to  that  of  the  patient  for  the 
detection  of  localized  cancer.  Gilbert- 
sen  1 has  proved  in  the  University  of 
Minnesota  project  that  professional 
periodic  breast  examinations  of 
healthy,  asymptomatic  women  can 
lead  to  the  detection  of  more  than 
twice  the  number  of  Stage  1 cancers 
than  can  be  found  by  the  patient  her- 
self. And  several  mammographic 
screening  programs  of  healthy  women 
have  demonstrated  that  no  only  is  the 
rate  of  cancer  discovery  markedly  in- 
creased, but  the  percentage  of  cancers 
in  Stage  1 is  notably  elevated. 

From  January  1956  to  December 
1965,  the  author’s  group  at  the  Albert 
Einstein  Medical  Center  of  Philadel- 
phia made  semi-annual  mammo- 
graphic examinations  of  1,120  healthy 
women  over  thirty-five  years  of  age, 
and  found  thirty-six  cancers  in  thirty- 
three  women.2  The  lesions  averaged 
only  1.1  cm  in  diameter  and  metastasis 
was  present  in  only  30  percent.  In 
more  than  one-third,  the  X-ray  evi- 
dence of  cancer  was  not  supported 
by  the  presence  of  a palpable  tumor. 

The  striking  reduction  in  deaths 
from  pulmonary  tuberculosis  and  cer- 
vical cancer  is  gratifying  to  us  all. 
The  propaganda  campaigns  for  these 
illnesses  have  achieved  their  aim: 
earlier  detection  of  curable  lesions. 
But  in  these  older,  well-established 
programs,  we  do  not  suggest  that  the 
patient  refrain  from  having  an  exami- 
nation until  there  are  symptoms — 
hemoptysis  in  the  one  instance,  or  cer- 
vical bleeding  in  the  other.  We  urge 
chest  X-rays  and  Papanicolaou  smears 
while  patients  are  entirely  well.  And 
this  should  be  the  major  emphasis  of 
breast  cancer  detection  campaigns  if 
we  are  to  reverse  the  current  trend. 

The  scarcity  of  trained  radiologists 
is  an  admitted  drawback  to  immedi- 
ate and  universal  adoption  of  mam- 
mographic screening  surveys  such  as 
we  have  tested.  But  it  is  heartening 
to  note  that  the  American  College  of 


Radiologists,  after  the  sweeping  ef- 
forts of  Egan  and  the  United  States 
Public  Health  Service  authorities,  is 
taking  vigorous  measures  to  indoc- 
trinate radiologists  all  over  the  coun- 
try, by  establishing  mammographic 
teaching  centers  at  convenient  geo- 
graphic locations.3'  4 

Meanwhile,  serious  consideration 
should  be  given  to  the  wisdom  of 
supplementing  self-examination  with 
semi-annual  examinations  by  skilled 
clinicians  and/or  radiologists,  whether 
or  not  the  woman  discovers  something 
suspicious  in  her  breast.  This  two- 
pronged approach  could  at  last  spell 
success! 

J.  Gershon-Cohen,  M.D. 

Philadelphia 
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Hypolipidemic  Agents- 
Newly  Approved 


DR.  DUNCAN 


Progressive  proof  of  the  co-relation 
of  hyperlipidemia  and  atherosclerosis 
with  its  thrombotic  complications  has 
stimulated  the  search  for  hypolipi- 
demic producing  agents  for  many 
years.  A considerable  number  have 
been  tried  but  few  have  survived  the 


exacting  crucible  through  which  new 
agents  must  pass  preliminary  to  clini- 
cal acceptance.  They  must  be  effec- 
tive on  a long  term  basis,  they  must 
be  devoid  of  significant  unfavorable 
side  effects,  and  oral  administration 
is  an  essential. 

Two  agents,  clofbrate  (Atro- 
mid-SR)  and  sodium  dextrothyroxine 
(CholoxinR)*  after  six  to  eight  years 
of  extensive  clinical  trials  have  sur- 
vived these  criteria  for  success  and 
have  received  the  blessing  of  the 
governmental  Food  and  Drug  Admin- 
istration. 

A clinical  study  reported  at  the 
recent  annual  meeting  of  the  Ameri- 
can College  of  Physicians  indicated 
that  clofibrate  exerts  a potent  effect 
in  reducing  excessive  concentrations  of 
blood  cholesterol  and  triglycerides. 
This  is  believed  to  be  due  to  the  in- 
hibition in  an  early  phase  (pre- 
mevalonic  acid)  of  the  intrahepatic 
biosynthesis  of  cholesterol.  The  greater 
the  concentrations  of  these  lipids,  the 
more  effective  is  this  agent.  Concomi- 
tant with  the  reduction  and  control 
of  the  hyperlipidemia,  blood  sludging 
in  conjunctival  vessels  has  been  allevi- 
ated. It  is  tempting  to  believe  that 
this  improvement  in  the  microvascu- 
lar  field  may  prevent  or  abort  local 
tissue  changes  and  the  predisposition 
to  gross  results  which  follows  whether 
it  be  coronary  thrombosis,  disturb- 
ances in  nerve  function  or  the  retinal 
exudates  of  diabetic  retinitis.  Dra- 
matic and  favorable  effects  on  anginal 
manifestations  of  coronary  insuffici- 
ency have  been  noted  and  relief  from 
the  acute  manifestations  of  diabetic 

* Flint  Laboratories 


neuropathies  has  been  achieved.  The 
hypolipidemic  effect  has  been  noted  to 
be  enhanced  by  reduction  in  intakes 
of  fat  and  total  calories  and  by  the 
reduction  in  weight  which  ensued. 
Elimination  of  xanthomatous  nodules 
— cutaneous  and  in  tendons — -and  al- 
leviation of  xanthelasmic  patches  has 
been  remarkable  for  the  speed  and 
completeness  of  changes. 

Widespread  clinical  potentials  still 
to  be  developed  are  indicated  by  favor- 
able reports  on  the  effects  of  clofibrate 
on  the  retinal  exudates  of  diabetic 
retinitis  and  in  reducing  serum  fibrino- 
gen and  blood  platelet  stickiness,  not- 
ably in  cases  of  coronary  insufficiency. 

Sodium  dextrothyroxine  also  has  a 
very  positive  anti-cholesterolemic  ef- 
fect which  is  exerted,  it  is  believed, 
by  enhancing  the  catabolism  of  choles- 
terol and  the  biliary  excretion  of  cho- 
lesterol and  its  metabolic  end  products. 
The  metabolic  rate  is  raised  a trifle 
but  only  in  approximately  three  per- 
cent of  cases  does  this  exceed  normal 
limits.  Marked  elevations  of  serum 
protein  bound  iodine  (PBI)  in  pa- 
tients receiving  this  drug  are  not  true 
indications  of  increased  general  met- 
abolic activity. 

Like  clofibrate,  but  probably  by  a 
different  mechanism,  dextrothyroxine 
enhances  the  effect  of  anticoagulant 
therapy;  hence,  in  both  therapies  re- 
adjustment downward  of  the  dosage 
of  anticoagulant  is  advised  when  anti- 
cholesterolemic  therapy  is  begun. 

It  is  because  of  the  accelerating  ef- 
fect of  the  dextrothyroxine  on  metab- 
olism that  it  is  contraindicated  in  cases 


Mail  Call 


May  Correction 

I was  distressed  to  find  that  the 
changes  1 noted  on  the  galley  proofs 
of  my  article  on  “Sickle  Cell — Hemo- 
globin C Disease  and  Pregnancy”  were 
not  carried  out  by  the  printer.  The 
article  as  printed  in  the  May  1967 
edition  of  Pennsylvania  Medicine  is 
;omewhat  misleading  in  that  some 
vers  may  feel  I am  discussing  sickle 
disease  rather  than  sickle  cell — 
hen  obin  c disease. 

I wc  ! hope  that  you  would  be  able 


to  print  the  following  corrections  in 
a subsequent  issue: 

1 . The  title  should  be  amended  to 
read  “Sickle  Cell- — Hemoglobin  C Di- 
sease and  Pregnancy.” 

2.  The  subtitle  should  be  corrected 
to  read  “Documentation  is  offered  for 
the  deleterious  effect  of  pregnancy  on 
the  course  of  sickle  cell — hemoglobin 
c disease.” 

3.  Line  4 of  the  introduction  should 
be  corrected  to  read  “for  women  with 
sickle  cell — hemoglobin  c disease 
(SC).” 


of  known  organic  cardiac  diseases  and 
especially  when  there  are  evidences,  j 
notably  angina  pectoris,  of  coronary 
insufficiency.  It  is  for  such  subjects  1 
that  clofibrate  appears  to  be  especially  i 
indicated. 

On  the  other  hand  patients  with  no 
detectable  organic  heart  disease  who  i 
have  proven  to  be  primary  or  secon- 
dary failures  to  clofibrate  therapy  may 
benefit  from  dextrothyroxine. 

Both  drugs  are  potent  agents  and 
being  remedies  which  provide  control, 
but  not  a cure,  the  treatment,  like  that 
for  the  diabetic,  should  be  closely  ! 
supervised  indefinitely.  It  is  reason- 
able to  predict  that  these  agents,  like 
insulin,  will  need  adjustments  from 
time  to  time  dictated  by  changes  in 
tolerance  to  the  drug,  in  diet,  in  other 
therapies,  during  complications,  and  in 
relation  to  changes  in  body  weight. 

Now  with  these  effective  agents,  I 
will  we  see  an  abandonment  of  special 
diets  for  hyperlipidemic  patients?  De- 
spite the  favorable  effects  of  the  drug 
therapy,  it  is  surely  best  to  gain  what 
advantages  one  can  from  reasonable 
restriction  of  fat,  cholesterol  and  total 
caloric  intakes,  and  to  use  as  little 
drug  therapy  as  is  necessary  to  com- 
plete the  job.  If  this  conservative 
policy  is  adopted,  it  is  highly  probable 
that  dietary  control  will  sooner  or  later 
suffice  in  many  instances  without  drug 
therapy.  If  this  end  remains  our  ob- 
jective. there  will  be  little  or  no  danger  , 
of  "overdrugging.” 

Garfield  G.  Duncan,  M.D. 

Philadelphia 


I am  sorry  to  trouble  you  with  these 
corrections;  however,  1 do  think  that 
they  are  very  important.  As  the  article 
was  printed,  it  would  appear  that  the 
author  does  not  know  the  difference 
between  sickle  cell  disease  and  sickle 
cell — hemoglobin  c disease.  It  is  un- 
fortunate that  the  above  corrections 
which  were  made  on  the  galley  proofs 
were  not  made  in  the  final  printing. 

I wish  to  thank  you  in  advance  for 
your  consideration  of  this  matter. 

RUSSELL  K.  LAROS.  M.D. 

Clinton — Sherman  Air  Force  Base 

Oklahoma 
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Pilot  Education  Session  for  Rural  Physicians 
Termed  Useful,  Timely,  Instructive 


The  Medical  Arts  Hospital,  Mont- 
rose, in  sparsely  populated  Susque- 
hanna County  (forty  people  per  square 
mile)  was  the  site  of  the  beginning  of 
a program  that  promises  to  be  of  great 
value  in  the  advancement  of  health 
and  medicine  in  rural  communities. 
Although  slightly  more  than  a handful 
of  rural  physicians  were  involved  in 
the  program,  they  represented  better 
than  half  of  the  membership  of  the 
Susquehanna  County  Medical  Society. 
These  physicians  came  to  the  hospital 
to  be  instructed  in  cardiology  by  John 
S.  Barrett,  M.D.,  from  the  cardio- 
vascular section  of  the  Hospital  of  the 
University  of  Pennsylvania.  This  was 
the  first  step  of  a pilot  program  of  the 
Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society. 

As  the  program  is  planned,  the  phy- 
sicians in  these  isolated  rural  counties 
will  be  required  to  determine  the  major 
deficiencies  in  the  service  being  ren- 
dered to  their  patients  and  asked  to 
submit  a statement  noting  the  type  of 
instruction  they  feel  would  be  of  most 
benefit  in  overcoming  these  defi- 
ciencies. When  the  information  is 
available,  arrangements  will  be  made 
with  one  of  the  medical  schools  or  a 
medical  center  to  provide  a teacher 
or  a group  of  teachers  to  present  an 
instructional  session  at  the  local  hos- 
pital or  some  other  suitable  location 
where  the  practicing  physician  is 
readily  available  to  take  care  of  any 
emergency  that  might  arise  during  the 
program. 

From  the  comments  made  after  the 
first  session  at  Montrose,  the  value  of 
such  a program  was  evident.  Speaking 
for  his  colleagues,  Michael  Markarian. 
M.D.,  secretary  of  the  Susquehanna 
County  Medical  Society,  said,  “The 
information  we  received  was  useful, 
timely,  and  instructive  . . . (it) 

gave  us  much  practical  information 
on  diagnosis  and  treatment  of  cardiac 
disease  in  patients  we  see  every  day. 

I am  sure  this  will  help  all  of  us  to 
practice  better  medicine  in  our  rural 
area.” 

Pilot  sessions  will  continue  to  de- 
termine the  final  format  of  the  pro- 


gram. Dr.  Barrett  suggested  that  in- 
stead of  a single  day  session,  the 
visitors  from  the  medical  centers  might 
spend  half  a day  in  discussion  with  the 
county  society  members,  and  on  the 
following  day  actually  see  hospitalized 
patients  with  them,  in  order  to  show 
the  application  of  previously  discussed 
topics  to  actual  patient  care.  By 
demonstrating  techniques  at  the  rural 
hospital.  Dr.  Barrett  felt  it  would  auto- 
matically compel  the  visiting  instruc- 
tor to  discuss  and  teach  his  new  tech- 
niques in  terms  of  equipment  and 
methods  readily  available  at  local  hos- 
pitals. The  cost  of  bringing  the  pro- 
grams into  the  rural  areas  will  be  paid 


by  the  Educational  and  Scientific 
Trust  from  the  grant  made  to  it  by  the 
Edward  Walter  Clark  Memorial  Fund. 
The  cost  will  include  the  travel  ex- 
penses incurred  by  the  teaching  per- 
sonnel, preparation  of  visual  aids,  and 
honorariums  if  necessary. 

While  seventeen  of  the  sixty  county 
medical  societies  in  Pennsylvania  have 
less  than  thirty  members,  some  of  these 
societies  are  located  adjacent  to  large 
county  medical  societies  which  provide 
good  scientific  sessions  and  teaching 
programs.  The  small  isolated  societies 
are  the  ones  that  would  benefit  from 
the  Edward  Walter  Clark  Medical  Edu- 
cation Program. 


Centenarian  Award  Presented — John  P.  Manges,  M.D.,  secretary  of  the  Medical 
Society  of  Franklin  County,  presents  a PMS  Centenarian  Award  to  Miss  Minta 
Kelly,  Scotland,  Pa.  on  her  one  hundredth  birthday.  Also  participating  in  the 
presentation  are  (right)  Forrest  F.  Smith,  M.D.,  president.  Medical  Society 
of  Franklin  County  and  William  A.  Nickles,  M.D.,  Miss  Minta’ s family  doctor. 
The  Centenarian  Award  is  given  “in  recognition  of  one  whose  life  span  indi- 
cates healthful  living.’’ 


WELCOME,  NEW  MEMBERS 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

George  A.  Montgomery,  Jr.,  M.D..  Allegheny  General 
Hospital,  Pittsburgh  15212. 

Hilbert  E.  Oskin,  M.D.,  105  Laurie  Drive,  Pittsburgh 
15235. 

John  A.  Parsons,  M.D.,  Magee-Womens  Hospital,  Pitts- 
burgh 15213. 

Anthony  Petrasek,  M.D.,  Department  of  Anesthesia, 
Children's  Hospital,  Pittsburgh  15213. 

Thomas  E.  Piemme,  M.D.,  931  Scaife  Hall.  Pittsburgh 
15213. 

Barry  F.  Sachs,  M.D.,  5901  Nicholson  Street,  Pitts- 
burgh 15217. 

Theodore  M.  Tabachnick,  M.D..  5743  Wilkins  Avenue, 
Pittsburgh  15217. 

Charles  E.  Tredennick,  M.D.,  422  Library  Street, 
Braddock  15204. 

William  L.  Bayer.  M.D.,  3601  Fifth  Avenue,  Pittsburgh 
15213. 

BEAVER  COUNTY: 

Bernard  Fuchs,  M.D.,  104  Park  Ridge  Drive,  Aliquippa 
15001. 

CAMBRIA  COUNTY: 

Forrest  E.  H.  Lightbody,  M.D.,  Lee  Hospital,  Johns- 
town 15901. 

CHESTER  COUNTY: 

Michael  F.  Golden,  M.D.,  41  1 Sunset  Drive,  Downing- 
town  19335. 

DELAWARE  COUNTY: 

Norman  E.  Hot  land-Hull,  M.D.,  3500  Darby  Road. 
Haverford  19041. 

ERIE  COUNTY: 

Berardino  DeStefano,  M.D..  1710  Liberty  Street,  Erie 
16502. 

Manoucher  Tavana,  M.D.,  1714  Liberty  Street,  Erie 
16502. 

! J BANON  COUNTY: 

/ard  C.  DeWees,  III,  M.D.,  200  South  Railroad 
.'ct,  Myerstown  17067. 

(Continued  on  Page  83.) 


Tandearil 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg  daily  in  divided 
doses  for  2 to  3 days;  300  mg  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil 

oxyphenbutazone 


helps  painful  shoulders 
move  again 


Please  see  ad- 
joining page  lor 
brief  prescribing 
summary 


3 out  of  4 painful  shoulder  patients 


Sperling,  i L 

Applied  Therap  6 117. 

1964 

84.2%  of  127  patients 

Rosenbaum.  E E and 
Schwarz.  G R North  - 
west  Med  61  927. 1962 

81%  of  48  patients 

TA-5094PC 


at  the  site  of  infection 
(where  it  counts).,.  4 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1-3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


TTT  700970 

Ilosone  & 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
■ith  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
1 ncluded  persons  in  whom  there  had  been  administered  other 
;gs  known  to  be  associated  at  times  with  hepatic  side-effects 
an  rses  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease ty  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  a ociated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeare 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  \(i 
characterized  by  increased  direct-reacting  bilirubin,  elev™ 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepb 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gluts  i 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  oi 
medication.  Patients  with  chronic  infection  have  been  given 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, 
patients  with  rheumatic  fever  have  taken  prophylactic  dost 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grout 
144  patients  who  received  the  drug  daily  for  two  years,  no  j 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  t 
patients’  families,  who  were  not  taking  the  drug,  had  epis 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  • 
determined  in  a group  of  fifty-four  adults  and  children  who 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  montb  a] 
rheumatic  fever  prophylaxis.  The  results  were  compared  tl 
those  of  a similar  group  of  forty-four  patients  who  received  n 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elev;  oi 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cc  -se 
of  treatment  was  observed  in  one  patient  treated  with  lie  ne 
and  in  two  patients  treated  with  penicillin.  Seven  other  pat  its 
in  the  group  receiving  Ilosone  and  four  others  in  the  penii  lin 
group  showed  elevations  in  one  of  the  tests  at  some  time  dr  ng 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  re 
reported  in  102  pediatric  patients  who  received  short-term  n- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  i 
tions.  Results  of  liver  function  tests  in  these  patients  1 
comparable  to  those  in  a similar  control  group  who  had  rec<  ed 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepat:  a 
fects  are  observed  in  a small  proportion  of  individuals  as  a r ait 
of  a local  stimulating  effect  of  the  medication  on  the  alimei  ry 
tract;  however,  the  normal  intestinal  gram-negative  bad  ia 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  th  ise 
of  erythromycin,  there  have  been  occasional  reports  of  urtic  ia, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  'dj 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours  fot 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  h 


ral 


rs, 


(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  nd 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  di  ig« 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythror  i 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dost ! 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fi  .*1 
days.  Close  follow-up  of  the  patient  is  necessary  since  erj 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stag 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  arl 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  day 
recommended.  In  the  treatment  of  gonorrhea,  patients  w i a 
suspected  lesion  of  syphilis  should  have  a dark-field  examir  ioJ 
before  receiving  antibiotics,  and  monthly  serologic  tests  s old 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  25  n& 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equi\  snt 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  pad  :es. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiv  ant 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pad  es. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-c<  m 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  1 *)■ 
in  bottles  of  50.  to:  67. 

References:  1.  Griffith,  R.  S..  and  Black.  H.  R.:  Am.  J.  M.  Sc.,  2i?:6$ 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  Jf:398  “«• 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

239:198,  1960. 


Additional  information  available  to  physicians  upon  request 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  A6206 
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New  Members  — (Continued) 

LEHIGH  COUNTY: 

Fernando  L.  David,  M.D.,  1140  Hamilton  Street,  Allen- 
town 18101. 

Harriet  B.  Mantell,  M.D.,  Muhlenberg  Medical  Cen- 
ter, Bethlehem  18017. 

MIFFLIN-JUNIATA  COUNTY: 

Daniel  K.  Creighton,  Jr.,  M.D.,  101  North  Main  Street, 
Lewistown  17044. 

McKEAN  COUNTY: 

Carl  I.  Frisina,  M.D.,  15  Fiske  Avenue,  Bradford  16701. 

MONROE  COUNTY: 

C.  Jean  D.  Golden,  M.D.,  175  Brown  Street,  East 
Stroudsburg  18301. 

MONTGOMERY  COUNTY: 

William  J.  Warren,  M.D.,  North  Penn  Hospital,  7th 
and  Broad  Streets,  Lansdale  19446. 

Barbara  B.  Frank,  M.D.,  Bryn  Mawr  Medical  Build- 
ing, Bryn  Mawr  19010. 

MONTOUR  COUNTY: 

Charles  O.  Rixey,  M.D.,  Geisinger  Medical  Center, 
Danville  17821. 

NORTHAMPTON  COUNTY: 

Gerard  T.  Humma,  M.D.,  35  East  Elizabeth  Avenue, 
Bethlehem  18015. 

NORTHUMBERLAND  COUNTY: 

Robert  A.  Grubb,  M.D.,  108  Susquehanna  Avenue, 
Selinsgrove  17870. 

Thomas  O.  Savidge,  M.D.,  R.  D.  No.  1,  Lewisburg 
17837. 

PHILADELPHIA  COUNTY: 

Celso-Ramon  Garcia,  M.D.,  3400  Spruce  Street,  Phila- 
delphia 19104. 

Bernard  Mortimer,  M.D.,  200  Cynwyd  Road,  Bala- 
Cynwyd  19004. 

Edna  Mortimer,  M.D.,  200  Cynwyd  Road,  Bala-Cynwyd 

l 19004. 

Meyer  L.  Niedelman,  M.D.,  Room  502  Medical  Arts 
Building,  Philadelphia  19103. 

Joseph  F.  O'Malley,  M.D.,  106  Bryn  Mawr  Avenue, 
Bala-Cynwyd  19004. 

David  B.  Schaffer,  M.D.,  4414  Pine  Street,  Philadelphia 
19104. 

A.  Dean  Steele,  M.D.,  182  Glentry  Avenue,  Lansdowne 
19050. 

Charles  Bayas,  M.D.,  505  Jamestown  Street,  Philadelphia 
19128. 

Ira  B.  Blank,  M.D.,  51  North  39th  Street,  Philadelphia 
19104. 

Joseph  S.  Gonnella,  M.D.,  Apartment  401,  226  W. 
Rittenhouse  Square,  Philadelphia  19103. 

Ioon  Y.  Hahn,  M.D.,  6063  Roosevelt  Blvd.,  Philadel- 
phia 19149. 

M.  S.  Jahanger,  M.D.,  121  Maple  Avenue,  Bala-Cynwyd 
19004. 

Leon  G.  Kaseff,  M.D.,  19th  and  Lombard  Street,  Phila- 
delphia 19146. 


TECHNIQUES  IN  MEDICAL  EDUCATION 
(at  the  Graduate  and  Postgraduate  Level) 

FIRESIDE  CONFERENCE  CONDUCTED  BY 
MEDICAL  SCHOOL  FACULTY  MEMBERS 

Thursday,  September  28 — 8:30  p.m. — 

Sheraton  Hotel,  Philadelphia 

1.  Teaching  of  Pulmonary  Diseases 

CHAIRMAN: 

Katherine  R.  Sturgis,  M.D.,  Professor  and  Chair- 
man, Department  of  Preventive  Medicine,  Woman’s 
Medical  College 

FACULTY: 

Robert  Forster,  M.D.,  University  of  Pennsylvania 
School  of  Medicine 

Robert  F.  Johnston,  M.D.,  Director,  Research  and 
Education,  Henry  R.  Landis  State  Hospital 
Paul  B.  Solnick,  M.D.,  Department  of  Diseases  of 
Chest,  Hahnemann  Medical  College  and  Hospital 
Peter  A.  Theodos,  M.D.,  Jefferson  Medical  College 

2.  Teaching  of  Cardiovascular  Disease 

CHAIRMAN: 

William  L.  Winters,  Jr.,  M.D.,  Temple  University 
Medical  Center 

FACULTY: 

John  H.  Killough,  M.D.,  Assistant  Dean  for  Con- 
tinuing Education,  Jefferson  Medical  College 
Donald  F.  Leon,  M.D.,  Assistant  Professor  of  Medi- 
cine, University  of  Pittsburgh  School  of  Medicine 
Bernard  L.  Segal,  M.D.,  Assistant  Head,  Section  of 
Cardiology,  Hahnemann  Medical  College  and  Hos- 
pital 

3.  Teaching  of  Endocrinology 

CHAIRMAN: 

Edward  Rose,  M.D.,  Professor  of  Medicine,  Hospital 
of  the  University  of  Pennsylvania 

FACULTY: 

Bertram  J.  Channick,  M.D.,  Professor  of  Medicine, 
Section  of  Endocrinology,  Temple  University  Health 
Sciences  Center 

Mary  B.  Dratman,  M.D.,  Woman's  Medical  College 
of  Pennsylvania 

Paul  H.  Fried,  M.D.,  Department  of  Obstetrics  and 
Gynecology,  Jefferson  Medical  College 
Ralph  A.  Shaw.  M.D.,  Ph.D.,  Assistant  Professor  of 
Medicine,  Hahnemann  Medical  College  and  Hospital 

4.  Teaching  of  Arthritis 

CHAIRMAN: 

Gerald  P.  Rodnan,  M.D.,  Professor  of  Medicine, 
University  of  Pittsburgh 

FACULTY: 

Joseph  L.  Hollander,  M.D.,  Professor,  Department 
of  Medicine,  University  of  Pennsylvania  School  of 
Medicine 

(Continued  next  page.) 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  ( !4  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


’ § 

! RORER 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


Daniel  J.  McCarty,  M.D.,  Head,  Section  of  Rheu- 
matology, Hahnemann  Medical  College  and  Hospital 
Charles  D.  Tourtellotte,  M.D.,  Associate  Pro- 
fessor of  Medicine,  Chairman,  Section  of  Rheuma- 
tology, Temple  University  School  of  Medicine 
Philip  R.  Trommer,  M.D.,  Professor  of  Medicine, 
Clinical  Association,  Women’s  Medical  College 

5.  Teaching  of  Gastroenterology 

CHAIRMAN: 

O.  D.  Kowlessar,  M.D.,  Professor  of  Medicine, 
Jefferson  Medical  College 

FACULTY: 

(To  Be  Announced  Later) 


NURSES  AND  PARAMEDICAL  SEMINAR 
ON  CARDIAC  VASCULAR  DISEASE 

Cosponsored  by:  PENNSYLVANIA  NURSES  ASSO- 
CIATION 

Sheraton  Hotel  Philadelphia 

Thursday,  September  28 

Atherosclerosis  and  Coronary  Heart  Disease 

2:30  p.m.  to  4:30  p.m. 

General  Considerations  Related  to  Atherosclerosis  and 
What  It  Means 

Coronary  Artery  Disease — Its  Diagnosis  and  Significance 

Cine  Coronary  Arteriography 

Panel  Discussion  and  Discussion  from  the  Floor 

Friday,  September  29 

Pathophysiology  and  Abnormal  Rhythm  of  the  Heart 

9:00  a.m.  to  11:00  a.m. 

Physiology  of  the  Heart  and  Circulation 

Disorders  of  the  Heart  Beat 

Heart  Sounds  and  Murmurs 

Panel  Discussion  and  Discussion  from  the  Floor 

Luncheon  Session 

12:00  Noon  to  1:30  p.m. 

(Speaker  to  be  announced.) 

Hypertension 

2:00  p.m.  to  4:30  p.m. 

High  Blood  Pressure  and  What  It  Means — 
Evaluation  at  the  Bedside 
Diet  and  High  Blood  Pressure 
Treatment  of  High  Blood  Pressure  and  Results 
Panel  Discussion  and  Discussion  from  the  Floor 

Coronary  Intensive  Care  Units 

7:30  p.m.  to  10:00  p.m. 

The  Reason  for  the  Specialized  Unit  and  How  It  Works 
Monitoring  Systems  and  Their  Significance 
Cardiac  Arrest  and  Its  Diagnosis 
Arrhythmias  and  the  Pacemaker — 

How  It  Is  Used  and  How  It  Works 
Special  Nursing  Problems 

Panel  Discussion  and  Discussion  from  the  Floor 
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Proposed  Amendments  to 
Constitution  and  By-laws 

Note:  Material  which  is  underscored 
is  being  added.  Material  which 
is  enclosed  in  [brackets]  is  be- 
ing deleted. 

The  following  proposed  amendments 
to  the  Constitution  and  By-laws  have 
been  prepared  by  the  standing  Com- 
mittee on  Constitution  and  By-laws 
and  are  being  presented  in  accordance 
with  the  requirements  of  Article  XV 
of  the  Constitution  and  Chapter  XVII 
of  the  By-laws: 

I.  Subject:  Transfer  of  certain  func- 
tions from  the  Council  on  Public 
Service  to  a new  administrative 
Department  of  Communications 
and  placing  such  department  un- 
der the  policy  guidance  of  the 
standing  committee  of  the  Board 
currently  known  as  the  Publica- 
tion Committee  which  commit- 
tee’s name  would  be  changed  to 
Communications  Committee. 

By-laws 

Chapter  V. — Board  of  Trustees 
and  Councilors 

Section  3. — Committees  of  the  Board. 
Amend  the  (b)  portion  of  Section  3 
as  follows: 

(b)  [Publication  Committee,  to  su- 
pervise the  publication  of  the 
Journal]  Communications 
Committee. 


Chapter  XIV. — Committees, 
Administrative  Councils  and 
Commissions. 

Section  4. — Administrative  Councils. 
Amend  the  (c)  portion  of  Section  4 
as  follows: 

(c)  The  Council  on  Public  Service, 
which  shall  be  responsible  for 
matters  dealing 

[(i)  informing  the  general 
public  about  health,  hy- 
giene and  the  philosophy 
of  organized  scientific 
medicine 

(ii)  conducting  a professional 
relations  program  to  in- 
form all  members  of  the 
affairs  of  organized  medi- 
cine and  to  encourage 
their  active  participation 
therein,  and 

(iii)  cooperating  with  organi- 
zations concerned  with 
civil  defense,  disaster 
medical  care  and  rural 
health;] 


with  civil  defense,  disaster  medical 
health  care,  rural  and  urban 
health,  physician  placement,  med- 
ical  student  recruitment,  liaison 
with  medical  students,  interns 
and  residents,  anti-quackery  ac- 
tivities, award  programs,  secre- 
tary and  executive  secretary  visi- 
tation programs,  and  all  other 
activities  which  may  from  time  to 
time  fit  properly  into  the  category 
of  service  to  the  public  or  into  the 
category  of  service  to  the  medical 
profession  and  its  affiliated  groups 
— professional  relations. 

II.  Subject:  Change  in  Classification 
of  Senior  Active,  Associate  and 
Affiliate  Memberships  as  Recom- 
mended by  Berks  County  Medi- 
cal Society,  McKean  County 
Medical  Society,  and  the  House 
of  Delegates. 

Constitution 

Article  IV. — Membership. 
Amend  Section  2 as  follows: 

Section  2.  Active  Members. — The 
Active  Members  of  this  Society  shall 
be  doctors  of  medicine  who  are  [not 
Associate  Members  hereof,  and  are] 
members  of  the  Component  Societies. 

Delete  Sections  3,  4,  and  5 in  their 
entirety  and  insert  the  following  new 
Sections  3,  4,  5,  and  6. 

Section  3.  Senior  Active  Mem- 
bership.— A Senior  Active  Member  of 
this  Society  shall  be  a doctor  of  medi- 
cine, who  (i)  is  not  an  Associate  Mem- 
ber hereof,  (ii)  is  sixty-five  years  of 
age  or  over,  and  (iii)  has  been  an 
Active  Member  of  this  Society,  a ser- 
vice member  of  the  American  Medical 
Association,  or  an  active  member  of 
a constituent  association  of  the  Ameri- 
can Medical  Association  for  a con- 
tinuous term  of  not  less  than  thirty 
years.  Such  Senior  Active  Member 
shall  enjoy  full  benefits,  but  shall  be 
required  to  pay  only  50  percent  of  the 
annual  assessment.  Such  Senior  Ac- 
tive Member  shall  have  the  right  to 
this  class  of  membership  upon  certi- 
fication in  due  form  by  the  Component 
Society  to  the  Executive  Diretcor  of 
this  Society. 

Section  4.  Associate  Member. — 
An  Associate  Member  of  this  Society 
shall  be  a doctor  of  medicine  who  (i) 
is  seventy  years  of  age  or  over,  and 
(ii)  has  been  an  Active  or  Senior 


Active  Member  of  this  Society,  a ser- 
vice member  of  the  American  Medical 
Association,  or  an  active  member  of 
a constituent  association  of  the  Ameri- 
can Medical  Association  for  a con- 
tinuous term  of  thirty  years.  Such  As- 
sociate Member  shall  have  the  right 
to  this  class  of  membership  upon  certi- 
fication in  due  form  by  the  Component 
Society  to  the  Executive  Director  of 
this  Society;  and  thereafter  such  As- 
sociate Member  shall  not  be  required 
to  pay  any  annual  assessment. 

Section  5.  Affiliate  Members. — 
Upon  recommendation  and  certifica- 
tion in  due  form  by  the  Component 
Society  to  and  election  by  the  Board 
of  Trustees  and  Councilors,  any  mem- 
ber of  a Component  Society  may  be 
made  an  Affiliate  Member  of  this  So- 
ciety and  remain  as  such  provided  he 
is  a person  who  belongs  to  one  of  the 
following  classes:  (a)  persons  who 

are  members  of  national  medical  so- 
cieties of  foreign  countries;  (b)  Ameri- 
can medical  doctors  engaged  in  medical 
missionary,  educational  or  philanthrop- 
ic labors;  (c)  persons  who  are  eligible 
to  be  service  members  of  the  American 
Medical  Association;  (d)  full-time 
teachers  of  medicine  or  of  the  arts 
and  sciences  allied  to  medicine  who  are 
not  holders  of  the  degree  of  Doctor  of 
Medicine  or  Bachelor  of  Medicine; 
(e)  doctors  of  medicine  not  fully  li- 
censed to  practice  medicine  in  Penn- 
sylvania who  are  engaged  in  Pennsyl- 
vania in  research,  public  health,  ad- 
ministrative medicine,  or  hospital  resi- 
dency, and  (f)  doctors  of  medicine, 
whether  or  not  fully  licensed  to  prac- 
tice medicine  in  Pennsylvania,  who  are 
retired  from  active  practice.  Affiliate 
Members  shall  not  be  required  to  pay 
any  annual  assessment. 

Election  to  Affiliate  Membership 
pursuant  to  part  (b)  above  shall  not 
be  interpreted  as  breaking  the  con- 
tinuous Active  Membership  of  an 
Active  Member  so  as  to  make  him 
ineligible  for  Senior  Active  Member- 
ship or  Associate  Membership  under 
Section  3 and  4 respectively  of  this 
Article  IV. 

Section  6.  Honorary  Members. — 
Any  doctor  of  medicine  not  a resident 
of  Pennsylvania  but  a member  of  his 


own  state  or  territorial  medical  asso- 
ciation may  be  elected  an  Honorary 
Member  of  this  Society  by  the  House 
of  Delegates  by  a three-fourths  vote  at 
any  Annual  Session.  Not  more  than 
two  may  be  elected  in  any  one  year. 
Honorary  Members  shall  not  be  re- 
quired to  pay  any  annual  assessment. 

Amend  the  first  paragraph  of  Section 
6 as  follows: 

Section  [6]  7.  Rights  and  Privi- 
leges of  Members,  including  Voting 
Rights.— All  members  of  this  Society 
shall  have  all  of  the  rights  and  priv- 
ileges of  membership  except  as  other- 
wise provided  in  this  Constitution  and 
the  By-laws  and  except  that  neither 
Associate  nor  Affiliate  nor  Honorary 
Members  shall  have  the  right  to  vote 
or  hold  any  office  [and  neither  Asso- 
ciate nor  Honorary  Members  shall 
have  the  right]  or  to  be  members  of  any 
council,  committee,  or  commission. 
Renumber  Section  [7]  as  Section  8. 

Constitution 

Article  VI. — House  of  Delegates. 
Section  2.  Composition. 

Amend  the  fifth  line  of  Section  2 as 
follows: 

of  its  Active  and  Senior  Active 
Members  in  this  Society  whose  dues 
are 

Section  3.  Alternates. 

Amend  the  third  line  of  the  third  para- 
graph of  Section  3 as  follows: 

session  thereof,  then  the  Active  or 
Senior  Active  Member  or  Mem- 
bers 

Article  VII. — 

Sessions  and  Meetings. 
Section  2.  Special  Sessions. 

Amend  the  fifth  and  sixth  lines  of 
Section  2 as  follows: 

of  the  House  of  Delegates,  or  (c) 
two  hundred  Active  and/or  Senior 
Active  Members  of  this  Society,  pro- 
vided such  special  session 

Article  VIII. — 

Board  of  Trustees  and  Councilors. 
Section  2.  Composition. 

Amend  the  fourth  and  fifth  lines  of 
"ection  2 as  follows: 

:iety,  ex-officio  with  the  right  to 
'ide,  and  one  Active  or  Senior  Ac- 
tive fember  from  each  Council  Dis- 
trict of  this  Society 


Article  X. — Officers. 

Section  2.  Qualifications. 

Amend  the  second  line  of  Section  2 as 
follows: 

must  be  Active  or  Senior  Active 

Members,  except  that  the  Treasurer 

may 

Constitution 

Article  XI. — Funds. 

Amend  Section  1 as  follows: 

Section  1.  Annual  Assessment. — 
Money  for  the  purposes  of  the  Society 
shall  be  raised  by  annual  assessment 
payable  by  each  Active  and  each 
Senior  Active  [Affiliate]  Member.  The 
assessment  for  Active  and  Senior  Ac- 
tive Members  shall  be  uniform  except 
that  the  annual  assessment  for  [Active 
Members]  those  (a)  serving  hospital 
residencies  or  engaged  in  other  forms 
of  recognized  full-time  postgraduate 
training  shall,  during  the  period  of 
such  training,  be  10  percent  of  the 
regular  annual  assessment,  provided 
the  Component  Society  of  which  each 
is  a member  grants  a corresponding 
reduction  in  its  annual  assessment,  (b) 
serving  temporarily  in  the  Armed 
Forces  or  other  Government  Service 
of  the  United  States  shall  be  excused 
for  any  assessment  year  in  which  the 
member  enters  service  prior  to  March 
1 [within  the  first  six  months  thereof], 
is  in  service  for  the  entire  assessment 
year,  or  returns  from  service  on  or 
after  March  1 [within  the  second  six 
months  thereof],  and  (c)  is  pre- 
vented from  the  practice  of  medicine 
by  reason  of  illness  or  disability  shall 
be  excused,  provided  the  Component 
Society  of  which  each  is  a member 
grants  a corresponding  exemption  from 
its  annual  assessment,  [seventy  years 
of  age  and  over  who  have  been  Active 
or  Associate  Members  of  this  Society, 
service  members  of  the  American 
Medical  Association,  or  active  mem- 
bers of  a constituent  association  of  the 
American  Medical  Association  for  a 
continuous  term  of  twenty-five  years 
immediately  preceding  shall  be  25  per- 
cent of  the  regular  annual  assessment, 
provided  the  Component  Society  of 
which  each  is  a member  grants  a cor- 
responding reduction  in  its  annual  as- 
sessment. The  annual  assessment  for 
each  Affiliate  Member  shall  be  uni- 
form and  shall  be  50  percent  of  the 
annual  assessment  for  Active  Mem- 
bers.] No  annual  assessment  shall  be 


payable  by  an  Associate,  Affiliate,  or 
Honorary  Member.  The  assessment 
for  new  members  becoming  such  (a) 
not  more  than  six  and  not  less  than 
two  months  prior  to  the  end  of  the 
assessment  year  shall  be  one-half  the 
annual  assessment  for  that  class  or 
category  of  member,  and  (b)  not  j 
more  than  two  months  prior  to  the  . 
end  of  the  assessment  year  shall  be 
waived  provided  the  full  annual  assess- 
ment for  the  following  year  is  paid 
at  the  time  of  becoming  a member. 
The  amount  of  the  annual  assessment  is 
to  be  fixed  each  year  by  the  House  of 
Delegates  at  the  Annual  Session  after 
opportunity  has  been  given  to  the 
Board  of  Trustees  and  Councilors  to 
recommend  the  amount  thereof,  and 
the  manner  and  time  of  payment  and 
the  assessment  year  shall  be  as  pro- 
vided in  the  By-laws  of  this  Society. 

Article  XV. — Amendments. 

Amend  the  ninth  line  of  Article  XV 
as  follows: 

mittee,  or  (ii)  fifteen  Active  and/ 
or  Senior  Active  Members  of  this 
Society, 

By-laws 

Chapter  I. — Membership. 

Section  3. — Admission  to  Member- 
ship. 

Amend  the  last  sentence  of  Section  3 
as  follows: 

Every  member  of  a Component  So- 
ciety eligible  to  become  an  Associ- 
ate Member  or  an  Affiliate  Member 
of  this  Society  shall  become  such 
upon  his  election  to  such  member- 
ship by  the  Board  of  Trustees  and 
Councilors  as  provided  in  the  Con- 
stitution [and,  in  the  case  of  Affiliate 
Members,  the  payment  of  the  as- 
sessment then  due]. 

Section  5. — Termination  of  Member- 
ship. 

Amend  the  twenty-third  line  of  Section 
5 as  follows: 

circumstances  shall  be  considered  to  . 
be  an  Active  or  Senior  Active  Mem- 

Chapter  IX. — 

Assessment  and  Funds. 

Section  1 . — Assessments. 

Amend  the  first  sentence  of  Section  1 
as  follows: 

Each  Active  and  Senior  Active  [Af- 
filiate] Member  of  this  Society  shall, 
through  his  Component  Society,  pay 
his  annual  assessment  to  the  Execu- 
tive Director  prior  to  March  1. 
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Section  6. — Medical  Defense  Fund. 
Amend  the  fourth  line  of  the  first  para- 
graph of  Section  6 as  follows: 

for  each  Active  Member  and  Senior 
Active  Member  to  be  set  aside  by 
the  Treas- 

Amend  the  fifth  line  of  the  second 
paragraph  of  Section  6 as  follows: 
while  an  Active  or  Senior  Active 
Member  and  while  the  member  was 
in 

Amend  the  tenth  line  of  the  sixth  para- 
graph of  Section  6 as  follows: 

member  was  an  Active  or  Senior 
Active  Member  in  good  standing 

Amend  the  first  line  of  the  last  para- 
graph of  Section  6 as  follows: 

Any  group  of  Active  and/ or  Senior 
Active  Members  or  any  Component 

Section  7. — Medical  Benevolence 
Fund. 

Amend  the  second  paragraph  of  Sec- 
tion 7 as  follows: 

The  Medical  Benevolence  Fund  shall 
be  used  only  for  the  relief  of  pecuni- 
ary distress  of  (a)  sick  or  aged  Ac- 
tive, Senior  Active  and  Associate 
Members  or  the  parents,  widows, 
widowers,  or  children  of  deceased 
Active,  Senior  Active  or  Associate 
Members,  and  (b)  Active,  Senior 
Active  and  Associate  Members,  re- 
sulting from  catastrophic  natural 
emergencies. 

Section  8. — Educational  Fund. 
Amend  the  fifth  line  of  the  first  para- 
graph of  Section  8 as  follows: 

annual  assessment  for  all  Active  or 
Senior  Active  Members  to  be 

Chapter  XIV. — Committees, 
Administrative  Councils  and 
Commissions. 

Section  1. — Appointment  of  Mem- 
bers, Vacancies  and  Qualification. 

(d)  Qualification  for  Membership 
on  Committees,  Administrative 
Councils  and  Commissions. 

Amend  the  third  line  of  the  (d)  portion 
of  Section  1 as  follows: 

of  this  Society,  except  Associate, 
Affiliate  and  Honorary  Mem- 

Chapter  XV. — Pennsylvania 
Medical  Care  Program. 

Section  2. — Organization. 

Amend  the  second  line  of  the  second 
paragraph  of  the  (b)  portion  of  Sec- 
tion 2 as  follows: 


Active  [active]  or  Senior  Active 
Members  [members]  of  each  county 
medical  society  within 

Chapter  XVI. — 
Component  Societies. 

Section  4.- — Membership  Records. 

Amend  the  third  sentence  of  Section 

4 as  follows: 

In  the  case  of  a new  member  such 
report  shall  be  accompanied  by  an 
appropriate  form  furnished  by  this 
Society  (a)  in  the  case  of  Active 
Members,  certifying  that  the  mem- 
ber possesses  the  qualifications  of 
such  membership  set  forth  in  Sec- 
tion 2 of  Article  IV  of  the  Con- 
stitution, or  (b)  in  the  case  of 
Senior  Active  Members  certifying 
that  the  member  possesses  the  quali- 
fications of  such  membership  set 
forth  in  Section  3 of  Article  IV  of 
the  Constitution,  or  (c)  in  the  case 
of  Associate  Members,  certifying 
that  the  member  possesses  the  quali- 
fications of  such  membership  set 
forth  in  Section  4 of  Article  IV  of 
the  Constitution,  or  (d)  in  the  case 
of  Affiliate  Members,  certifying  that 
the  member  possesses  the  qualifica- 
tions of  such  membership  set  forth 
in  Section  5 of  Article  IV  of  the 
Constitution.  [,  or  (b)  in  the  case 
of  Affiliate  Members,  making  ap- 
plication for  membership  in  that 
class.] 


Section  10. — Delegates  to  this  So- 
ciety. 

Amend  the  fourth  line  of  Section  10 
as  follows: 

are  Active  or  Senior  Active  Mem- 
bers of  this  Society,  delegates  and 

End  of  Proposed  Amendments 


Woman  of  the  Year — Katharine  R. 
Boucot  Sturgis,  M.D.,  center,  Phila- 
delphia physician  and  a staff  member 
of  the  Woman’s  Medical  College  of 
Pennsylvania,  was  presented  the  1967 
Penn  State  Woman  of  the  Year  Award 
at  The  Pennsylvania  State  University. 
The  presentation  was  made  by  Dr.  Eric 
A.  Walker,  left,  president  of  the  Uni- 
versity, and  Rodger  W.  Rowland,  right, 
president  of  the  Board  of  Trustees. 


A Painting  For  Posterity — H.  W.  Baldock,  director  of  medical  relations, 
E.  R.  Squibb  & Son,  assists  Charles  S.  Cameron,  M.D.,  president,  Hahnemann 
Medical  College  and  Hospital  of  Philadelphia,  in  unveiling  the  painting  of 
the  old  Hahnemann  buildings  rendered  by  Jack  Bookbinder,  who  looks  on. 
The  painting  is  part  of  a series  being  commissioned  by  Squibb  to  document 
the  nation’s  medical  schools.  The  buildings  shown  in  the  Hahnemann  painting 
will  be  demolished  at  the  start  of  1968  to  make  way  for  Hahnemann's  new 
$27  million  college  building,  which  will  replace  the  eighty  year  old  structures. 


AUGUST,  1967 
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SESSION  '67 

SEPTEMBER  27-30,  1967 

Therapeutics  for  the 
Practicing  Physician 

Wednesday,  September  27 

A COURSE  IN  CARDIOVASCULAR  DISEASES 
(Cosponsored  by  the  Pennsylvania  Heart  Association.) 

MORNING  SESSION:  Atherosclerosis:  Coronary  and 

Cerebrovascular  Diseases 

LUNCHEON  SESSIONS:  Therapeutic  Conferences 

AFTERNOON  SESSIONS:  Courses  in  Clinical  Application 

COURSE  A — Bedside  Diagnosis  of  Cardiovascular  Di- 
sease 

COURSE  B — Emergency  Department  Techniques  (Part 

I) 

EVENING  SESSIONS:  Simultaneous  Fireside  Confer- 

ences— 

Some  Socioeconomic  Problems  in  Medicine 

1.  Your  Investment  and  Retirement  Program 

2.  Medico-Legal  Problems 

3.  Current  Trends  in  Medicare 

4.  The  Status  of  the  Regional  Medical  Programs 

Thursday,  September  28 

A COURSE  IN  DIABETES  AND  ENDOCRINOLOGY 

MORNING  SESSION:  The  Treatment  of  Diabetes  and 
Its  Complications 

LUNCHEON  SESSIONS:  Conferences  on  Problems  in 
the  Endocrine  Patient 
Seen  in  Clinical  Practice 
(Limited  to  50  registrants  each) 

T-l  Hyperthyroidism — Radioiodide  or  Surgery? 

T-2  Adrenal  Medullary  and  Cortical  Tumors — Their 
Diagnosis  and  Management  (Surgical  and  Medical) 
T-3  Hyperparathyroidism — Diagnosis  and  Treatment 
T-4  Amenorrhea  as  an  Endocrine  Problem 
AFTERNOON  SESSION:  Courses  in  Clinical  Application 
COURSE  B — Emergency  Department  Techniques  (Part 

II) 

COURSE  C — Rheumatic  Diseases  in  Industry  (Part  I) 

EVENING  SESSIONS:  Fireside  Conference — Techniques 
in  Medical  Education 

Friday,  September  29 
COURSE  IN  PULMONARY  DISEASE— 

' osponsored  by  the  Pennsylvania  Thoracic  Society) 

G SESSION:  Therapy  of  Selected  Pulmonary 

' : :•  ases 

LUNCa  SESSIONS:  Conferences  on  Air  Pollution 
and  * onsequences 


AFTERNOON  SESSIONS:  Courses  in  Clinical  Application 
COURSE  C — Rheumatic  Disease  in  Industry  (Part  II) 
COURSE  D — Bedside  Diagnosis  and  the  Collateral  Use 
of  Pulmonary  Function  Laboratory 

NURSES  AND  PARAMEDICAL  SEMINAR  ALL  DAY 
ON  CARDIAC  VASCULAR  DISEASE 

(Cosponsored  by  Pennsylvania  Nurses  Association) 

Saturday,  September  30 

MORNING  SESSION: 

COURSE  C — Rheumatic  Disease  in  Industry  (Part  III) 
LUNCHEON  SESSIONS:  Conferences  on  Rheumatic  Di- 
seases in  Industry 
SPECIALTY  MEETINGS: 

Pa.  Allergy  Association 

Pa.  Chapt.,  American  College  of  Chest  Physicians 
Pa.  Society  of  Internal  Medicine 
Philadelphia  Neurosurgical  Society 
Pa.  Orthopaedic  Society 

Pa.  Academy  of  Physical  Medicine  and  Rehabilitation 
Urological  Association  of  Pa.,  Inc. 


AUDIO-VISUAL  EDUCATION  AT  THE 
ANNUAL  SESSION 

Special  audio-visual  teaching  units  will  be  part  of  the 
exhibit  hall  at  the  118th  Annual  Session  at  the  Sheraton 
Hotel  in  Philadelphia,  Pennsylvania. 

Topic-a-day  Theater 

Scientific  films  will  be  shown  throughout  the  day  in  a 
meeting  room  adjacent  to  the  exhibit  hall.  These  films  have 
been  selected  from  late  releases  and  will  be  applicable  to 
the  material  being  presented  in  the  teaching  sessions  for 
that  day. 

Fairchild  Mark  IV  Projectors 

At  two  locations  in  the  exhibit  hall  will  be  8mm  cartridge 
sound  film  projectors.  These  units  can  be  used  in  daylight 
and  are  adapted  with  earphones  for  private  listening.  A 
large  selection  of  films  from  the  Communicable  Disease 
Center  in  Atlanta,  Georgia  will  be  available.  Viewing  time 
is  generally  five  to  eight  minutes  per  film. 

Short  Course  in  Auscultations 

Combination  of  slide  projection  and  tape  recordings  of 
heart  sounds  and  murmurs  will  be  a feature  of  the  exhibit 
hall.  The  sounds  are  heard  by  using  stethophones  and 
viewing  slides  to  a synchronized  taped  presentation. 


Councilor  District  Meetings 

Meetings  of  the  following  Councilor  Districts  are  scheduled 
for  Wednesday,  September  27  at  the  Bellevue-Stratford  Hotel. 
3:00  to  5:00  p.m.: 


District 

Room  Assignment 

2nd 

Tecumseh  Room 

4th 

Gold  Room 

5th 

Academy  Room 

6th 

Blue  Room 

7th 

Assembly  Room 

8th 

Pink  Room 

9th 

North  Cameo  Room 

11th 

Poor  Richard  Room 

12th 

Crystal  Room 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Wanted — House  physician  for  201- 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Anesthesiologist  Wanted — Board 
certified  or  eligible  to  join  two  anes- 
thesiologists in  a multispecialty  clinic 
and  320-bed  hospital.  Approved  resi- 
dency program  and  Nurse  Anesthesia 
School.  Opportunities  for  teaching  and 
research.  Liberal  salary  and  excellent 
fringe  benefits.  Write:  Ethem  Y. 

Kuzucu,  M.D.,  Chief,  section  of  anes- 
thesiology, Guthrie  Clinic,  Sayre,  Pa. 
18840. 

Excellent  career  opportunities  for 
physicians  for  immediate  placement. 
Internist,  certification  desirable,  on 
large  active  medical  service.  Two  prac- 
titioners for  placement  on  psychiatric 
and  geriatric  wards.  Hospital  affiliated 
with  Jefferson  Medical  College.  Resi- 
dencies approved  in  psychiatry  and 
neurology.  Training  and  research  pro- 
grams available.  Non-discrimination 
in  employment.  Write:  Director,  VA 
Hospital,  Coatesville,  Pa.  19320. 

Wanted:  Physicians  (General  Prac- 
titioners, Pediatricians,  Psychiatrists 
and  Neurologists)  for  full-time  staff 
appointment  in  a large  residential  treat- 
ment, training,  and  research  center  for 
the  mentally  handicapped.  To  provide 
medical  care  and  treatment  with  op- 
portunities for  academic  research  proj- 
ects in  mental  retardation,  neurology, 
pediatrics,  and  psychiatry.  Institu- 
tion is  located  30  miles  from  Phila- 
delphia where  five  medical  schools 
and  many  colleges  could  be  consulted 
in  research  activities.  Academic  ap- 
pointments are  available.  Salary  range: 
$14,657-$22,678 — depending  on  qual- 
ifications. Contact:  Superintendent, 
Pennhurst  State  School  and  Hospital, 
Spring  City,  Pennsylvania  19475. 

Occupational  Medicine — Opportu- 
nity for  career  in  occupational  medi- 
cine with  large  corporation.  Multiple 
locations.  Salary  plus  fringes.  Im- 
mediate opening  in  southwestern  Penn- 
sylvania. Give  short  resume.  Write 
Department  502,  Pennsylvania  Medi- 
cine. 


Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital,  Titusville,  Pa.  Area  Code 
814-822-2291. 

Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

House  Physician — Full  time,  for  200 
bed  hospital.  Pennsylvania  licensure 
required.  $15,000  per  year.  For  de- 
tails, contact  Norman  W.  Skillman, 
Director,  The  Chester  County  Hospital, 
West  Chester,  Pennsylvania. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Emergency  Department  Physicians 

— Pennsylvania  License  required,  40 
hour  week,  $2,000  monthly  guar- 
anteed, P.E.D.S.A.,  Rochester  Gen- 
eral Hospital,  Rochester,  Pennsylvania. 

Excellent  Opportunity  — Full-time 
general  practitioner  wanted  for  72-bed 
suburban  hospital,  Philadelphia  area. 
Salary  open.  Reply  to  Robert  E. 
Colcher,  M.D.,  Medical  Director, 
Valley  Forge  Medical  Center  and 
Heart  Hospital,  Germantown  Pike, 
Norristown,  Pa.  19434. 

Desire  to  assemble  a 3-member 
Acute  Care  group  to  cover  Emergency 
Service  in  250-bed  hospital  and  out- 
patient department  conducted  on  a 
private  billing  basis  with  a guarantee 
the  first  year  of  $30,000  each  member. 
Pennsylvania  license.  Contact  Admin- 
istrator, Lee  Hospital,  Johnstown, 
Pa.  16901. 

General  Practitioners  (two)  needed 
immediately  in  beautiful  new  Kinzua 
Dam  Recreational  Area.  Community 
of  six  thousand.  Fully  accredited  hos- 
pital. Contact  Administrator,  Com- 
munity Hospital,  Kane,  Pa. 


Anesthesiologist — Board  eligible  or 
certified.  Developing  department  in 
expanding  185-bed  specialty  hospital 
of  University  Health  Center  group. 
Teaching  and  research  opportunities. 
Salary  negotiable.  Call  or  write:  J.  R. 
Quinn,  M.D.,  Eye  and  Ear  Hospital, 
Pittsburgh,  Pa.  15213. 

Internist  and  psychiatrist  or  general 
practitioner  interested  in  psychiatry 

wanted  for  a modern  951 -bed  psy- 
chiatric hospital,  with  progressive  treat- 
ment and  research  programs;  salary  up 
to  $20,585,  depending  upon  qualifica- 
tions; excellent  fringe  benefits;  licen- 
sure in  any  state  and  citizenship  re- 
quired; relocation  expenses  paid;  equal 
opportunity  employer.  Contact  Direc- 
tor, VA  Hospital,  Leech  Farm  Road, 
Pittsburgh,  Pa.  15206. 

PRACTICES  AVAILABLE 

Fine  Opportunity — General  practice 
in  mid-eastern  Pennsylvania.  Separate 
but  cooperative  practice  with  two  other 
generalists  assures  family,  vacation, 
study  time.  Beautiful  offices.  Attrac- 
tive location  with  excellent  hospital 
connections.  Phone  (717)  385-1522 
or  (717)  385-3826. 

Fine  Opportunity — General  practice 

of  Francis  R.  Adams,  M.D.,  deceased, 
located  at  Watsontown,  Pa.  Nurse  on 
duty  and  all  records  available  to  con- 
tinue practice.  Established  practice 
over  forty  years  ago.  Office  equipment 
included.  Contact  The  First  Nation- 
al Bank  of  Williamsport.  Pa.  Phone 
326-3337. 

FOR  SALE 

Recently  deceased  physician's  equip- 
ment for  sale:  Complete  furnishings, 
large  waiting  room,  two  examining 
rooms.  Practice  still  active.  Available 
immediately.  Call  Johnstown,  Pa.,  536- 
4231  or  536-4131. 

Moving:  Will  sell  complete  set  of 
Leopold  executive  office  furniture  half 

price.  Used  very  little.  Desk,  swivel 
chair,  three  side  chairs.  Mahogany, 
leather  and  foam.  Call  Harrisburg 
236-7887. 

Physician’s  suite,  furnished.  Es- 
tablished location  opposite  hospital  on 
street  level.  Area  population  16,000. 
Exclusive  residential  district.  Contact 
Mrs.  H.  C.  Peterson,  204  West  Main 
Street,  Ligonier,  Pa.  Phone  238-9749. 
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In  My  Opinion  . . . 

Automation 
in  Medicine 

Since  medical  diagnosis  is  essentially  the  computation  of  statistical 
probabilities,  medicine  should  lend  itself  well  to  computer  auto- 
mation and  the  projected  ultimate  in  medicine  consists  of  feeding 
into  a machine  all  significant  patient  data  and  receiving  back  an  im- 
mediate clinical  diagnosis,  or  at  least  a limited  differential  diagnosis. 
But  the  present  feeling  is  that  the  innumerable  imponderables  of 
human  disease  are  not  adaptable  to  data  processing.  It  is  questionable 
whether  history,  signs  and  symptoms  can  be  explained  in  terms  of 
numbers  or  of  probability,  a prerequisite  for  mathematical  manipulation. 

In  certain  limited  fields  of  medicine,  however,  automation  is  already 
proving  of  worth.  In  the  diagnosis  of  congenital  heart  disease,  data 
on  each  type  of  heart  disease,  including  physical  findings,  EKGs,  cardiac 
configuration  and  gas  analysis  from  cardiac  catheterization  are  fed 
into  a computer  and  the  introduction  of  data  on  a specific  patient 
produces  a correct  diagnosis  in  an  extremely  high  percentage  of  cases. 

The  application  of  computers  to  storage  of  patient  medical  records 
offers  unlimited  potential.  If  all  medical  information  on  all  patients 
could  be  stored  in  a central  computer  and  instantly  made  available, 
the  benefit  would  be  incalculable.  The  University  of  Missouri  Medical 
Center  has  in  service  a computer  which  evaluates  laboratory  tests, 
stores  electronically  all  information  contained  in  the  tests,  and  makes 
such  information  instantly  available  for  statistical,  diagnostic  and  re- 
search purposes. 

Most  hospital  laboratories  already  have  automated  equipment  for 
blood  chemistries  and  hematology.  The  newest  machine,  manufactured 
by  the  pioneer  in  the  field  (The  Technicon  Instruments  Corporation), 
can  perform  twelve  tests  simultaneously  on  2.5  ccs.  of  serum  and  can 
complete  thirty  samples  per  hour.  The  tests  include  determinations  of 
sodium,  potassium,  chloride,  carbon  dioxide,  total  protein,  albumin, 
calcium,  alkaline  phosphatase,  total  bilirubin,  blood  urea  nitrogen, 
glucose  and  transaminase.  The  process  is  completely  automatic, 
relatively  inexpensive  and  errorless.  Moreover,  routine  chemical  sur- 
veys of  patients  have  uncovered  significant  numbers  of  undiagnosed 
or  latent  abnormalities,  an  important  adjunct  in  preventive  medicine. 

In  anesthesiology,  automation  probably  offers  the  best  promise. 
Automatic  blood  pressure  readings,  pulse  and  respiratory  rates  and 
electrocardiograms  are  already  utilized  for  computerized  evaluation 
of  the  anesthetized  patient.  But,  in  addition,  there  is  the  distinct  prob- 
ability that  soon  there  will  be  constant  chemical  monitoring  in  the 
operating  room  of  blood  volume,  Ph  and  both  oxygen  and  carbon 
dioxide  levels.  These  values  could  be  automatically  fed  into  a 
computer  which,  in  turn,  could  read  out  anesthetic  requirements. 

There  is  the  complaint  that  any  automated  system  promotes  a stereo- 
typed instead  of  a thoughtful  approach  to  clinical  problems,  dulling 
the  physician's  acumen.  But  this  objection  is  hardly  valid.  Automation 
in  medicine  is  a present-day  reality  and  the  potential  is  enormous. 
There  are,  however,  obvious  limitations.  The  machine  cannot  think 
and,  in  the  area  of  decision  making,  it  cannot  encroach  upon  the 
duties  and  responsibilities  of  the  physician.  On  the  positive  side,  the 
computer  will  offer  instant  unlimited  accurate  information  and  advice, 
acting  as  a superior  and  wise  consultant  to  the  physician. 

The  most  complete  recent  information  on  automation  in  medicine 
contained  in  Ferment  in  Medicine  by  Richard  M.  Magraw,  M.D. 
(Si  nders,  1966).  The  chapter  in  the  book  on  automation  and  the 
material  in  the  complete  bibliography  are  recommended  reading. 

H.  J.  Levin,  M.D.,  Donora 

Excerpted  from  The  Washington  County  Medical  Bulletin 


Many  of  the  trees,  shrubs  and  as- 
sorted plantings  surrounding  the  new 
PMS  headquarters  building  in  Le- 
moyne  apparently  lost  their  battle  with 
the  drying  winter  winds.  In  late  spring, 
trucks  were  sighted  on  several  occa- 
sions hauling  in  nursery  sibling  replace- 
ments. The  property  remains  the  same 
to  the  casual  passers-by.  The  green 
spruce  may  appear  just  a bit  larger 
than  the  brown  one  it  replaced  and 
several  fresh  yews  are  slightly  fatter 
than  their  hardy  companions.  Overall, 
however,  there  has  been  no  change  in 
our  outside  landscape. 

The  spring  sun  managed  to  trigger 
changes  within  the  building  as  well. 
Again,  the  casual  passer-by  will  be 
unable  to  notice  any  differences  but 
the  PMS  staff  has.  Two  of  our  asso- 
ciates, John  Price  and  Paul  Cullather, 
have  chosen  to  leave  the  Society.  Al- 
ready we  miss  them  with  a vengeance 
because  of  the  work  load  they  left 
behind  for  us  to  handle  until  their 
replacements  are  found.  We  miss  the 
luncheon  debates  and  the  too  infre- 
quent after-hours  camaraderie.  We 
miss  John's  pungent  wit  and  Paul's 
mastery  of  the  pun.  Most  of  all  we  miss 
their  friendship.  Although  we're  happy 
for  the  future  they  have  chosen,  we're 
saddened  by  the  changed  future  they 
have  left  us.  The  inner  landscape  of 
the  PMS  building  will  remain  some- 
how changed. 

* * * 

Recent  mail  brought  the  monthly 
Mortality  and  Morbidity  Bulletin  from 
D.C.  Number  one  rabies  carrier  to 
date  this  year  is  the  cow.  No  joke! 
Looking  over  the  statistics  reminded 
me  of  the  two  most  recent  additions 
to  my  menagerie,  Herman  and  Henri- 
etta. Their  mother,  born  and  raised  on 
the  farm,  is  a half-wild  tiger  cat: 
father,  unknown.  In  spite  of  ques- 
tionable parentage  both  kittens  are  due 
for  temporary  shots,  later  to  be  fol- 
lowed by  permanent  rabies  protection. 
My  English  setters  also  are  due  for 
another  visit  with  the  veterinarian  for 
boosters.  The  Siamese  cat  too. 

Rabies  is  no  numerically  great  haz- 
ard to  human  life  but  the  disease  com- 
mands my  respect.  And  I owe  the 
protection  to  the  animals  who  have  no 
way  of  protecting  themselves. 

— F.  G.  M. 
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CANCER  FORUM  PAGE 


niiiieir  hr  all  seasms 

There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 


PHILADELPHIA  DIVISION  PENNSYLVANIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
Isive  disorders  or  glaucoma, 
ig:  Not  of  value  in  the  treatment  of  psychotic 
and  should  not  be  employed  in  lieu  of  appro- 
itment. 

Limit  dosage  to  Smallest  effective  amount 
jents  (not  more  than  1 mg,  one  or  two 
reclude  ataxia  or  oversedation.  Advise 
oSsibly  hazardous  procedures  until 
ce  dosage  is  established;  driving 
t recommended.  In  general,  concur- 
her  psychotropic  agents  is  not  recom- 
' :ients  of  possible  combined  effects 
e use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


pa 

corre'i 
during' 
rent  use 
mended.  W; 
with  alcohol. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG.  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 
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AGING,  ARTERIOSCLEROSIS  AND  ANTICOAGULANTS 

A consideration  of  the  relations  between  aging  of  organs  and 
organisms  and  their  supply  of  nutrition. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke.  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  ol  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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August  Board  Meeting  Highlights 


The  following  are  significant  actions 
taken  by  the  Board  of  Trustees  and 
Councilors  of  the  Pennsylvania  Medi- 
cal Society  at  its  meeting  held  August 
9,  1967: 

• Appropriated  $475  to  the  Com- 
mittee on  Medicine  and  Religion  to 
develop  a program  for  physicians  and 
clergymen  on  emotional  problems. 

• Approved  a recommendation  of  the 
Finance  Committee  that  all  of  the  one 
percent  rebate  on  the  collection  of 
AMA  dues  be  retained  by  the  State 
Society  rather  than  distributing  any 
portion  to  the  county  medical  societies. 

• Authorized  a special  committte  to 
make  a study  of  the  Medical  Defense 
Fund  for  the  purpose  of  determining 
if  the  program  should  be  continued. 

• Allocated  $1,600  to  the  Committee 
on  Relationship  with  Allied  Profes- 
sions to  hold  a fall  seminar  for  nurses. 

• Approved  a report  of  the  Ad  Hoc 
Committee  on  Laboratories  which  rec- 
ommended changes  in  Acts  389  and 
400  governing  the  licensing  of  labora- 
tories. 

• Approved  a report  of  the  Corn- 

State  Department 
of  Human  Services 
Supported  by  PMS 

The  following  amended  policy  state- 
ment was  approved  by  the  PMS  Board 
of  Directors  at  its  August  meeting: 
“The  Pennsylvania  Medical  Society 
supports  S-944  in  principle,  the  mea- 
sure to  create  a Deparment  on  Human 
Services  by  merging  the  Deparment  of 
Health  and  the  Department  of  Public 
Welfare,  but  suggests  to  the  Admin- 
istration and  the  General  Assembly 
that  qualifications  for  the  Secretary 
be  written  into  the  enabling  legisla- 
tion either  at  this  time  or  at  a sub- 
sequent date.  It  is  suggested  that 


mittee  on  Convention  Program  rec- 
ommending the  separation  of  the  an- 
nual Scientific  Session  and  the  Annual 
Session  of  the  House  of  Delegates  and 
agreed  to  submit  a supplemental  re- 
port on  the  subject  to  the  1967  House 
of  Delegates. 

• Directed  that  the  Council  on  Gov- 
ernmental Relations  work  in  coopera- 
tion with  the  Secretary  of  Public  Wel- 
fare to  attempt  to  have  Title  XIX  im- 
plemented in  a manner  that  will  con- 
form as  closely  as  possible  to  that  de- 
tailed in  the  Society’s  Position  Paper. 

• Endorsed  the  introduction  of  legis- 
lation that  would  define  the  giving  of 
blood  transfusions  or  fractions  of 
blood  as  a service  rather  than  as  a sale 
of  a commercial  product  to  a patient. 

• Approved  changing  the  name  of 
the  Commission  on  Sports  Injuries  to 
the  Commission  on  School  Health  and 
Sports  Injuries. 

• Agreed  to  urge  that  the  Library  of 
the  Hershey  Medical  Center  be  desig- 
nated as  a Regional  Medical  Library 
under  the  provisions  of  the  Medical 
Library  Assistance  Act  of  1965. 


the  department  head  be  a Doctor  of 
Medicine  licensed  to  practice  in  the 
Commonwealth.  It  is  further  sug- 
gested that  qualifications  for  Depart- 
ment Deputies  be  similarly  designed 
according  to  their  duties.  In  addition, 
the  legislation,  or  subsequent  amend- 
ments to  it  should  make  provision  to 
house  the  hospital  program  in  the 
health  area  of  the  merged  structure, 
and  that  provisions  should  be  made 
to  bring  the  Bureau  of  Vocational  Re- 
habilitation from  the  Department  of 
Labor  and  Industry  to  the  health  area. 
We  strongly  urge  the  new  administra- 
tion to  separate  the  office  of  mental 
health  from  the  Welfare  area  of  the 
merger  and  to  place  it  under  the 
Health  division.” 


HIGHLIGHTS 


Judicial  Council 
Nominations 

Two  appointments  to  the  Judicial 
Council  will  be  made  by  the  House  of 
Delegates  at  the  Annual  Session  in 
Philadelphia.  As  required  by  the  Con- 
stitution, three  candidates  have  been 
nominated  for  each  opening. 

To  complete  the  term  of  the  late 
Theodore  R.  Fetter,  M.D.,  whose  term 
was  due  to  expire  in  1969,  the  Board 
nominated: 

Clarence  J.  McCullough,  M.D., 

Washington  (currently  serving  an 

interim  appointment) 

William  F.  Brennan,  M.D.,  Pitts- 
burgh 

William  C.  Masonheimer,  M.D., 

Allentown 

For  a full  term,  to  succeed  George 
S.  Klump,  M.D.,  who  is  ineligible  for 
re-election,  the  Board  nominated: 

John  H.  Lapsley,  M.D.,  Indiana 

Charles  A.  Bikle,  M.D.,  Chambers- 
burg 

William  M.  Cashman,  M.D.,  Warren 


Health  Insurance 
to  Undergo 
Scrutiny  by  State 

Various  areas  of  the  health  insur- 
ance industry  soon  may  be  studied,  as 
noted  by  these  separate  resolutions  in- 
troduced by  the  State  House  of  Rep- 
resentatives in  mid-August: 

Resolution  H-130  resolves  that  “The 
Joint  State  Government  Commission 
be  directed  to  investigate  and  study 
Blue  Cross  and  Blue  Shield  rates  with 
a view  to  determining  their  reasonable- 
ness and  the  need  for  further  regula- 
tion.” 

Resolution  H-132  resolves  “That  the 
Insurance  Committee  of  the  House  of 
Representatives  is  directed  to  review 
existing  laws  concerning  the  purchase 
by  the  Commonwealth  of  medical  and 


Occupational  Health  Award  Recipients  Recommended 


hospital  insurance  on  behalf  of  State 
employees  through  competitive  bid- 
ding.” 

Resolution  H-133  resolves  “That  the 
Insurance  Committee  of  the  House  of 
Representatives  be  directed  to  review 
existing  laws  and  regulations  regard- 
ing the  payment  of  medical  care  ex- 
penses to  determine  the  feasibility  of 
the  purchase  by  the  Commonwealth 
of  medical  and  hospital  insurance  for 
persons  receiving  public  assistance  on 
a group  basis  through  competitive 
bidding.” 


The  Occupational  Health  Award, 
given  annually  since  1962,  recognizes 
outstanding  achievement  by  Pennsyl- 
vania firms  in  occupational  medicine 
and  serves  to  provide  incentive  for 
continuing  efforts  toward  effective  in- 
dustrial medical  programs.  State  firms 
recommended  for  1967  awards  are: 

Merck,  Sharp  and  Dohme,  Di- 
vision of  Merck  and  Company,  Inc. 
— Company  with  more  than  500 


employees  and  nominated  by  Mont- 
gomery County  Medical  Society. 

Equitable  Gas  Company  of 
Waynesburg — Company  with  less 
than  500  employees  and  nominated 
by  Greene  County  Medical  Society. 

Westinghouse  Electric  Corpora- 
tion— Company-wide  Occupational 
Health  Program.  Westinghouse  was 
nominated  by  Delaware  and  Mercer 
County  Medical  Societies. 


"Title  XIX  and  "Merger  Bill"  Introduced 


Hanging  in  the  balance  of  the  reve- 
nue-raising stalemate  involving  the 
Governor’s  proposed  budget  is  the 
fate  of  Pennsylvania’s  Title  XIX 
(Pennsycare)  implementation.  Rep- 
resentative Eugene  Fulmer,  Chairman 
of  the  Committee  on  Public  Health 
and  Welfare  of  the  House,  introduced 
H-1474,  the  Administration-supported 
measure  to  further  implement  Pennsy- 
care. The  bill  contains  no  surprises, 
and  might  be  referred  to  as  a “close 
to  the  vest”  bill,  since  the  amount  of 
money  to  be  appropriated  by  the  Leg- 
islature can  determine  the  scope  of 
the  program.  There  will  be  no  changes 
in  the  eligibility  requirements.  The 
only  changes  will  be  the  proposed  pay- 
ment of  “reasonable  costs  for  inpatient 
hospital  care  as  specified  by  regula- 
tions of  the  Department,”  and  “phy- 
sicians’ services  consisting  of  profes- 
sional care  by  a physician  in  his  office, 
the  patient’s  home,  a hospital,  a nurs- 
ing home  or  elsewhere,”  and  “other 
laboratory  and  x-ray  services  pre- 
scribed by  a physician  and  furnished 
by  a facility  other  than  a hospital” 
and  “remedial  eye  care  consisting  of 
medical  or  surgical  care  and  aids  and 


services  which  are  not  otherwise  avail- 
able.” All  of  these  will  be  reimbursed 
at  “rates  established  by  the  Depart- 
ment.” It  should  be  remembered  that 
this  legislation  was  drafted  by  the 
preceding  Secretary  of  Welfare, 
Thomas  W.  Georges,  Jr.,  M.D.,  who 
is,  to  the  extent  that  the  Legislature 
provides  the  money,  interested  in  a 
more  comprehensive  program  which 
would  more  closely  parallel  Title 
XVIII. 

The  Senate  received  S-944,  which 
is  an  amendment  to  the  Administra- 
tive Code  merging  the  Departments 
of  Health  and  Public  Welfare,  and 
extend  their  individual  powers  and 
duties  into  a single  “Department  of 
Human  Services.”  In  addition,  this 
measure  would  transfer  from  the  cur- 
rent Department  of  Health  the  power 
and  duty  of  enforcing  the  narcotic 
drug  law  to  the  state  police.  There 
are  no  specific  provisions  concerning 
certain  offices,  such  as  Mental  Health, 
since  the  Administration  would  pre- 
fer to  give  the  Secretary  an  opportun- 
ity to  review  the  merger  and  to  make 
further  recommendations  to  the  Legis- 
lature as  he  sees  the  need. 


Chiropractic  and 
Other  Legislation 

• H-1423  was  introduced;  a bill 
which  would  amend  the  Public  Wel- 
fare Code  to  define  “assistance”  as 
“assistance  in  money,  services,  goods, 
shelter,  burial  or  medical,  chiropractic 
or  other  health  care.”  Obviously  this 
is  part  of  the  organized  program  of 
chiropractic  to  inject  themselves  into 
medicare,  Pennsycare  and  other  as- 
sistance programs.  This  measure  was 
referred  to  the  Committee  on  Public 
Health  and  Welfare  of  the  House. 

• The  Senate  had  presented  to  it 
S-1034,  an  amendment  to  the  “Public 
School  Code”  requiring  that  children 
be  immunized  against  measles  before 
being  admitted  to  schools. 

• The  House  recommitted  H-807, 
the  amendment  to  the  “Good  Samari- 
tan Law,”  which  would  extend  the 
provisions  of  the  Act  to  include  mov- 
ing the  person  receiving  emergency 
care  to  a hospital  or  other  place  of 
medical  care.  The  amendment  was 
recommitted  to  the  Committee  on 
Judiciary  for  further  legal  study. 


NEXT  MONTH 

MECHANICAL  RESPIRATORS  IN  THE  TREATMENT 
OF  THORACIC  INJURIES 

A discussion,  with  emphasis  on  community  hospital  practice,  of  an  important  tool  in 
treating  the  thoracic  injury  patient. 


INFORMED  CONSENT:  A NEW  DEFINITION 

A new  and  radically  different  concept  defined  by  the  State  Supreme  Court  has  ominous 
overtones  for  the  medical  community. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1’23’4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


( Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 

(QUINIOINE  GLUCONATE  5 gr.) 
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ANTICOAGULANTS  Arthur  C.  Walsh,  M.D. 

Many  of  the  pathological  changes  associated  with  old  age  may  be  postponed  if  intravascular 
thrombosis  is  prevented.  Page  51. 
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CHLORPROPAMIDE  THERAPY  Brian  E.  Henderson,  M.D.  and  Richard  A.  Field,  M.D. 
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extended  periods.  Page  61. 
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The  type  of  tumor  regulates  the  balance  between  synthesis  and  catabolism,  which  maintains 
immunoglobulin  levels.  Page  99. 
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In  peptic  ulcer... 

antacid 
therapy 

a 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
cc;  currently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  if  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoiding 
those  responsive  to  routine  measures  as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a complete  physical  and  laboratory 
examination,  including  a blood  count.  The  patient  should  not  exceed 
recommended  dosage,  should  be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  counts. 
Discontinue  the  drug  immediately  and  institute  countermeasures  if  the 
white  count  changes  significantly,  granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and  drug 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withholding 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  patients  : 
and  in  those  with  hypertension  the  drug  should  be  discontinued  with  • 
the  appearance  of  edema.  The  drug  has  been  associated  with  peptic  ul-  • 


For  280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
agonizing  pain  of  shoulder  bursitis. 

It’s  not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
Precautions  shown  below. 

And  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

Rarely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

Play-for-pay  or  workaday  patients  — when  they  come  up  with  shoulder  bursitis  and  your 
clinical  judgment  indicates  Butazolidin  alka— go  with  it. 

And  watch  the  comeback. 


cer  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately  before  or  after  meals  or  with 
milk  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
with  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
other  systemic  reactions  usually  requires  withholding  medication. 
Purpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
action similar  to  serum  sickness  may  occur  and  require  permanent 
withdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
vomiting;  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
been. reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painlul  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  lull  prescribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York 
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THIS  MONTH 


« I Q 


Dear  Fellow  Physician: 

These  are  significant  times  for  all  American  citizens  and  for  American 
Medicine.  This  is  a cordial  and  earnest  invitation  for  you  to  join  us  in  a 
re-evaluation  of  our  resources,  abilities  and  opportunities  and  then  with 
courage  and  enthusiasm  proceed  to  utilize  and  develop  them. 

This  will  involve  us  and  you  individually  as  participating  citizens  and 
faithful  physicians,  and  collectively  as  more  diligent  and  effective  workers 
in  our  county  medical  societies,  state  associations,  specialty  groups  and  the 
American  Medical  Association.  To  this  joint  effort  we  invite  your  enthusiastic 
and  wholehearted  cooperation. 

The  greatest  need  is  probably  for  more  efficient,  fruitful  communication. 

We  urge  you  to  take  a few  minutes  each  month  to  read  the  President's  Page  in 
your  county  medical  bulletin,  state  medical  journal,  and  first  issue  each  month 
of  JAMA.  We  promise  you  a brief,  worthwhile  message  every  month,  emphasizing 
and  referring  you  to  things  that  will  interest  you.  An  efficient  review  of  each 
copy  of  The  AMA  News  will  keep  you  posted  on  general  developments. 

You  will  enjoy  and  profit  from  your  membership  in  medical  groups  in  direct 
proportion  to  your  investment  of  time  in  them.  We  will  anticipate  seeing  you 
regularly  at  our  medical  meetings. 

The  public  relations  of  Medicine  depends  on  how  you  and  your  office  aides 
serve  your  patients,  and  how  you  perform  as  a citizen. 

We  will  welcome  your  suggestions  at  all  times,  and  we  thank  you  sincerely 


for  your  cooperation. 


Cordially, 


Milford  0.  Rouse,  M.  D.,  President 
American  Medical  Association 


What’s 
all  the  fuss 
about 

bactericidal? 


The  ultimate  aim  in  antibiotic  therapy 
is  to  contain  the  bacterial  colony  and  elimi- 
nate infection.  Both  'cidal’  agents  and  bac- 
teriostatic DECLOMYCIN  achieve  this  goal. 
DECLOMYCIN  inhibits  susceptible  pathogens 
by  stopping  their  growth;  cidal  agents  affect  the 
pathogens  only  while  they  are  growing. 

Though  the  two  mechanisms  differ,  the  end 
result  is  the  same— containment  of  the  infecting 
organism.  However,  a very  important  attribute 
of  any  antibiotic  is  its  potency  against  a broad 
range  of  pathogens.  DECLOMYCIN  not  only 
offers  broad -spectrum  potency,  but  high  serum 
and  tissue  levels  with  persistent  activity  against 
tetracycline-sensitive  organisms.  Therapeutic 
benefits  continue  for  1-2  days  after  dosage  stops 
to  help  prevent  relapsing  infection. 

These  are  the  reasons  why  so  many  doctors 
make  DECLOMYCIN  their  basic  broad- 
spectrum  antibiotic.  At  last  count,  one  billion 
doses  had  been  administered  since  its  introduc- 
tion, and  the  number  keeps  rapidly  growing. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

True 

broad  spectrum 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  than  other  tetracyclines  when 
the  offending  organisms  are  tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 
A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

BECLOMYCIIN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


457-7-495: 


Washington 

Report 


Social  Security  Amendments  of  1967  Reported 


A report  to  the  House  on  the  Social 
Security  Amendments  of  1967  was 
made  by  Wilbur  Mills,  Ways  and 
Means  Committee  Chairman.  Sections 
of  the  report  concerning  Medicine 
are: 

Hospital  out-patient  diagnostic  ser- 
vices would  be  covered  under  the  sup- 
plementary medical  insurance  program 
rather  than  under  the  hospital  insur- 
ance program  as  under  present  law. 
The  effect  of  the  change  is  that  all 
hospital  out-patient  benefits  would  be 
covered  under  the  supplementary  med- 
ical insurance  program  and  thus  sub- 
ject to  the  deductible  and  co-insurance 
features.  This  change  would  be  effec- 
tive for  services  performed  after  1967. 

The  payment  of  full  “reasonable 
charges”  for  radiological  or  patholog- 
ical services  furnished  by  physicians 
to  hospital  in-patients  would  be  au- 
thorized. Under  existing  law,  a 20 
percent  co-insurance  is  applicable. 
This  change  would  be  effective  for  ser- 
vices performed  after  1967. 

In  addition  to  the  two  methods  of 

IRS  Ad  Tax  Opposed 

The  American  Medical  Association 
and  the  Missouri  State  Medical  As- 
sociation argued  against  an  Internal 
Revenue  Service  proposal  to  tax  the 
advertising  revenues  of  publications 
of  nonprofit  associations. 

Representatives  of  other  affected 
nonmedical  organizations  also  op- 
posed the  proposed  tax  at  an  IRS 
hearing. 

Bernard  D.  Hirsh,  director  of  the 
AMA’s  Law  Division,  pointed  out 
that  the  pertinent  law  on  unrelated  in- 
come had  been  on  the  books  for 
seventeen  years  without  any  such  tax 
being  proposed  by  the  government. 

“The  proposed  regulations  go  be- 
yond the  law,  first  in  arbitrarily  clas- 
sifying all  advertising  contained  in 
trade  and  professional  journals  as  un- 
related, and  secondly,  in  treating  in- 
come derived  from  this  source  as  if 
it  were  income  from  a business  capa- 
ble of  separate  existence,”  Hirsh  said. 

Dr.  Hector  W.  Benoit,  Jr.,  MSMA 
President,  noted  that  one  of  the  stated 
purposes  of  the  proposal  was  to  eli- 
minate alleged  unfair  competition  in 
advertising  between  nonprofit  associa- 
tion journals  and  profit  magazines. 


paying  for  physicians’  services  pro- 
vided under  existing  law  (“receipted 
bill”  and  “assignment”),  the  follow- 
ing method  would  be  provided:  A 

physician  would  be  authorized  to  sub- 
mit his  itemized  bill  to  the  insurance 
carrier  for  payment.  Payment  would 
be  made  to  him  if  the  bill  was  no 
more  than  the  “reasonable  charge” 
for  the  services  as  determined  by  the 
carrier.  If  the  charge  was  higher  than 
the  “reasonable  charge,”  the  payment 
would  go  to  the  patient.  If  the  physi- 
cian does  not  wish  to  receive  the  pay- 
ment himself,  he  may  direct  that  pay- 
ment be  made  to  the  patient.  If  the 
physician  is  unwilling  to  submit  the 
bill,  the  patient  may  submit  the  item- 
ized bill  and  be  paid  80  percent  of  the 
reasonable  charge.  The  amendment 
would  be  effective  with  respect  to 
payments  for  services  furnished  in  or 
after  January,  1968. 

The  number  of  days  of  hospitaliza- 
tion which  could  be  covered  in  a 
spell  of  illness  would  be  increased 
from  ninety  to  one  hundred  twenty 


days.  However,  the  patient  would 
have  to  pay  a co-insurance  amount 
equal  to  one-half  the  daily  cost  ($20 
at  the  present  time)  for  those  addi- 
tional days. 

The  requirement  in  the  present  law 
that  a physician  certify  that  an  in- 
patient in  a hospital  requires  hos- 
pitalization at  the  time  the  individ- 
ual enters  the  hospital  would  be  elimi- 
nated. 

The  Department  of  Health,  Educa- 
tion and  Welfare  would  be  given  au- 
thority to  experiment  with  alternative 
methods  of  reimbursing  hospitals 
which  would  provide  incentives  to 
keep  costs  down  while  maintaining 
quality  of  care. 

On  the  matter  of  “other  coverage” 
(chiropractic,  etc.):  the  Secretary  of 
Health,  Education,  and  Welfare  will 
conduct  a study  of  the  feasibility  and 
desireability  of  including  allied  medi- 
cal services  under  the  supplementary 
insurance  program.  The  Secretary  is 
to  report  to  the  Congress  by  Decem- 
ber, 1968. 


Hearing  Held  on  Blood  Bank  Anti  trust  Exemption 


The  American  Medical  Associa- 
tion and  the  Kansas  City  (Missouri) 
Community  Blood  Bank  asked  Con- 
gress to  exempt  community  blood 
banks  from  the  anti-trust  laws. 

Representatives  of  the  groups  tes- 
tified at  a senate  judiciary  subcom- 
mittee hearing  in  support  of  S-1945 
which  would  amend  the  anti-trust  laws 
to  provide  that  an  nonprofit  blood  or 
tissue  bank,  or  hospital,  or  physician 
who  refuses  or  who  joins  together 
with  others  in  refusing  to  obtain  or 
to  accept  delivery  of  blood,  blood 
plasma,  other  tissue  or  organs  from 
any  other  blood  or  tissue  bank  would 
not  be  in  restraint  of  trade.  The 
interstate  shipment  of  blood,  blood 
plasma,  other  tissue  or  organs  also 
would  not  be  deemed  to  constitute 
trade  or  commerce  in  commodities. 

The  legislation  was  introduced  after 
the  Federal  Trade  Commission  ruled 
that  a group  of  Kansas  City  patholo- 
gists, hospitals  and  blood  bank  officials 
had  combined  illegally  to  restrain  com- 
merce in  human  whole  blood.  An 
appeal  against  the  ruling  is  pending 
in  the  Federal  Eighth  Circuit  Court 
of  Appeals  in  St.  Louis,  Missouri. 


Robert  S.  Mosser,  M.D.,  President 
of  the  Kansas  City  Blood  Bank,  said  it 
was  inconceivable  that  groups  of  phy- 
sicians may  not  have  the  right  to  dis- 
cuss shortcomings  of  medical  prac- 
tice, including  the  use  of  blood  and 
its  derivatives. 

Frank  C.  Coleman,  M.D.,  Tampa, 
Florida  pathologist,  presented  the 
views  of  the  AM  A: 

“Because  serious  health  hazards  may 
arise  through  transfusion  by  virtue  of 
the  medical  condition  of  the  donor, 
the  care  necessary  in  the  selection  of 
blood  donors  by  blood  banking  facil- 
ities cannot  be  over-emphasized.  Seri- 
ous consequences  may  arise  unless  the 
blood  is  properly  drawn,  processed, 
stored,  and  distributed.  And  it  is  im- 
perative that  these  procedures  be  per- 
formed under  high  standards,  under 
the  guidance  and  control  of  proper 
medical  supervision.” 

Dr.  Coleman  pointed  out  that  the 
AMA  in  1963  adopted  a statement 
“to  the  effect  that  the  transfusion  of 
blood  constitutes  the  transplant  of  hu- 
man tissue,  and  that  physicians  re- 
sponsible for  transfusions  render  a 
medical  service  to  the  patient.” 
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John  H.  Harris,  Sr.,  M.D 

Pennsylvania  Medical  Society 
President-Elect 


John  H.  Harris,  Sr.,  M.D.  will  be 
installed  as  the  one  hundred  eighteenth 
President  of  the  Pennsylvania  Medical 
Society  on  Friday,  September  29, 
1967.  He  will  succeed  J.  Everett  Mc- 
Clenahan,  M.D.,  of  McKeesport. 

Dr.  Harris,  of  Harrisburg,  son  of 
a medical  doctor  and  father  of  two 
physicians,  was  born  in  Newton,  Kan- 
sas on  January  5,  1896  and  was  reared 
in  Kiowa,  Kansas.  He  is  the  son  of 
William  H.  Harris,  M.D.,  a country 
doctor  who  was  graduated  from  Amer- 
ican Medical  College,  St.  Louis  in 
1881  and  set  up  his  practice  in  Kansas 
in  1884.  The  mother  of  Dr.  Harris 
was  the  daughter  of  a circuit  rider  of 
the  Methodist  Church  in  Illinois.  She 
went  to  Kansas  in  1885  to  teach 
school. 

Dr.  Harris  attended  Southwestern 
College,  Winfield,  Kansas  from  1914 
to  1917,  when  his  schooling  was  in- 
terrupted by  World  War  I.  The  seed 
of  a medical  career  had  been  planted 
in  the  youth  and  he  entered  the  U.S. 
Army  Medical  Corps.  He  served  hon- 
orably in  France,  assigned  to  the  35th 
Railway  Engineers,  and  was  discharged 
with  the  rank  of  sergeant  in  1919. 
He  received  a Bachelor  of  Arts  de- 
gree from  Southwestern  in  1920,  hav- 
ing completed  his  academic  require- 
ments while  enrolled  at  Washington 
University  Medical  School,  from 
which  he  was  graduated  in  1923. 

Following  his  internship  at  Univer- 
sity Hospital,  Oklahoma  City,  Dr. 
Harris  married  La  Rue  Hamilton  at 
Little  River,  Kansas.  Taking  a page 
from  the  pioneering  spirit  of  his  father, 
the  young  doctor  went  west  in  1924 
and  accepted  a position  with  the  Ana- 
conda Copper  Mining  Company  in 
Great  Falls.  Montana.  He  entered 


general  practice  in  the  Montana  com- 
munity a year  later. 

Interest  in  radiology  prompted  Dr. 
Harris  to  give  up  his  western  home 
to  enter  the  Graduate  School  of  Medi- 
cine at  the  University  of  Pennsylvania 
in  1932.  Two  years  later  he  located 
in  Harrisburg  and  opened  an  office 
for  the  practice  of  radiology.  The 
city  that  bore  the  Harris  name  had 
an  appeal  so  great  for  the  Harris 
family  that  it  became  their  permanent 
home.  In  the  same  year  that  he  began 
his  radiology  practice  in  Harrisburg, 
Dr.  Harris  was  appointed  radiologist 
at  Carlisle  Hospital,  an  assignment  he 
retains  in  emeritus  status  today. 

Continued  study  enabled  Dr.  Harris 
to  receive  his  Masters  Degree  in 
Science  (medicine)  from  the  Grad- 
uate School  of  the  University  of  Penn- 
sylvania in  1937. 

Not  content  to  limit  his  service 
to  the  practice  of  medicine,  Dr.  Harris 
became  active  in  many  medical  as- 
sociations. His  diligence  led  to  many 
offices  of  leadership.  He  was  secretary 
of  the  Harrisburg  Academy  of  Medi- 
cine, 1942-44;  served  as  president  of 
the  Dauphin  County  Medical  Society, 
1948;  president  of  the  Pennsylvania 
Division,  American  Cancer  Society, 
1948-50;  and  president  of  the  Penn- 
sylvania Radiological  Society,  1958- 
59.  He  was  chairman  of  the  Council 
on  Governmental  Relations  of  the 
Pennsylvania  Medical  Society  from 
1957  to  1966. 

In  1959,  after  fifteen  years  of  ac- 
tive service  as  a Board  member  of  the 
Pennsylvania  Division  of  the  Ameri- 
can Cancer  Society,  Dr.  Harris  was 
named  an  honorary  director  and  given 
the  Division’s  highest  award,  the 
“Sword  of  Hope.”  He  also  served  on 


the  National  Board  of  the  American 
Cancer  Society,  was  a Councilor  of 
the  American  College  of  Radiology 
and  holds  membership  in  the  Ameri- 
can Roentgen  Ray  Society  and  the 
Radiological  Society  of  North  Amer- 
ica. He  served  on  the  Board  of  Di- 
rectors of  Capital  Blue  Cross  and  has 
been  secretary  since  1951.  He  has 
been  a member  of  Pennsylvania  Blue 
Shield  Corporation  since  1953  and 
was  a member  of  the  Harrisburg 
Board  of  Health  for  eight  years. 

Dr.  Harris  is  the  author  or  co- 
author of  many  published  articles. 
They  range  from  an  article  on  “Pri- 
mary Jejunal  Ulcer”  which  appeared 
in  Radiology  in  1936  to  one  titled, 
“English  Medicine  as  I Saw  It”  which 
was  published  in  the  Pennsylvania 
Medical  Journal  in  1960.  The  latter 
was  prompted  by  his  observations  dur- 
ing a one-month  visit  to  England 
when  his  son  was  attending  London 
University. 

A Rotarian  for  twenty-one  years, 
Dr.  Harris  is  a member  of  Masonic 
bodies  and  is  a member  of  the  Board 
of  Trustees  of  the  Pine  Street  Presby- 
terian Church,  Harrisburg. 

It  is  not  unusual  for  a radiologist 
to  have  photography  for  a hobby  and 
Dr.  Harris  follows  the  pattern.  He 
uses  it  to  advantage  on  his  extended 
travels.  The  radiologist  rates  golf 
highly  as  a form  of  relaxation  and 
turns  to  it  when  he  manages  to  break 
away  from  a busy  schedule. 

Dr.  and  Mrs.  Harris  reside  at  200 
Verbeke  Street,  Harrisburg.  Their 
physician  sons  are  John,  Jr.,  who  prac- 
tices radiology  with  his  father  in  the 
Harrisburg  area,  and  William  H.,  an 
orthopaedic  surgeon  in  Boston. 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  NorinYl-1  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

"Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
3nd  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality . . . 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  NorinYl-1 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Endometrium  produced  <%c 
by  Norinyl-1  , U 


JT> 


When  Norinyl-1  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


3ffective  fertility  control 
3n  half  the  previous  dosage 

naintains  ratio 
)f  the  established 
lorethindrone/  mestranol 
:ombination 

ower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto.  Calif..  July  15.  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

jhlebitis  or  with  a history  of  thrombophlebitis 
>r  pulmonary  embolism.  2.  Liver  dysfunction  or 
lisease.  3.  Patients  with  known  or  suspected 
;arcinoma  of  the  breast  or  genital  organs.  4.  Un- 
liiagnosed  vaginal  bleeding. 

iVarnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
>lete  loss  of  vision  or  if  there  is  a sudden  onset 
>f  proptosis,  diplopia,  or  migraine.  If  examina- 
ion  reveals  papilledema  or  retinal  vascular 
esions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
lot  been  demonstrated,  it  is  recommended  that 
or  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
:ontinuing  the  contraceptive  regimen.  If  the  pa- 
ient  has  not  adhered  to  the  prescribed  schedule, 
he  possibility  of  pregnancy  should  be  consid- 
?red  at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
Dral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
[function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  packaqe  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 

with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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M.D.’s  in 
The  News 

Karel  Douwes,  M.D.,  has  been  ap- 
pointed director  of  medical  education 
at  Episcopal  Hospital,  Philadelphia. 
Dr.  Douwes,  a native  of  the  Nether- 
lands, was  appointed  an  associate  in 
the  department  of  surgery  at  Episco- 
pal in  1965. 

Roderick  L.  Tondreau,  M.D.,  direc- 
tor of  the  department  of  radiology  at 
Holy  Redeemer  Hospital,  Meadow- 
brook,  has  been  named  president-elect 
of  the  Pennsylvania  Radiologic  Soci- 
ety. Dr.  Tondreau  will  take  office  as 
president  of  the  state  society  in  May 
1968. 

John  P.  Manges,  M.D.,  Chambers- 
burg,  has  been  appointed  college  phy- 
sician at  Wilson  College,  to  succeed 
Helen  L.  Helm,  M.D.,  who  has  re- 
signed. 

Paul  W.  Mcllvaine,  M.D.  has  been 
elected  president  of  the  medical  staff 
of  Lower  Bucks  Hospital  for  the  1967- 
1969  term.  A resident  of  Bristol,  Dr. 
Mcllvaine  was  one  of  the  original 
members  of  the  medical  staff  of  Lower 
Bucks  Hospital  when  it  first  opened 
in  1954. 

Joseph  A.  Noto,  M.D.,  University 
of  Pennsylvania  department  of  surgi- 
cal research,  is  the  recipient  of  a 
$10,000  grant  from  the  Public  Health 
Service’s  National  Center  for  Chronic 
Disease  Control  for  advanced  study  in 
cancer  control. 

David  Myers,  M.D.  and  Robert  J. 
Wolfson,  M.D.  were  participants  in 
the  program  of  the  Biannual  Meeting 
of  the  Israel  Oto-Rhino-Laryngologi- 
cal  Society  in  Tel  Aviv. 

Herbert  R.  Glenn,  M.D.,  medi- 
cal director  of  the  Ritenour 
Health  Center  at 
The  Pennsylvania 
State  Univer- 
sity, retired  last 
month,  complet- 
ing twenty-one 
years  as  head  of 
the  Health  Center 
staff.  Dr.  Glenn 
was  named  to  the 
post  in  1946  fol- 
lowing the  retire- 
ment of  the  late  Joseph  P.  Ritenour, 
A.,  for  whom  the  Health  Center 
Bt  ing  was  named. 


Howard  E.  Morgan,  M.D.  profes- 
sor and  chairman  of  physiology  at  the 
Pennsylvania  State  University  College 
of  Medicine  spoke  at  the  Conference 
on  Control  of  Glycogen  Metabolism 
at  the  University  of  Oslo,  Norway  last 
month. 

Paul  Strumia,  M.D.,  Bryn  Mawr, 
and  Frank  H.  Gardner,  M.D.,  Phila- 
delphia, are  recipients  of  research  con- 
tracts awarded  by  the  Public  Health 
Service  for  developmental  work  in 
blood  fractionation,  for  research  to 
assess  the  effectiveness  of  adenine  as 
a blood  preservative  and  to  establish 
the  safety  of  adenine-treated  blood  for 
clinical  use. 

Elsie  Reid  Carrington,  M.D.,  pro- 
fessor of  gynecology  and  obstetrics  at 
Woman’s  Medi- 
cal College,  has 
been  named 
chairman  of  that 
department.  Dr. 
Carrington  is  a 
member  of  the 
Advisory  Com- 
mittee in  Obstet- 
rics and  Gyne- 
cology for  the 
Food  and  Drug 
Administration  currently  investigating 
the  status  of  contraceptive  agents  in 
family  planning  and  population  con- 
trol. 

Matthew  T.  Moore,  M.D.,  was  in- 
ducted as  president  of  the  American 
Society  of  Medical  Psychiatry  at  its 
annual  meeting  in  Atlantic  City,  N.J. 
recently,  and  presided  during  the  pro- 
gram Management  of  the  Patient  with 
Chronic  Emotional  Disorders. 

The  Wainwright  Award  was  pre- 
sented to  Stanley  P.  Reimann,  M.D., 
at  a recent  tumor  conference  at 
Lankenau  Hospital.  Hugh  R.  Gil- 
more, M.D.,  head  of  the  cancer  sec- 
tion, Pennsylvania  Department  of 
Health,  made  the  presentation  and 
paid  tribute  to  Dr.  Reimann  for  his 
many  services  in  the  field  of  cancer 
control.  Dr.  Reimann  is  senior  con- 
sultant in  pathology  at  Lankenau  Hos- 
pital and  director  emeritus  of  the  In- 
stitute for  Cancer  Research. 

James  H.  Teeter,  M.D.,  Chambers- 
burg,  is  now  serving  for  a month  in 
Peru  under  the  auspices  of  the  Chris- 
tian Medical  Society  of  Chicago.  Dr. 
Teeter  is  relieving  another  physician 
in  the  hospital  of  a mission  field  from 
his  strenuous  schedule  to  take  a period 
of  rest. 


Francis  J.  Sweeney,  Jr.,  M.D.,  has 

been  appointed  director  of  Jefferson 
Medical  College 
Hospital.  He  will 
retain  his  present 
post  as  associate 
professor  of  med- 
icine at  the  Col- 
lege. Dr.  Swee- 
ney, recipient  of 
a Lindback  Foun- 
dation Award 
for  Distinguished 
Teaching,  is  pres- 
ently coordinator  and  chief  of  service 
for  the  Jefferson  Medical  College  divi- 
sion at  the  Philadelphia  General  Hos- 
pital. 

Alexander  Minno,  M.D.,  Pitts- 
burgh, has  been  inducted  as  president 
of  the  Pennsylvania  Society  of  Internal 
Medicine. 

Joseph  Adlestein,  M.D.,  Chelten- 
ham. has  been  appointed  by  Governor 
Shafer  to  be  State  Commissioner  of 
Mental  Health. 

Rodney  Sponsler,  M.D.,  Bedford, 
has  passed  the  examination  enabling 
him  to  become  a diplomate  of  the 
American  Board  of  Pediatrics. 

A patent  for  a stylet  for  insertion 
of  an  endotracheal  catheter  has  been 
awarded  to  Raymond  M.  Smith,  Jr., 
M.D.,  Allentown  Hospital  anesthesi- 
ologist. 

John  W.  Loftis,  M.D.,  Danville,  has 
been  appointed  an  associate  in  the 
department  of 
pathology  at  The 
Geisinger  Medi- 
cal Center.  Dr. 
Loftis,  whose 
subspecialty  is 
microbiology,  is 
certified  in  ana- 
tomic pathology 
by  the  American 
Board  of  Pathology  and  clinical  pa- 
thology. 

George  A.  Hahn,  M.D.,  professor 
of  obstetrics  and  gynecology  at  Jeffer- 
son Medical  College,  has  received  a 
citation  from  the  University  of  Carta- 
gena, Colombia,  for  his  contributions 
to  the  health  of  that  country  as  a 
physician  serving  Project  HOPE.  Dr. 
Hahn  is  chairman  of  the  obstetrics 
and  gynecology  program  for  Project 
HOPE,  and  chairman  of  its  research 
committee. 
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Donald  C.  Butler,  M.D.,  has  re- 
ceived a special  one-year  appointment 
as  an  orthopaedic  assistant  at  The 
Geisinger  Medical  Center,  Danville  to 
complete  requirements  for  certification 
eligibility. 

Robert  L.  Bauer,  M.D.,  has  been 
named  to  the  faculty  of  the  department 
of  family  and 
community  medi- 
cine of  The  Penn- 
sylvania State 
University  Col- 
lege of  Medicine 
at  the  Milton  S. 
Hershey  Medical 
Center.  Dr.  Bau- 
er, a family  phy- 
sician for  eighteen 
years  in  Inter- 
course, Pa.,  joins  the  three  family 
physicians  in  Hershey  already  on  the 
department  faculty  in  caring  for  their 
present  patients  while  teaching  family 
medicine  to  students  at  the  new  medi- 
cal school. 

At  the  annual  meeting  of  the  Penn- 
sylvania Allergy  Association  the  fol- 
lowing officers  were  elected  for  1967- 
1968:  president,  Harold  Fisher,  M.D., 
York;  president-elect,  Leonard  Girsh, 
M.D.,  Philadelphia;  and  secretary- 
treasurer,  Macy  I.  Levine,  M.D.,  Pitts- 
burgh. 

Charles  L.  Murray,  M.D.,  a native 
of  Dillon,  Montana,  has  joined  the 
staff  of  the  department  of  internal 
medicine  at  The  Geisinger  Medical 
Center. 

Charles  R.  Reed,  M.D.,  St.  Chris- 
topher’s Hospital  for  Children,  Phila- 
delphia, is  a recipient  of  a Weyeth 
Fund  for  Postgraduate  Education  two- 
year  residency  Fellowship  in  pediatrics. 

Joseph  R.  DiPalma,  M.D.,  has  been 
named  acting  dean  of  the  Hahnemann 
Medical  College 
and  Hospital  of 
Philadelphia.  Dr. 
DiPalma  has  been 
professor  and 
chairman  of  the 
department  of 
pharmacology  at 
Hahnemann  since 
1950.  He  has  au- 
thored some  one 
hundred  original 
scientific  papers  in  recent  years  and 
served  as  editor  of  Drill’s  Pharmacol- 
ogy in  Medicine,  a major  text  used 
in  medical  schools  across  the  nation. 


James  T.  Brennan,  M.D.,  has  been 
named  the  second  Matthew  J.  Wilson 
Professor  of  Re- 
search Radiology 
at  the  University 
of  Pennsylvania 
School  of  Medi- 
cine. The  profes- 
sorship was  for- 
merly held  by 
Eugene  P.  Pen- 
dergrass, M.D., 
now  emeritus  pro- 
fessor of  radiol- 
ogy. Dr.  Brennan  is  noted  for  his 
pioneer  work  in  radiation  hazard  con- 
trol. 

John  H.  Gibbon,  Jr.,  M.D.,  Jeffer- 
son Medical  College  Hospital,  Phila- 
delphia, received  the  honorary  Doctor 
of  Science  degree  at  the  194th  Dickin- 
son College  commencement. 

Paul  D.  Ziniskind,  M.D.,  has  been 
promoted  to  the  Nathan  Lewis  Hat- 
field professorship 
of  urology  and 
head  of  that  de- 
partment at  The 
Jefferson  Medi- 
cal College.  He 
also  becomes  at- 
tending- urologist- 
in-chief  at  Jeffer- 
son Hospital.  Dr. 
Zimskind  holds 
both  M.D.  and 
Ph.D.  degrees  from  Jefferson. 

Irwin  L.  Baird,  M.D.,  currently  as- 
sociate professor  of  anatomy  at  the 
University  of  Tennessee  College  of 
Medicine,  has  been  appointed  associate 
professor  of  anatomy  at  The  Penn- 
sylvania State  University  College  of 
Medicine  at  The  Milton  S.  Hershey 
Medical  Center. 

Herman  Becrman,  M.D.,  Philadel- 
phia, has  been  elected  president  of 
the  American  Dermatological  Associa- 
tion at  its  87th  Annual  Meeting.  Dr. 
Beerman  is  professor  and  chairman 
of  the  department  of  dermatology, 
division  of  graduate  medicine  at  the 
University  of  Pennsylvania. 

Joseph  F.  McCloskey,  M.D.,  Lans- 
downe,  associate  professor  of  path- 
ology, and  Joseph  Medoff,  M.D.,  Nar- 
berth,  associate  professor  of  clinical 
medicine,  have  received  Christian  R. 
and  Mary  F.  Lindback  Awards  for 
Distinguished  Teaching  at  The  Jeffer- 
son Medical  College. 


I.  Nathan  Dubin,  M.D.,  professor  of 
pathology  and  chairman  of  the  de- 
partment, has  been  invited  to  become 
a member  of  The  International  Plat- 
form Association.  The  I.P.A.  is  a 
sixty-three  year  old  organization  with 
one  of  the  nation’s  most  distinguished 
memberships.  The  objective  of  the 
I.P.A.  is  to  use  the  prestige  of  its 
members  to  improve  the  American 
Platform,  particularly  as  it  relates  to 
assembly  programs  for  school  children. 

Archibald  Laird,  M.D.,  Wellsboro, 
was  honored  recently  by  the  citizens 
of  Elmira,  N.Y. 
for  his  lifetime  ef- 
forts in  the  cause 
of  public  health. 
Dr.  Laird  is  a Fel- 
low and  life  mem- 
ber of  the  Amer- 
ican Academy 
of  Ophthalmology 
and  Otolaryngol- 
ogy, a life  mem- 
ber of  the  Ameri- 
can College  of  Surgeons  and  a diplo- 
mate  of  the  American  Board  of  Oph- 
thalmology. Deeply  interested  in  his- 
tory, Dr.  Laird  recently  published 
Twentieth  Century  Wildcats,  a history 
of  Pennsylvania  National  Guard  Units 
in  Tioga  County. 

Gordon  N.  French,  M.I>.,  has  been 
named  an  associate  dean  of  the  Uni- 
sity  of  Pennsyl- 
vania School  of 
Medicine.  As  as- 
sistant professor 
of  medicine,  he 
also  will  devote  a 
portion  of  his 
time  to  bedside 
teaching  of  medi- 
cal students,  in- 
terns and  resi- 
dents in  the  Uni- 
versity and  Veterans  Administration 
hospitals.  Dr.  French  is  the  former 
director  of  the  department  of  medi- 
cine at  Misericordia  Hospital,  a post 
he  has  held  since  1959  when  he  came 
to  Philadelphia  from  Harvard  Uni- 
versity. 

David  M.  Davis,  M.D.,  emeritus 

professor  of  urology  at  The  Jefferson 
Medical  College,  received  the  Edward 
L.  Keyes  Gold  Medal  for  distinguished 
contributions  to  urology,  at  the  an- 
nual meeting  of  the  American  Associa- 
tion of  Genito-Urinary  Surgeons. 

( Continued  on  page  22.) 
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when  he  just:  can’t  sleep 

Tuinal 


One-Half  Sodium  Arhobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  y«,  1%,  and  3-grain  Pulvules 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms— Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34- 3 grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Michael  L.  Daly,  Jr.,  M.D..  has 

been  named  the  first  associate  in 
the  new  depart- 
ment of  com- 
munity medicine 
being  organized 
at  The  Geisinger 
Medical  Center, 
Danville.  This 
new  department 
is  being  formed  in 
conjunction  with 
the  new  Commu- 
nity Health  Cen- 
ter being  planned  at  the  institution. 
In  concept  and  design,  the  Center 
will  provide  rapid  treatment  around 
the  clock  for  acute  medical,  surgical, 
and  traumatic  problems. 

Terence  C.  Feir,  M.D.,  has  been 
appointed  director  of  the  department 
of  psychiatry  at  The  Geisinger  Med- 
ical Center,  to  succeed  Michael  F. 
Cleary,  M.D.,  who  is  entering  private 
practice  in  Phoenix,  Arizona. 

Carl  C.  Fischer,  M.D.,  has  been 
named  associate  director  of  medical 
affairs  at  Hahne- 
mann Medical 
College  and  Hos- 
pital. Dr.  Fischer, 
while  retaining 
his  faculty  ap- 
pointment as  pro- 
fessor of  pediat- 
rics, and  his  post 
as  chairman  of 
the  admissions 
committee  for  the 
medical  school,  is  retiring  after 
twenty-two  years  as  chairman  of  the 
department  of  pediatrics.  Members 
of  the  department  have  established 
an  annual  lectureship  bearing  his  name 
to  honor  his  long  years  of  service  to 
Hahnemann  and  the  profession. 

Sylvan  E.  Stool,  M.D.,  has  been  ap- 
pointed chief  of  otolaryngology  and 
senior  surgeon  at  The  Children’s  Hos- 
pital of  Philadelphia.  Dr.  Stool,  who 
has  been  an  associate  otolaryngologist 
at  the  hospital,  is  assistant  professor 
of  pediatrics,  University  of  Pennsyl- 
vania School  of  Medicine. 

Leonard  S.  Girsh,  M.D.,  clinical 
assistant  professor  of  internal  medi- 
llergy,  Temple  University  Medi- 
enter  and  pediatric  allergist,  St. 
opher’s  Hospital  for  Children, 
eported  on  Status  Asthmat- 
hildren,  at  the  Association 
of  Convalescent  Homes  and  Hospitals 
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for  Asthmatic  Children  Annual  Meet- 
ing in  New  York  City. 

Harold  I.  Lief,  M.D.,  formerly  pro- 
fessor of  psychiatry  at  Tulane  Uni- 
versity, has  been 
appointed  to  the 
psychiatry  faculty 
at  the  University 
of  Pennsylvania 
School  of  Medi- 
cine. As  director 
of  the  family 
study  division. 
Dr.  Lief  succeeds 
Emily  H.  Mudd, 
M.D.,  the  divi- 
sion's director  since  its  establishment 
in  1952.  Dr.  Mudd,  professor  of  fam- 
ily study,  was  director  of  the  Marriage 
Council  of  Philadelphia  from  1936 
until  her  retirement  last  year. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
chairman  of  the  Allergy  Committee 
of  the  American  College  of  Chest  Phy- 
sicians, chaired  the  Scientific  Session 
in  Atlantic  City  on  Assisted  Ventilation 
in  Bronchial  Asthma.  He  also  pre- 
sented a paper  at  the  Allergy  Section 
of  the  American  Medical  Association 
entitled  The  Generalist’s  Role  in  Al- 
lergy. 

Howard  Balin,  M.D.,  chief  of  the 
Gynecic  Research  Unit,  Pennsylvania 
Hospital  and  assistant  professor  of 
obstetrics-gynecology,  University  of 
Pennsylvania,  has  recently  been 
awarded  a grant  from  the  Office  of 
Education,  HEW,  in  the  sum  of 
$31,000.  This  is  an  extension  of  Dr. 
Balin’s  program  as  regards  the  use  of 
television  for  innovations  in  medical 
education. 
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Frank  A.  Oski,  M.D.,  has  been 
named  research  associate  and  visiting 
scientist  at  The 
Institute  for  Can- 
cer Research, 
Philadelphia.  He 
will  be  working 
in  the  laboratory 
of  I)r.  Irwin  A. 
Rose.  Dr.  Oski  is 
an  assistant  pro- 
fessor of  pediat- 
rics at  the  School 
of  Medicine  of 
the  University  of  Pennsylvania,  where 
he  teaches  and  does  research  on  in- 
herited defects  of  red  cell  metabolism. 
While  continuing  his  work  at  the  Uni- 
versity of  Pennsylvania,  he  is  also 
doing  research  at  ICR  on  the  differ- 
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ences  in  red  cell  metabolism  of  nor- 
mal infants  and  adults,  with  particular 
interest  in  the  enzyme,  hexokinase. 

Gail  Hodgdon  Valentine,  M.D.,  has 

been  appointed  assistant  to  the  dean, 
The  Woman’s 
Medical  College 
of  Pennsylvania. 
Dr.  Valentine,  a 
1966  cum  laude 
graduate  of  The 
Woman’s  Medi- 
cal College,  has 
just  completed 
her  internship  at 
Temple  Univer- 
sity Hospital. 

Christopher  M.  Papa,  M.D.,  has 

been  appointed  the  first  medical  di- 
rector of  Riverview,  Philadelphia’s 
home  for  the  aged. 

The  following  are  the  newly  elected 
officers  of  the  Pennsylvania  Society 
of  Colon  and  Rectal  Surgery  for  the 
year  1967-1968:  president.  Jack  W. 
McElwain,  M.I).,  Bethpage,  N.Y.; 
president-elect  Howard  D.  Trimpi, 
M.D.,  Allentown;  vice-president,  Har- 
old Rovner,  M.D.,  Philadelphia;  secre- 
tary, Robert  A.  McGregor,  M.D.,  Wil- 
mington, Dela.;  treasurer,  Valentine 
R.  Manning,  Jr.,  M.D.,  Philadelphia; 
historian,  Peter  V.  Martin,  M.D.,  Al- 
lentown; executive  council  members 
at  large,  Edward  D.  Weiss,  M.D., 
Philadelphia,  and  Joseph  R.  Sarner, 
M.D.,  Philadelphia. 

Thomas  J.  Martin,  M.D.,  has  been 
appointed  an  associate  in  the  depart- 
ment of  pediatrics  at  The  Geisinger 
Medical  Center. 

Giulio  J.  Barbero,  M.D.,  has  been 
appointed  professor  and  chairman  of 
the  department  of 
pediatrics  at  Hah- 
nemann Medical 
College  and  Hos- 
pital. Dr.  Barbero 
had  been  direc- 
tor of  the  division 
of  gastroenterol- 
ogy at  Children's 
Hospital  and  as- 
sociate professor 
of  pediatrics  at 
the  University  of  Pennsylvania  School 
of  Medicine  prior  to  his  appointment. 
Nationally  known  for  his  research  in 
cystic  fibrosisT  he  is  chairman  of  the 
Research  Evaluation  and  Development 
Committee  of  the  National  Cystic  Fi- 
brosis Foundation. 
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PENNSYLVANIA  MEDICINE 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 
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PITM  AIM-MOORE  Division  of  The  Dow  Chemical 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia  — have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  WYSEALS®  EQUANIL  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 


A 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

GASTROENTEROLOGY 

WILLIAM  MENIN,  M.D.,  Director 
EDWIN  M.  COHN,  Co-Director 
at  its 

NORTHERN  DIVISION 

on 

WEDNESDAY  AFTERNOONS  FROM  2 to  5 P.M. 

SEPTEMBER  20,  1967  THROUGH  DECEMBER  6,  1967 

This  course  is  intended  to  bring  the  general  practitioner  and 
internist  up-to-date  in  his  knowledge  of  gastroenterology  diagnosis 
and  treatment.  First  consideration  will  be  given  to  subject  matter 
which  will  be  of  practical  use  in  routine  office  and  hospital  man- 
agement. The  plan  of  teaching  includes  demonstration  of  practical 
procedures  and  evaluation  of  newer  tests  such  as  angiography 
vessels,  transabdominal  cholanigiography  for  demonstration  of 
changes  in  the  biliary  tract,  fluoresceine  string  test  for  G.  I. 
bleeding,  CR51  Test  for  G.I.  bleeding,  liver  scan,  isotopes,  etc. 
One  hour  will  be  devoted  to  demonstrations  including  bedside 
teaching,  and  to  question  and  answer  periods.  Another  hour  will 
be  spent  at  the  regular  G.  I.  Conference  where  cases  are  presented 
and  analyzed.  Those  taking  the  course  are  invited  to  partake  in 
the  discussion  of  these  cases.  A third  hours  is  devoted  to  a 
lecture  series  which  covers  the  major  gastrointestinal  diseases. 
The  course  is  acceptable  for  Credit  by  The  American  Academy  of 
General  Practice. 

For  information  and  application  form,  write  to: 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
ALBERT  EINSTEIN  MEDICAL  CENTER 
PHILADELPHIA,  PENNSYLVANIA  19141 


Write  Now 

Pamphlets:  Systemic  Lupus  Erythematosus,  single  copies 
gratis  from  the  Public  Health  Service,  Washington,  D.  C. 
20201  and  in  quantity  from  the  U.S.  Government  Print- 
ing Office,  Washington,  D.  C.  20402  at  $.05  per  copy. 
. . . Psoriasis,  available  without  charge  from  the  Public 
Health  Service,  Washington,  D.  C.  20201  or  in  quantity 
from  the  U.S.  Government  Printing  Office,  Washington, 
D.  C.  20402  at  $.10  a copy.  . . . Blind  Workers  in  Service 
Occupations  in  Hospitals  can  be  obtained  from  the  Voca- 
tional Rehabilitation  Administration,  Washington,  D.  C. 
20201.  No  Picnic,  tips  on  food  handling  and  service, 
available  in  single  copies  from  the  Public  Health  Service, 
Washington,  D.C.  20201,  or  in  quantity  from  the  Super- 
intendent of  Documents,  Government  Printing  Office, 
Washington,  D.C.  20402  at  $.05  a copy.  . . . Poisons 
in  the  Air,  $.25  from  the  Public  Affairs  Committee,  381 
Park  Avenue  South,  New  York,  N.Y.  10016. 

Booklets:  Catalog  & Checklist  of  Medical  Books,  available 
from  Little,  Brown  and  Company,  34  Beacon  Street,  Bos- 
ton, Mass.  02106.  . . . Industrial  Noise  and  Hearing  Pro- 
tection and  Guide  for  Industrial  Audiometric  Technicians, 
available  without  cost  from  Employers  Insurance  of 
Wausau,  Wausau,  Wisconsin. 

ms:  All  Things  on  Wheels  Aren’t  Equal,  a film  which 
'strafes  the  architectural  barriers  a wheelchair  student 
in  most  colleges,  contact  Program  for  Higher  Educa- 
1 the  Disabled,  Hofstra  University,  Hempstead,  N.Y. 
11-  • • ■ Nutritional  Therapy — Some  New  Perspec- 

tives, available  from  E.  R.  Squibb  & Sons,  Inc.,  745 
Fifth  Avenue,  New  York,  N.Y.  10022  at  no  charge  for 
use  by  professional  medical  groups. 


VALIUM' 

(diazepam)Roche 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  he  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects— particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during.and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (Seje  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 


□LROCHEJzi 


Roclie  Laboratories 

Division  of 

Hoffmann  - La  Roche  Inc. 
Nutley,  N.J.  07110 


MPORTANT  NEW  INSIGHTS  INTO  HUMAN 
tESPONSE  TO  EMOTIONAL  STRESS: 


few  confirmation  of  the  effectiveness  of 
alium®  (diazepam ) 


>k  your  Roche  representative  to  arrange  a 
esentation  of  this  important  and  fascinating 
search  into  certain  somatic  responses  to 
totional  stress  . . . quantitative,  objective 
easurement  with  double-blind  controls. 


ease  see  opposite  page  for  important 
escribing  information. 


IN  EMPHYSEMA 


THE 

'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn't  disturb  the  stomach  — nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIBINE  GLUCONATE  5 rr.) 


Postgraduate 
Courses 

ALLENTOWN 

Anatomy  and  Physiology  of  the 
Kidney;  at  Allentown  Hospital;  Sep- 
tember 14,  1967;  from  10  a.m.  to  1 
p.m.;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Clinical  Evaluation  and  Laboratory 
Recognition  of  Patients  with  Renal 

Disease;  at  Allentown  Hospital;  Octo- 
ber 12,  1967;  from  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Uremia:  Pathophysiology  and  Treat- 
ment; at  Allentown  Hospital;  Novem- 
ber 9,  1967;  from  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

ALTOONA 

Management  of  the  Pulmonary 
Cripple  Who  Requires  Surgery;  at 

Altoona  Hospital;  October  5,  1967; 
10  a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Techniques  of  Resuscitation;  at  Al- 
toona Hospital;  October  19,  1967; 
10  a.m.  to  1 p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

The  Biliary  Tract,  Including  Trans- 
hepatic  Cholangiography  ; at  Altoona 
Hospital;  November  2,  1967;  10  a.m. 
to  12:30  p.m.;  AAGP  2 hours.  Con- 
tact The  Jefferson  Medical  College, 
Philadelphia  19107. 

Recent  Advances  in  Antibiotic 
Treatment;  at  Altoona  Hospital;  No- 
vember 16,  1967;  10  a.m.  to  12:30 
p.m.;  AAGP  2 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Drug  Incompatibilities;  at  Altoona 
Hospital;  November  30,  1967;  10 

a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

BETHLEHEM 

Respiratory  Insufficiency:  Its  Rec- 
ognition and  Management;  St.  Luke's 
Hospital,  Bethlehem,  sponsored  by 


Jefferson  Medical  College  and  The 
Pennsylvania  State  University,  Sep- 
tember 21,  1967,  9:30  a.m.  to  noon, 
3 hours  AAGP.  Contact  William  P. 
Simons,  Wyomissing  19610. 

Pulmonary  Manifestations  of  Sys- 
temic Disease;  at  St.  Luke’s  Hospital; 
October  19,  1967;  9:30  a.m.  to  noon 
Fee  $7.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

Disseminated  Disease  of  the  Lung; 

at  St.  Luke’s  Hospital;  November  16, 
1967;  9:30  a.m.  to  noon;  Fee  $7.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

JOHNSTOWN 

New  Concepts  in  Diabetes;  at  Con- 
emaugh  Valley  Memorial  Hospital; 
October  24,  1967;  7 p.m.  to  9 p.m.; 
AAGP  2 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia, 
19107. 

Multiphasic  Screening;  at  Cone- 
maugh  Valley  Memorial  Hospital; 
November  28,  1967;  7 p.m.  to  9 p.m.; 
AAGP  2 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

LANCASTER 

Day  of  Cardiology,  St.  Joseph’s  Hos- 
pital, 250  College  Avenue,  Lancaster, 
sponsored  by  Heart  Association  of 
Lancaster  County,  fee  $5.00.  Contact 
Mrs.  Doris  R.  Fenstermacher,  Heart 
Association  of  Lancaster  County,  246 
West  Orange  Street,  Lancaster  17603. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Courses  in  Bronchoesophagology; 
Temple  University  School  of  Medi- 
cine; September  18-29,  1967,  Feb- 
ruary 5-16,  1968;  fee,  $35.  Contact 
Charles  M.  Norris,  M.D.,  Temple  Uni- 
versity Hospital,  Health  Sciences  Cen- 
ter, Philadelphia  19140. 

Psychiatry  Problems  of  Adoles- 
cence; Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Potts- 
ville  Hospital:  October  12;  11:00  a.m. 
to  2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia. 


Applied  Office  Psychiatry;  Institute 
of  the  Pennsylvania  Hospital,  Septem- 
ber 28  through  December  21,  1967. 
Contact  Sydney  E.  Pulver,  M.D.,  1 1 1 
North  49th  Street,  Philadelphia  19139. 

Graduate  Course  in  Medical  Hypno- 
sis; University  of  Pennsylvania  Gradu- 
ate Division,  School  of  Medicine,  twen- 
ty weekly  sessions  beginning  Septem- 
ber 28,  1967.  Contact  Sydney  E. 
Pulver,  M.D.,  111  North  49th  Street, 
Philadelphia  19139. 

General  Internal  Medicine;  Hahne- 
mann Medical  College;  Wednesdays, 
October  4,  1967,  through  March  27. 
1968;  1:00  to  4:00  p.m.;  AAGP  78 
hours.  Contact  Miss  Sage  Rosen, 
Hahnemann  Medical  College,  230 
North  Broad  Street,  Philadelphia 
19102. 

Office  Surgery;  Albert  Einstein 
Medical  Center,  Southern  Division; 
Wednesdays,  October  4,  1967,  through 
November  22,  1967;  1 :00  p.m.  to  4:00 
p.m.;  AAGP  24  hours.  Contact 
Leonard  J.  Zimet,  Einstein  Medical 
Center,  Fifth  and  Reed  Streets,  Phila- 
delphia 19147. 

Courses  in  Office  Psychosomatic 
Medicine  (Basic  Course);  Department 
of  Psychiatry  at  Temple  University 
Health  Sciences  Center  and  St.  Chris- 
topher’s Hospital  for  Children;  Thurs- 
days, October  5,  1967,  through  Feb- 
ruary 22,  1968;  10:00  a.m.  to  3:00 
p.m.;  AAGP  80  hours.  Contact  H. 
Keith  Fischer,  M.D.,  5450  Wissa- 
hickon  Avenue,  A- 110,  Philadelphia 
19144. 

Basic  Electrocardiography;  Albert 
Einstein  Medical  Center,  York  and 
Tabor  Roads,  Philadelphia;  Wednes- 
days, October  11,  1967,  through  Feb- 
ruary 7,  1968  (excluding  November 
22,  December  20  and  27);  2:00  to 
5:00  p.m.;  AAGP  45  hours.  Con- 
tact Leonard  J.  Zimet,  Einstein  Medi- 
cal Center;  York  and  Tabor  Roads, 
Philadelphia  19141. 

Arthritis,  Rheumatism  and  Allied 
Diseases;  Albert  Einstein  Medical  Cen- 
ter; Wednesdays,  October  11,  through 
December  13,  1967;  2:00  to  5:00  p.m.; 
AAGP  30  hours.  Contact  Leonard 
J.  Zimet,  Einstein  Medical  Center, 
York  and  Tabor  Roads,  Philadelphia 
19141. 

Dermatology;  Albert  Einstein  Medi- 
cal Center;  Thursdays;  September  21, 
through  December  7,  1967  (exclud- 
ing October  5 and  November  23); 
1:00  to  3:30  P.M.;  AAGP  24  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  York  and  Tabor 
Roads,  Philadelphia  19141. 
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Gastroenterology;  Albert  Einstein 
Medical  Center;  Wednesdays,  Septem- 
ber 20,  through  December  6,  1967; 
2:00  to  5:00  p.m.;  AAGP  36  hours. 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  York  and  Tabor 
Roads,  Philadelphia  19141. 

Endocrinology,  or  Assault  and  Bat- 
tery on  the  Endrocrines;  Jefferson 
Medical  College  and  Pennsylvania 
State  University  at  Pottsville  Hospital: 
September  14,  1967;  11:00  a.m.  to 
2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia  19107. 

The  Problem  of  Vascular  Disease 
in  Diabetes;  Jefferson  Medical  Col- 
lege and  Pennsylvania  State  Univer- 
sity; at  Wilkes-Barre  General  Hospi- 
tal; September  21,  1967;  9:00  A.M. 
to  noon;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  Jefferson 
Medical  College,  1025  Walnut  Street, 
Philadelphia  19107. 

Digitalis  and  Quinidine;  by  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University;  at  Wilkes-Barre  Gen- 
eral Hospital;  October  19,  1967;  9:00 
a.m.  to  noon;  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Thromboembolic  Disease — Current 
Concepts;  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  November  9, 
1967;  11:00  a.m.  to  2:00  p.m.: 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia,  Pa.  19107. 

Office  Psychiatry  and  Psychosomat- 
ic Medicine;  by  Department  of  Psy- 
chiatry, Temple  University  Health  Sci- 
ences Center,  Philadelphia;  Wednes- 
days, October  4,  1967,  to  February 
21,  1968;  10:00  A.M.  to  3:00  P.M.; 
AAGP  80  hours.  Contact  Barney  M. 
Dlin,  M.D.,  230  West  Allens  Lane, 
Philadelphia  19119. 

Fourteenth  Annual  Institute  for  the 
Care  of  the  Cardiac  and  Asthmatic 

Child;  at  Children's  Heart  Hospital 
of  Philadelphia;  November  8,  1967; 
9:15  a.m.  to  4:15  p.m.;  Fee  $2.00; 
AAGP  4 hours;  Daniel  Mason,  M.D., 
General  Chairman. 

Medical  Hypnosis;  University  of 
Pennsylvania  Division  of  Graduate 
Medicine,  September  28,  1967,  3:00- 

00  p.m.  Thursdays  for  twenty  weeks, 
ee  S' 50.  Contact  Office  of  the  Direc- 
Division  of  Graduate  Medicine, 
Medical  Laboratories,  University 
of  Pennsylvania,  Philadelphia  19104. 


Practical  Clinical  Psychiatry;  Uni- 
versity of  Pennsylvania  department 
of  psychiatry,  October  11,  1967,  2:30 
p.m.,  fee  $100.  Contact  William  L. 
Webb,  Jr.,  University  of  Pennsylvania, 
Department  of  Psychiatry,  (215)  EV 
2-4600,  ext.  2816. 

Pediatric  Allergy;  St.  Christopher’s 
Hospital  for  Children  and  pediatric 
department  of  Temple  University  Hos- 
pital, November  8-9,  1967  at  the  Asth- 
matic Center  of  Children's  Heart  Hos- 
pital, Philadelphia.  Contact  Leonard 
S.  Girsh,  M.D.,  3701  N.  Broad  Street, 
Philadelphia  19140. 

Genetics  in  Medical  Practice;  Jef- 
ferson Medical  College,  November  3- 
4,  1967,  fee  $35.00.  Contact  John  H. 
Killough,  M.D.,  Jefferson  Medical  Col- 
lege, 1025  Walnut  Street,  Philadelphia 
19107. 

PITTSBURGH 


hours.  Contact  The  Jefferson  Medical 
College,  Philadelphia  19107. 

SCRANTON 

Symposium  on  Salt  and  Water  Bal- 
ance; at  Mercy  Hospital;  September 
20,  1967;  9:30  a.m.  to  noon;  AAGP 
2 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Medico-Legal  Investigation;  at 

Mercy  Hospital;  October  18,  1967; 
9:30  a.m.  to  noon;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Conceptual  Advances  Concerning 
Congestive  Heart  Failure:  Physiologic 
Considerations  Treatment;  at  Mercy 
Hospital;  November  15,  1967;  9:30 
a.m.  to  noon;  AAGP  2 hours.  Con- 
tact The  Jefferson  Medical  College, 
Philadelphia  19107. 


Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 
and  Eye  and  Ear  Hospital,  September 
10-17,  November  12-18,  1967;  fee 
$5.00.  Contact  Ralph  J.  Caparosa, 
M.D.,  Suite  403,  3600  Forbes  Ave- 
nue, Pittsburgh  15213. 

Seminars  on  Psychological  Aspects 
of  Medical  Practice;  Staunton  Clinic, 
Department  of  Psychiatry,  University 
of  Pittsburgh,  September  19  or  20 
through  December  13  or  14,  1967, 
10  A.M.-noon.  Fee  $65.00,  AAGP  26 
hours.  Contact  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  3601  Fifth 
Avenue,  Pittsburgh  15213. 

The  Glaucomas;  University  of  Pitts- 
burgh School  of  Medicine,  September 
20-23,  1967.  Contact  the  University 
of  Pittsburgh  School  of  Medicine, 
Pittsburgh  15213. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
September  14,  October  12,  November 
8,  1967;  January  11,  February  8, 
March  14,  April  I 1,  May  9,  June  13, 
1968;  1 1 :00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  Street,  Philadelphia. 

Use  of  Hormonal  Agents  for  Cyclic; 
at  Pottsville  Hospital;  December  14, 
1967;  11  a.m.  to  2 p.m.;  AAGP  2 


WILKES-BARRE 


The  Recognition  of  the  Patient  with 
Ischemic  Heart  Disease;  at  Wilkes- 
Barre  General  Hospital;  November 
16,  1967;  9 a.m.  to  noon;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 


WILLIAMSPORT 


Perinatal  Morbidity  and  Mortality; 

at  Williamsport  Hospital:  September 
20,  1967;  10  a.m.  to  3:30  p.m.;  AAGP 
4 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 


Environmental  Causes  of  Congenital 
Malformations — Genetic  Counselling; 

at  Williamsport  Hospital;  October  18, 
1967;  10  a.m.  to  3:30  p.m.;  AAGP 
4 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 


Examination  of  the  Patient  with 
Suspected  Heart  Disease;  at  Williams- 
port Hospital;  November  15,  1967; 

10  a.m.  to  3:30  p.m.;  AAGP  4 hours. 
Contact  The  Jefferson  Medical  College,  fl  - 
Philadelphia  19107. 


YORK 


Glands  to  Monkey  With A Re- 


iew  of  the  Surgical  Consideration  of 
he  Endocrine  Glands;  at  York  Hos-, 
)ital;  September  21,  1967:  8 a.m. 
o noon;  Fee  $8.00;  AAGP  3 hours. 
Contact  The  Jefferson  Medical  Col-j 
ege,  Philadelphia  19107. 

(Continued  on  page  35.) 
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FACT  a LEGEND 


ZOST  7//£  5/l77Z£ 

Of  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT / 


PrlnpO^A 


nR° 


ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890. 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  ” IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT.  " 
source:  jama  tae:6s  (ocr.s)  /963. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
„ „ VERV  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 

THE  BOOK  PRAY  YOUR  WE/GHT  AWAY  URGES  READERS  TO  PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 

"ASK  GOD  TO  HELP  /OU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY.  MOOD  AND  PHENOBARBETAL  TO  HELP  REDUCE  ANXIETY. 

source:  rev.  c.m  shedd:  new  york.  l/pp/ncott,  /9s9.  * source:  archives  of  general  psychiatry  6:26  (jure  <963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
lelp  control  most  patients’  appetite  for  up 
o 12  hours.  Methamphetamine,  the  appe- 
ite  suppressant,  gently  elevates  mood  and 
lelps  overcome  dieting  frustrations.  Pheno- 
farbital,  the  sedative  in  Ambar,  controls  irritability  and 
inxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
limity.  Both  work  together  to  ease  the  tensions  that  erode 
he  willpower  during  periods  of  dieting. 

Mso  available:  Ambar  #1  Extentabs-1— methamphetamine 
lydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wani- 
ng: may  be  habit  forming). 


A\1  BAR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY /Indications:  Ambar 
" suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  A.U.nnR I N 

RICHMOND,  VA.  23220  n Ic'-'OIIYJ 


Beta-Hemolytic 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC 

(meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0. 4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'S_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
'pe  of  reaction  appears  more  frequently  in  patients  with  a history  of 
'nsitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
er  allergies.  Resuscitative  drugs  should  be  readily  available  for 
urgency  administration.  These  include  epinephrine  and  pressor 
a gs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


s 


In  prolonged  therapy  with  penicillin,  and  particularly  with 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stu 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowt 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  sh 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
common  with  administration  of  oral  penicillin  than  with  intramusca 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a si; 
cant  index  of  sensitization.  The  following  hypersensitivity  reac  t 
associated  with  the  use  of  penicillin  have  been  reported:  skin  res 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis; 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  f 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphy 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  th 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cil 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  t 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  inf 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tirr  I 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  pr<  :n 
development  of  rheumatic  fever  and/or  other  serious  complicat  is 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a hi  >f] 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  il 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  >t| 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shoul  b< 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  an  oi 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  thr  av 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  m et‘ 
ately  severe  pneumococcus  pneumonia  has  been  treated  effec  tl)l 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  ei\ 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hou  fol 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  JO 
for  six  doses  are  recommended.  Refractory  infections  generally  res  f» 
to  a second  treatment  three  to  four  days  following  completion  c l* 
first.  Treatment  of  gonorrhea  with  severe  complications  shoul  b 
individualized,  with  prolonged  and  intensive  treatment.  Patients  v i < 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio  M 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimi  o 
three  months. 


How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  unit  id 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  5009- 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units  tet 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [0  £ 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


Part  II — Auscultation  of  Heart 
Demonstration  with  Electronic  Stetho- 
phones  and  Tapes;  at  York  Hospital; 
September  28,  1967;  8 a.m.  to  noon; 
Fee  $8.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

Carcinoma  of  the  Cervix — A Re- 
view of  Modern  Concepts;  at  York 
Hospital;  October  5,  1967;  8 a.m.  to 
noon;  Fee  $8.00;  AAGP  3 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Urinary  Tract  Infections — A Co- 
ordinated Approach;  at  York  Hos- 
pital; October  12,  1967;  8 a.m.  to 
noon;  Fee  $8.00;  AAGP  3 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

The  Physician  and  Sex  Education; 

at  York  Hospital;  October  19,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Cardiac  Prostheses — Present  and 
Future;  at  York  Hospital;  October 
26,  1967;  8 a.m.  to  noon;  Fee 

$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Diabetes  and  Aldosteronism;  at 

York  Hospital;  November  2,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Med- 
ical College,  Philadelphia  19107. 

Pulmonary  Embolism — Its  Discov- 
ery and  Treatment;  at  York  Hospital; 
November  9,  1967;  8 a.m.  to  noon; 
Fee  $8.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

An  Approach  to  the  Patient  with 
Fever  of  Undetermined  Origin;  at 

York  Hospital;  November  16,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Respirators  and  Ventilation  Sup- 
port; at  York  Hospital;  November 
30,  1967;  8 a.m.  to  noon;  Fee  $8.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Current  Concepts  of  Secondary 
Anemias;  at  York  Hospital;  Decem- 
ber 7,  1967;  8 a.m.  to  noon;  Fee 
$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 


OUT  OF  STATE 

Hospital  Problems:  An  Interdisci- 
plinary Approach;  the  Mound  Park 
Hospital  Foundation  and  the  J.  Hillis 
Miller  Health  Center,  University  of 
Florida,  October  26-28,  1967.  Con- 
tact M.  A.  Barton,  M.D.,  Mound 
Park  Hospital  Foundation,  Inc.,  St. 
Petersburg,  Florida  33701. 

Computers  in  Patient  Care,  Com- 
puter Use  for  Patient  and  Third  Party 
Billing,  and  EDP  for  the  Smaller  Hos- 
pital; Computer  Usage  Education, 
Inc.,  Hilton  Hotel,  New  York  City, 
September  11-15,  1967.  Contact  Joan 
Lewis,  Computer  Usage  Education, 
51  Madison  Avenue,  New  York,  N.Y. 

Symposium  on  Clinical  Aspects  of 
Acute  Leukemia  and  Burkitt’s  Tumor; 

September  20,  1967,  Boston  Museum 
of  Science,  sponsored  by  the  Ameri- 
can Cancer  Society  and  the  National 
Cancer  Institute.  Contact  Jack  W. 
Milder,  M.D.,  Research  Department, 
American  Cancer  Society,  Inc.,  219 
East  42nd  Street,  New  York,  N.Y. 
10017. 

Hematology:  Current  Concepts  and 
Developments;  sponsored  by  the  Uni- 
versity of  California  Center  for  Health 
Sciences,  fee  A.  C.  P.  members  $60, 
nonmembers,  $100,  September  18-21, 
1967.  Contact  Edward  C.  Rosenow, 
Jr.,  M.D.,  Executive  Director,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Problems  in  Cardiology,  Ilikai 
Hotel,  Honolulu,  Hawaii,  Scientific 
Session.  Contact  your  local  Heart 
Chapter  or  write  to  Pennsylvania 
Heart  Association. 

Clinical  Cardiology;  Loma  Linda 
University  Medical  Center,  Loma 
Linda,  Calif.,  October  2-6,  1967,  spon- 
sored by  the  American  College  of 
Physicians,  fee  $60  members,  $100 
nonmembers.  Contact  Edward  C. 
Rosenow,  Jr.,  M.D.,  American  College 
of  Physicians,  4200  Pine  Street,  Phil- 
adelphia 19104. 

Renal  Diseases  and  Fluid  and  Elec- 
trolyte Balance;  University  of  Wash- 
ington, Seattle,  Wash.,  October  9-13, 
1967,  sponsored  by  the  American  Col- 
lege of  Physicians,  fee  $60  members, 
$100  nonmembers.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Neurologic  Aspects  of  Internal 
Medicine;  Duke  University  Medical 


Center,  Durham,  N.C.,  November  15- 
18,  1967,  sponsored  by  the  American 
College  of  Physicians,  fee  $60  mem- 
bers, $100  nonmembers.  Contact  Ed- 
ward C.  Rosenow,  Jr.,  M.D.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Medical  Genetics;  University  of 
Michigan  Medical  School,  Ann  Arbor, 
Mich.,  November  27-30,  1967,  spon- 
sored by  the  American  College  of 
Physicians,  fee  $60  members,  $100 
nonmembers.  Contact  Edward  C. 
Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Cardiopulmonary  Problems  in  Chil- 
dren; sponsored  by  American  College 
of  Chest  Physicians,  September  21- 
23,  1967,  Holiday  Inn,  Chicago,  Illi- 
nois. Clinical  Cardiopulmonary  Phy- 
siology; Knickerbocker  Hotel,  Chi- 
cago, Illinois,  November  6-10,  1967. 
Diagnosis  and  Treatment  of  Diseases 
of  the  Heart  and  Lungs;  Barbizon- 
Plaza,  New  York  City,  November  13- 
17,  1967.  Contact  the  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois 
60611. 

Laryngology  and  Bronchoesophagol- 

ogy;  College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Cen- 
ter, Chicago,  November  6-17,  1967. 
Contact  the  Department  of  Otolaryng- 
ology, College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Cen- 
ter, P.O.  Box  6998,  Chicago,  Illinois 
60680. 

Gastroenterology;  American  Col- 
lege of  Gastroenterology  at  The  Bilt- 
more,  Los  Angeles,  Calif.,  November 
2-4,  1967.  Contact  the  American  Col- 
lege of  Gastroenterology,  33  West  60th 
Street,  New  York,  N.Y.  10023. 

Current  Concepts  in  Cardiology; 

sponsored  by  the  Institute  for  Cardi- 
ovascular Diseases  at  Good  Samaritan 
Hospital,  1033  East  McDowell  Road, 
Phoenix,  Arizona,  January  10,  11,  12, 
1968.  Contact  Mr.  William  B.  Nelli- 
gan.  Executive  Director  for  the  Ameri- 
can College  of  Cardiology,  9650  Rock- 
ville Pike,  Washington,  D.C.  20015. 


. About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 
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Meetings 


SEPTEMBER 

Twenty-seventh  Congress  on  Occupational  Health,  Regency 
Hyatt  House,  Atlanta,  Georgia,  September  25-26, 
1967. 

Annual  Fall  Meeting  of  the  Pennsylvania  Chapter  of  the 
American  Academy  of  Pediatrics,  Bedford  Springs 
Hotel,  Bedford,  Pennsylvania,  September  22-24,  1967. 


OCTOBER 


Fifteenth  Annual  Scientific  Meeting,  American  Society  of 
Cytology,  October  21-23,  1967,  Denver-Hilton  Hotel, 
Denver,  Colorado.  Contact  Warren  R.  Lang,  M.D., 
1025  Walnut  Street,  Philadelphia  19107. 

Fourth  Annual  Meeting,  Eastern  States  Drug  Officials 
Association,  October  27,  1967,  Warwick  Hotel,  Phila- 
delphia. 

Annual  Clinical  Congress,  American  College  of  Surgeons, 
October  2-6,  1967,  Chicago,  Illinois. 


NOVEMBER 


Fifth  Annual  Meeting,  New  York  State  Action  for  Clean 
Air  Committee,  November  8,  1967,  Hotel  Utica,  Utica, 
New  York. 

Conference  on  Aging  and  Long-term  Care,  American  Med- 
ical Association,  November  2,  3,  1967,  Emerson  Hotel, 
Baltimore,  Maryland. 

Fourth  Annual  Conference  on  Respiratory  Therapy,  Amer- 
ican Society  of  Anesthesiologists,  November  9-11, 
1967,  Statler-Hilton  Hotel,  Boston,  Massachusetts. 

Thirteenth  Annual  Meeting,  American  Association  for  In- 
halation Therapy,  November  11-16,  1967,  Los 

Angeles. 

Ninth  Latin  American  and  Tenth  Argentine  Congress  of 
Anesthesiology,  American  Society  of  Anesthesiolo- 
gists, November  21-25,  1967,  Buenos  Aires,  Argentina. 

Forty-third  Congress  of  the  Pan  American  Medical  As- 
sociation, November  26-30,  1967,  Buenos  Aires,  Ar- 
gentina. 


DECEMBER 

ty- first  Postgraduate  Assembly  in  Anesthesiology, 
York  State  Society  of  Anesthesiologists,  Decem- 
er  11-13,  1967,  New  York  City. 


removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 

® 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID  ® (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  ( yellow , uncoated  tablets  “P") 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

1 00s,  500s,  4000s 


WM.  P.  POYTHRF.SS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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PENNSYLVANIA  MEDICIM 


itroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


"The  micro-dialysis  ceil.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration,  Jr  " 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence  of  fluid  is  required.  J 


'NITROSPA, . 

nitroglycerin 


brand  of 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBP-TD  (phenformin  HCI) 


i 

j 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


T 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


- 


ged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 


nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Tips  for  Differential  Diagnosis  and  Treatment  of  Earache 


ROBERT  J.  WOEFSON,  M.D. 

The  Presbyterian-University  of  Pennsylvania  Medical  Center 


It  is  sometimes  difficult  to  identify 
the  cause  of  earache.  There  are  at 
least  five  different  diseases  which 
might  be  the  culprits,  in  addition  to 
five  or  more  types  of  injuries,  any 
one  of  which  could  send  to  you  a 
distraught  parent  clutching  a scream- 
ing child  or  an  adult  with  hand 
cupped  over  his  ear  in  an  effort  to 
alleviate  the  pain.  In  most  cases  ear- 
ache is  indeed  a painful  experience 
and  one  which  demands  the  utmost 


care  in  diagnosis  since  the  disease 
is  subject  to  complications  which 
may  affect  the  meninges  and  even 
threaten  life  itself. 

To  help  the  student,  intern  or  resi- 
dent with  this  problem,  the  chart 
presentation  below  reviews  some  of 
the  common  local  causes  of  earache, 
outlines  treatment,  and  summarizes 
the  remote  causes  of  referred  ear- 
ache. The  charts  have  been  pre- 
pared especially  for  the  general  prac- 


titioner in  cooperation  with  the  Penn- 
sylvania Academy  of  Ophthalmology 
and  Otolaryngology. 

Portions  of  this  material  originally  ap- 
peared in  Consultant  and  are  repro- 
duced by  permission  of  Smith  Kline 
& French  Laboratories,  Philadelphia. 
All  material  supplied  through  the 
courtesy  of  the  Pennsylvania  Academy 
of  Ophthalmology  and  Otolaryngol- 
ogy. 


TABLE  I 

COMMON  LOCAL  CAUSES  OF  EARACHE 


ACUTE  OTITIS  MEDIA 

An  acute,  suppurative  infection  of  the  middle  ear:  the  most  common  local  cause  of  earache. 
Cause:  Pathologic  organisms  from  the  nasopharynx.  More  than  half  the  time  due 
to  Streptococcus  but  sometimes  to  Pneumococcus  or  Staphylococcus. 


Symptoms 

Fever,  irritability  and  crying  in  a baby;  older  children 
and  adults  have  fever  and  pain  deep  within  the  ear; 
boring,  or  throbbing,  it  may  radiate  over  the  mastoid 
section.  Pain  increases  as  infection  progresses.  Drum 
appears  diffusely  reddened  in  early  stage.  Later  the 
reflected  cone  of  light  at  the  umbo  and  other  normal 
landmarks  are  lost. 

SEROUS  OTITIS  MEDIA 


Treatment 

Often  myringotomy,  although  in  the  early  stages  the 
infection  can  be  effectively  treated  with  penicillin,  sulfa, 
or  the  broad-spectrum  antibiotics.  Later,  when  the 
eardrum  begins  to  bulge,  this  is  usually  most  noticeable 
in  the  posterior  quadrant.  It  indicates  a ripe,  well- 
localized  abscess  which  requires  drainage  by  myrin- 
gotomy. Continue  treatment  with  antibiotics  till  in- 
fection disappears. 


Sterile  fluid  in  the  middle  ear. 

Cause:  Often  follows  acute  otitis  media.  Retention  of  sterile  inflammatory  exudate  in 
the  middle  ear.  It  accounts  for  a large  percentage  of  the  mild  hearing  loss 
in  children.  Many  physicians  overlook  or  do  not  suspect  the  disease. 


Symptoms 

The  eardrum  has  a dull,  dusky  look,  a peculiar  slate- 
blue  coloration,  with  loss  of  normal  transparence  and 
light  reflex.  No  alarming  symptoms — generally  no 
fever,  pain  or  even  discomfort — except  a feeling  of 
fullness,  and  a small  loss  of  hearing.  May  lead  to  mas- 
toiditis, even  though  the  fluid  is  believed  sterile.  If 
symptoms  exist  a month  after  acute  otitis  media  has 
passed,  the  patient  probably  has  serous  otitis  media  . . . 
but  a month's  time  should  be  given  before  diagnosis 
is  definitely  made.  Sometimes  a mild  hearing  loss  is  the 
only  clearly  determinable  symptom.  Nose  and  throat 
are  essentially  normal.  Tuning  forks  in  a quiet  atmos- 
phere will  establish  or  rule  out  the  presence  of  hear- 
ing loss. 

Treatment 

not  diagnosed  and  treated  early,  chronic  adhesive, 

f LLOUS  myringitis 

A viral  infection  of  the  eardrum. 

Symptoms 

:ver,  sharp  pain,  sudden  onset,  and  a feeling  of 


otitis  media  may  result  which  leads  to  cholesteatoma, 
and  extensive  damage  to  the  sound-conducting  struc- 
tures of  the  middle  ear.  If  detected  early,  the  fluid  is 
aspirated. 

In  the  Weber  tuning  fork  test,  the  sound  will  be  heard 
better  by  the  affected  ear;  the  Rinne  test  will  be 
negative.  Air  conduction  threshold  values  will  be  vari- 
able; bone  conduction  tests  stable.  Myringotomy  may 
be  used  for  diagnosis  and  aspiration.  Conservative 
treatment  with  antibiotics,  antihistamines  or  vasocon- 
strictors is  of  little  value.  Nothing  less  than  incision 
of  the  drum  and  complete  removal  of  the  fluid  is 
truly  effective. 

Myringotomy  and  aspiration  will  cure  serous  otitis  media 
most  of  the  time.  Where  it  doesn't  and  fluid  reforms 
the  patient  may  require  allergic  study  and  management, 
plus  long-term  medication  and  repeated  aspiration  and 
drainage.  Refer  cases  of  this  type  to  an  otologist. 

Treatment 

Pain  is  caused  by  pressure  of  the  fluid  within  the 


Table  1 — (Continued) 


fullness  in  the  ear.  Otoscopic  examination  will  show 
blisters  on  the  eardrum  that  sometimes  appear  yellow- 
ish or  bluish  and  contain  a clear  fluid.  There  may 
be  a single  blister  or  many.  The  unaffected  portion  of 
the  drum  usually  remains  grayish-red. 


blister  and  is  relieved  by  gently  rupturing  it  with  a 
sharp  instrument,  thus  releasing  the  fluid.  Be  careful 
not  to  rupture  the  drum.  Unless  secondary  bacterial 
infection  is  present,  bullous  myringitis  generally  sub- 
sides without  the  use  of  antibiotics. 


ACUTE  OTITIS  EXTERNA 

Skin  infection  of  the  external  ear  canal. 

Cause:  Most  acute  cases  caused  by  bacteria,  usually  Pseudomonas  aeruginosa  or 
Staphylococcus.  Common  during  summer  when  swimming  and  increased 
humidity  increase  the  chance  for  infection. 

Infectious  contact  eczematoid  dermatitis.  Patients  usually  have  history  of 
chronically  discharging  ear.  Eardrum  perforation  may  he  seen. 

Seborrheic  dermatitis  (greasy  scale  usually  visible). 


Psoriasis. 

Otomycosis — Aspergillus  niger. 

Symptoms 

Severe  pain  caused  by  pressure  (of  tightened  skin  due 
to  swelling)  on  sensory  nerves  against  the  bony  ear 
canal.  Movement  of  the  jaw,  pressure  of  the  tragus, 
or  movement  of  the  auricle  increases  the  pain.  Ear 
canal  appears  narrow  because  of  the  edema  and  contains 
some  inflammatory  debris.  Although  the  skin  is  acutely 
inflamed,  the  drum  itself  may  show  little  or  no  change. 
Slight  fever  may  be  present.  Tenderness  may  occur 
over  mastoid,  in  the  cervical  region  or  in  front  of 
the  tragus.  Negligible  hearing  loss. 


FURUNCLE 


Treatment 

Clean  the  ear  canal  and  apply  topical  antibiotics.  Wipe 
out  with  cotton-tipped  applicators  or  irrigate  the  canal 
with  hypertonic  saline  solution  (one  oz.  of  salt  in 
a quart  of  water).  Then  saturate  a cotton  or  gauze 
wick  with  the  antibiotic  by  applying  it  directly  to  the 
wick.  Allow  the  canal  to  dry  thoroughly  before  apply- 
ing the  medication.  The  patient  can  then  keep  his 
ear  canal  bathed  in  the  prescribed  antibiotic  solution 
by  applying  it  directly  to  the  wick.  Pain  during  first 
2 or  3 days  usually  requires  a systemic  analgesic  such 
as  codein  or  meperidine  (Demerol).  The  more  acute 
and  weeping  the  lesion,  the  milder  the  medication 
must  be. 


An  abscess  in  the  hair  follicles  or  sebaceous  glands  of  the  lateral  half  of  the  skin  of  the  ear  canal. 
Produced  usually  by  Staphylococcus  aureus. 


Symptoms 

Great  pain.  The  canal  at  the  side  of  the  abscess  is 
swollen,  red  and  so  tender  that  only  the  smallest  ear 
speculum  may  possibly  be  introduced.  Even  the  slight- 
est movement  of  the  tragus  or  movement  of  the  auricle 
is  acutely  painful. 

INJURIES 


Treatment 

Dangerous  to  incise  and  drain  because  there  is  real 
danger  of  spreading  the  infection  into  the  deeper  tissues 
such  as  the  perichondrium  and  cartilage.  Treatment 
should  include  systemic  antibiotics,  local  application  of 
heat  and  analgesics. 


Cause:  Traumatic  perforations  of  the  eardrum  occur  when  an  extreme  pressure  is 
exerted  on  the  thin  and  delicate  drum  membrane.  The  most  common  cause 
is  a hard  slap  on  the  ear. 


Symptoms 

Slap  results  in  a triangular  perforation  in  the  pars  tensa. 
Margins  of  the  perforation  usually  contain  some  fresh, 
dry  blood.  The  rest  of  the  tympanic  membrane  ap- 
pears normal  and  there  is  no  discharge  or  inflammatory 
reaction  unless  the  perforation  is  a few  days  old  and 
secondary  infection  has  occurred.  If  infected,  the  ear 
canal  may  be  inflamed  and  narrowed. 


FOREIGN  BODIES 


Treatment 

For  a perforated  eardrum,  prescribe  oral  antibiotics  but 
avoid  local  medication.  Keep  ear  plugged  with  cotton 
and  dry.  Without  infection  no  treatment  is  required 
for  perforation  other  than  advising  patient  to  keep 
the  canal  plugged  with  sterile  cotton  and  cautioning 
him  to  avoid  getting  water  into  the  ear.  Ear  drops  are 
not  indicated.  But  if  the  perforation  exists  beyond 
1 or  2 weeks,  or  if  drainage  develops,  the  patient  should 
be  referred  to  an  otologist  for  further  treatment. 


If  the  foreign  body  is  large  and  wedged  in,  refer  the  patient  to  an  otologist. 

Cause:  Bugs,  beans,  peas,  peanuts,  fruit  seeds,  gravel,  erasers,  beads,  and  tips  of  pencils 
are  some  of  the  animal,  vegetable  and  inorganic  objects  sometimes  found  in 
ears. 
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Symptoms 

Bugs  cause  discomfort  and  pain  if  they  buzz  or  bite; 
vegetable  and  inorganic  objects  may  not  be  too  un- 
comfortable, or  they  may  cause  earache  or  hearing 
loss. 

Treatment 

Treat  infection  first.  Prescribe  oral  antibiotics  plus 
local  application  of  antibiotic  drops  until  the  inflamma- 
tion subsides;  then  attempt  extraction. 

Animal — Kill  the  bug,  ant,  or  whatever  first  by  filling 
the  ear  with  alcohol,  ether,  or  mineral  oil,  or  even 
water.  After  the  bug  dies,  it  usually  a simple  matter 
to  flush  it  out  with  an  ear  syringe  and  lukewarm 


water.  Occasionally,  you  may  have  to  pluck  it  out 
with  a forceps. 

Vegetable — These  absorb  water.  Never  try  to  flush 
them  out;  they  may  swell  up  and  become  embedded. 
Remove  them  with  a fine  forceps,  hook,  or  dull  curette. 
Unless  you  have  had  experience  or  special  training  in 
using  these  instruments,  you  may  prefer  to  let  an  otolo- 
gist do  it. 

Inorganic  objects — If  the  object  lies  loosely,  you  may 
be  able  to  flush  it  out.  If  not,  try  mechanical  removal. 
If  the  object  has  flat  surfaces,  grasp  it  firmly  with  a 
finely  serrated  forceps  and  pull  gently.  As  soon  as  you 
feel  resistance,  let  go  and  try  again.  Never  forcibly 
pull  anything  out  of  the  ear  against  strong  resistance. 


TABLE  II 


REMOTE  CAUSES  OF  REFERRED  EARACHE 


Causes:  Usually  distant  lesions.  Since  the  sensory  nerves  of  the  ear  include  the 
auriculotemporal  branch  of  the  trigeminal  nerve  and  the  auricular  branch 
of  the  vagus  nerve  (Arnold’s  nerve),  any  disease  process  that  affects  the 
distribution  of  either  of  these  two  major  cranial  nerves  can  produce  earache. 
Referred  pain  may  be  the  result  of  a lesion  when  the  ear  examination  does 
not  reveal  enough  to  account  for  the  patient’s  symptoms.  Suspect  remote 
causes  whenever  you  find  this  condition  of  the  ear. 


Oropharynx 


Teeth 


I.arynx 


Nasopharynx 


Often  causes  earache.  Frequently  oc- 
curs a few  days  after  tonsillectomy. 
Patient  thinks  it  due  to  complicating 
infection,  but  eardrum  is  almost  always 
normal.  By  the  same  mechanism, 
acute  tonsillitis,  peritonsillar  abscess  or 
pharyngeal  malignancies  may  produce 
earache  as  the  chief  symptom. 

Diseases  of  the  lower  jaw.  Common 
dental  conditions,  such  as  dental  caries, 
abscesses  and  impacted  wisdom  teeth. 

Laryngeal  lesions,  such  as  inflammation, 
ulceration  or  neoplasms  involving  the 
body  of  the  larynx,  the  epiglottis  and 
the  pyriform  sinuses. 

Malignant  lesions  quickly  produce  ear- 
ache even  in  their  early  stages.  Less 
often  temporomandibular  joint  disease, 
sinus  disease  and  sphenopalatine  neur- 
algia. 


Systematically  examine  the  throat,  nose,  mouth  and 
teeth  for  symptoms  and  possible  causes  of  unexplained 
earaches.  In  such  patients,  mirror  laryngoscopy  should 
be  routine  and  should  include  inspection  of  the  vocal 
cords,  the  epiglottis,  and  the  pyriform  sinuses.  Posterior 
rhinoscopy  and  nasopharyngoscopy  are  also  helpful 
since  they  allow  good  inspection  of  the  entire  naso- 
pharynx, an  area  that  is  seldom  examined. 

Finally,  do  not  overlook  x-ray  examination  of  the 
mastoids,  teeth,  sinuses  and  pharynx.  You  may  find  it 
helpful  in  a doubtful  case  to  consult  with  a dentist  and 
an  otolarynbologist. 


TABLE  III 


SPECIAL  POINTERS  FOR  EARACHE  TREATMENT 


Use  of  anesthesia:  necessary  in  adults  if  instrument 
xtraction  is  required,  except  in  simplest  cases.  Use  a 
No.  25  or  27)  needle  attached  to  a 2-cc.  syringe, 
iject  the  anesthetic  solution  subcutaneously  around 
ternal  auditory  meatus.  In  children  even  the 
instrument  extraction  usually  requires  general 
; ''esia  to  avoid  a struggle. 


To  stop  bleeding:  Apply  Gelfoam  or  cotton  soaked  in 
epinephrine.  Prescribe  an  antibiotic  ointment  to  ac- 
celerate healing. 

Anticipate  itching,  allergic  reaction  or  secondary  in- 
fection. Tell  your  patient  to  expect  these  reactions  and 
to  return  for  treatment  if  they  do  occur. 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 


Once  a day,  every  day 


ENDURON 

METHYCIOIHIAZIDE 


wimao 


DAILY 

DOSAGE 

RANGE 

Minimum 

Usual 

Intermediate 

Maximum 

1) 

JJ 

111  J 

OiJJ 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide  I 10  mg.  methyclothiazide 
0.375  mg.  deserpidine  ; 0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


-I- 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.1-2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYL 

PARGYLINE  HYDROCHLORIDE 


; r:  MQLME 

ijj  mydco 

;rss«  U CHUWM 


DAILY 

Minimum 

Usual  starting 

Intermediate 

Maximum 

DOSAGE 

RANGE 

g§ 

1 LJv 

J J J 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

7.  Brest  A.  V.,  st  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  7..  Pargyline  Hydrochloride,  Hypertension.  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON M 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


DAILY 

DOSAGE 

RANGE 


; Minimum 

Usual  starting  ; 

j 

! M : 

- . : 

12.5  mg.  pargyline 

25  mg.  pargyline 

I hydrochloride  and  2.5  mg. 

hydrochloride  and  5 mg. 

• methyclothiazide 

methyclothiazide  ; 

Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


^ 50  mg.  pargyline 

I hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON* 


ENDURONYl! 


METHYCLOlHIflZIOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been;  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt"  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL* 


EUTRON™ 


PARGYLINE  HYDROCtILORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 


TM-Trademark. 


Deaths 

Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O J.  DeWitt  Jackson,  Mt.  Airy, 
N.C.;  University  of  Michigan  School 
of  Medicine,  1913;  age  80;  died  May, 
1967.  We  have  received  no  informa- 
tion regarding  survivors. 

Howard  C.  Thompson,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1926;  age  68; 
died  June  7,  1967.  Dr.  Thompson 
served  in  the  National  Guard  Reserves 
during  World  War  II.  He  is  survived 
by  his  wife  and  his  mother. 

O Clarence  M.  Hawke,  Harris- 
burg; Medical  College  of  Virginia, 
1937;  age  58;  died  June  6,  1967.  Dr. 
Hawke  served  on  the  staff  of  Harris- 
burg State  Hospital  and  was  a fellow 
of  the  American  College  of  Surgeons. 
He  is  survived  by  his  wife,  son  and 
parents. 

O Homer  L.  Hill,  Johnstown;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1912;  age  79;  died  June  15,  1967. 
Dr.  Hill  had  been  on  the  surgical 
staff  and  associate  gynecologist  at 
Mercy  Hospital  since  1914.  We  have 
received  no  information  regarding  sur- 
vivors. 

O Robert  N.  Cowrie,  San  Diego, 
California:  University  of  Pennsylvania 
School  of  Medicine,  1911;  age  78; 
died  July  4,  1967.  Dr.  Lowrie  is 
survived  by  two  sons  and  a daughter. 

G.  Irving  Naylor,  Johnstown;  age 
80;  died  June  27,  1967.  Dr.  Naylor 
had  served  as  chief  of  surgery  at  Lee 
Hospital,  Johnstown  for  thirty  years 
and  was  a member  of  the  American 
College  of  Surgeons.  His  wife  sur- 
vives. 

O Donald  N.  Tsehan,  Philadelphia; 
Hahnemann  Medical  College,  1948; 
age  46;  died  July  6,  1967.  Dr.  Tsehan 
was  an  instructor  in  dermatology  at 
Temple  and  University  Hospitals,  and 
was  a member  of  the  American  Aca- 
demy and  the  Philadelphia  Society  of 
Dermatology.  Survivors  include  his 
wife,  a daughter  and  two  sons. 

Arthur  E.  Bogart,  St.  Petersburg, 
Florida;  University  of  Pennsylvania 
School  of  Medicine,  1899;  age  89; 
died  July  4,  1967.  His  wife  survives. 


Isadore  Aronowitz,  Altoona;  State 
University  of  New  York  Downtown 
Medical  Center,  Brooklyn;  age  66; 
died  April  14,  1967.  Dr.  Aronowitz 
is  survived  by  his  brother. 

John  T.  Black,  Scranton;  Hahne- 
mann Medical  College,  1899;  age  90; 
died  July  19,  1967.  Dr.  Black  is  sur- 
vived by  two  daughters,  three  sisters, 
and  two  grandchildren. 

O Albert  C.  Haas,  Williamsport; 
Jefferson  Medical  College,  1924;  age 
74;  died  July  21,  1967.  Dr.  Haas 
was  on  the  consulting  staff  of  Wil- 
liamsport and  Divine  Providence  Hos- 
pitals, Wilkes-Barre.  He  was  a past 
president  of  the  Lycoming  County 
Medical  Society.  Survivors  include 
his  wife  and  two  daughters. 

O Jack  H.  Hamill.  Latrobe;  Uni- 
versity of  Michigan  School  of  Medi- 
cine, 1918;  age  73;  died  July  20,  1967. 
Dr.  Hamill  was  senior  surgeon  at  La- 
trobe Hospital  and  a fellow  of  the 
American  College  of  Surgeons.  He 
served  on  the  Board  of  Censors  of 
Westmoreland  County  Medical  Soci- 
ety in  1964.  His  wife,  two  brothers, 
and  three  sisters  survive. 

O Maurice  E.  Hodgdon,  Pittsburgh; 
University  of  Vermont  College  of 
Medicine,  1925;  age  66;  died  July 
23,  1967.  Dr.  Hodgdon  was  on  the 
staff  of  Presbyterian  University  Hos- 
pital and  a member  of  the  Pittsburgh 
Obstetrical  and  Gynecological  Society 
and  the  American  Academy  of  Sur- 
geons. Surviving  are  his  wife,  a daugh- 
ter and  a sister. 

O Edward  R.  Maciejewski,  Scran- 
ton; New  York  Medical  College,  1955; 
age  41;  died  July  21,  1967.  He  is 
survived  by  his  wife. 

O John  E.  Newhouse,  East  Pitts- 
burgh; Jefferson  Medical  College, 
1916;  age  73;  died  July  21,  1967.  Dr. 
Newhouse  was  on  the  staff  of  Brad- 
dock  General  Hospital  and  was  hon- 
ored in  1966  by  the  Allegheny  County 
Medical  Society  for  his  fifty  years  of 
service  as  a physician.  He  is  survived 
by  his  wife,  two  daughters,  a son  and 
two  sisters. 

O Frederick  Anishel,  Pittsburgh; 
University  of  Pennsylvania  School  of 
Medicine,  1921;  age  70;  died  June 
28,  1967.  Dr.  Anishel  was  on  the 
staffs  of  Allegheny  General  and  Mon- 
tefiore  Hospitals  and  a fellow  of  the 
American  Academy  of  Dermatology 
and  Syphilology.  Survivors  include  his 
wife  and  daughter. 


O William  A.  Bradshaw,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1918;  age  75;  died  June 
27,  1967.  Dr.  Bradshaw  was  a past 
president  of  the  Allegheny  County 
Medical  Society  and  associate  profes- 
sor emeritus  at  the  University  of  Pitts- 
burgh School  of  Medicine.  He  is  sur- 
vived by  his  wife,  a son  and  two 
daughters. 

O Max  A.  Elias,  Norristown;  Uni- 
versity of  Lausanne  School  of  Medi- 
cine, Switzerland,  1943;  age  52;  died 
April  3,  1967.  Dr.  Elias  was  on  the 
staffs  of  Haverford  State  Hospital  and 
Norristown  State  Hospital.  We  have 
received  no  information  regarding 
survivors. 

O Charles  P.  Henry,  West  Lawn; 
University  of  Pennsylvania  School  of 
Medicine,  1909;  age  84;  died  June  30, 
1967.  Dr.  Henry  was  the  organizer 
and  first  officer  of  the  Reading  Health 
Department  in  1912.  He  also  started 
the  urological  department  at  Reading 
Hospital  and  served  as  its  chief  from 
1914  to  1949.  Surviving  are  his  wife 
and  two  sons. 

Robert  A.  Kimbrough,  Tucson.  Ari- 
zona; University  of  Pennsylvania 
School  of  Medicine,  1922;  age  68; 
died  July  1,  1967.  Dr.  Kimbrough 
was  a member  and  past  president  of 
the  American  Gynecological  Society 
and  the  Philadelphia  Obstetrical  So- 
ciety. He  is  survived  by  his  wife, 
two  sons,  two  sisters  and  six  grand- 
children. 

O Wilbur  H.  Miller,  New  Oxford; 
Jefferson  Medical  College,  1926;  age 
68;  died  July  12,  1967.  Dr.  Miller 
was  president  of  Adams  County  Medi- 
cal Society  in  1934.  Survivors  include 
his  wife,  a daughter,  a son,  a brother 
and  five  sisters. 

O John  C,  Simpson,  Norristown; 
University  of  Pennsylvania  School  of 
Medicine,  1912;  age  79;  died  July  9, 
1967.  Dr.  Simpson  received  the  Penn- 
sylvania Medical  Society  award  in 
1962  for  fifty  years  of  service  as  a 
physician.  He  is  survived  by  his  wife 
and  son. 

O Marshall  B.  Sponsler,  DeWitt, 
N.Y.;  Johns  Hopkins  School  of  Medi- 
cine, 1911;  age  83;  died  July  6,  1967. 
Dr.  Sponsler  was  an  associate  profes- 
sor at  University  of  Pennsylvania 
School  of  Medicine  and  a member  of 
the  National  Board  of  Otolaryngology. 
Surviving  are  a daughter,  a sister  and 
a grandson. 
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ORIGINAL  PAPERS 


Aging,  Arteriosclerosis 
and  Anticoagulants 

The  prevention  of  intravascular  thrombosis  is  essential  if  many  of 
the  pathological  changes  associated  with  old  age  are  to  be  postponed 


ARTHUR  C.  WALSH,  M.D. 
Pittsburgh,  Pennsylvania 

Intensive  research  over  the  past  few 
years  has  yielded  many  facts  and 
theories  in  relation  to  arterioscle- 
rosis and  its  secondary  effects.  The 
thesis  of  this  paper  is  that  we  can 
now  organize  some  of  this  knowledge 
and  apply  it  effectively  to  prevent  the 
more  serious  complications  of  arterio- 
sclerosis in  a worthwhile  number  of 
carefully  selected  patients.  In  these 
people  the  ravages  of  aging  may  be 
prevented  or  at  least  delayed  to  a 
considerable  degree. 

The  purpose  of  this  paper  is  three- 
fold: 

1.  To  present  evidence  in  favor 
of  the  above  thesis. 

2.  To  suggest  that  if  the  thesis  is 
correct  then  we  are  now  able 
to  prevent  in  some  people  the 
onset  of  what  we  call  “old 
age.” 

3.  To  stimulate  further  research 
to  test  the  above-mentioned 


■ Dr.  Walsh  is  associated  with  the 
Western  Pennsylvania  Psychiatric  In- 
stitute and  Clinic,  Pittsburgh. 


theories  and,  if  they  proved  to 
be  correct,  to  stimulate  safer 
means  of  preventing  arterial 
narrowing  and  intravascular 
thrombosis. 

First  let  us  consider  some  of  the 
present  thinking  on  these  matters.  “A 
man  is  as  old  as  his  arteries”  is  an 
aphorism  that,  medically  speaking, 
has  done  both  good  and  harm.  Good, 
because  it  focused  attention  on  the 
importance  of  an  efficient  arterial  sys- 
tem in  the  preservation  of  the  health 
of  tissue.  Harm,  because  it  intimates 
that  the  basic  problem  in  old  age  is 
a mysterious  and  inevitable  “aging 
process”  of  the  entire  arterial  system. 

Is  it  correct  to  in  this  way  use  the 
word  “old”  to  indicate  deterioration 
rather  than  the  simple  passage  of 
years?  Is  it  not  common  for  an  older 
man  to  have  a better  functioning  brain 
than  many  younger  men?  Is  it  not 
possible  for  a younger  man  to  have 
gangrene  of  the  leg  or  degeneration 
of  his  heart,  while  many  of  his  older 
acquaintances  have  healthy  legs  or 
hearts?  You  may  say  that  such  facts 
prove  that  “a  man  is  as  old  as  his 
arteries” — that  the  younger  victims  do 
indeed  have  “old  arteries.”  But  it 
would  seem  that  the  only  conclusion 
we  really  are  justified  in  drawing  is 
that  these  patients  have  a narrowing 
of  an  artery  leading  to  the  brain,  to 
the  heart,  or  to  the  leg  sufficient  to 
cause  deterioration  of  the  tissue  sup- 
plied by  that  artery.  So  are  we  really 
justified  in  labelling  the  whole  man 
“old”  simply  because  one  part  of  him 
has  changes  more  commonly  found  in 
older  people? 


While  all  this  may  seem  an  unnec- 
essary haggling  over  word  usage,  a 
clear  understanding  of  what  we  are 
talking  about  is  important.  For  it  is 
only  if  we  think  accurately  and  fac- 
tually about  this  fairly  nebulous  sub- 
ject that  we  will  have  a chance  to 
solve  the  problems  presented.  For  ex- 
ample, the  term  “generalized  arterio- 
sclerosis” has  closed  our  minds  for 
years  to  the  hopeful  fact  that  arterio- 
sclerosis frequently  is  not  generalized 
but  rather  is  localized,  and  that  the 
damage  it  does  results  not  from  ar- 
teriosclerosis per  se  but  from  the  in- 
terference with  the  blood  flow  distal 
to  the  arterial  segment  narrowed  by 
that  arteriosclerosis.  The  extensive 
work  of  DeBakey  1 in  replacing  hun- 
dreds of  such  narrowed  arteries  with 
teflon  grafts  and  having  the  patients 
function  well  for  years  afterwards  is 
some  proof  of  this  concept. 

It  seems,  then,  that  we  should  con- 
ceive of  arteriosclerosis  not  as  an  in- 
evitable and  generalized  wearing  out 
process  of  old  age  but  as  a pathologi- 
cal entity,  like  cancer  or  diabetes. 
While  they  may  all  occur  more  com- 
monly in  older  people,  they  do  have 
more  important  characteristics  in  com- 
mon: 

1.  There  may  be  more  than  one 
causative  factor  involved. 

2.  They  may  be  prevented  to 
some  degree. 

3.  It  may  be  possible  to  prevent 
them  from  harming  the  pa- 
tient by  using  medical  or  sur- 
gical therapy. 

You  may  now  justifiably  ask: 
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"What  about  the  popularized  picture 
of  generalized  aging — ‘sans  hair,  sans 
teeth,  sans  sense — sans  everything?’ 
Does  not  this  mean  that  all  the  cells 
of  the  body  automatically  deteriorate 
with  age  so  that  all  the  organs  grad- 
ually cease  functioning?”  Actually, 
this  seems  to  be  the  exception  rather 
than  the  rule.  It  is  unusual  to  see  a 
patient  with  all  tissue  degenerating — 
blind,  deaf,  senseless,  gangrenous. 
Bald,  yes;  toothless,  yes — but  these  also 
commonly  occur  long  before  “old  age” 
arrives.  Contrary  to  this  common  con- 
ception of  old  age  we  mostly  find 
isolated  areas  of  damage — a gangren- 
ous leg,  a myocardial  infarction,  loss 
of  hearing,  etc.  It  is  true  that  in 
older  people  these  lesions  are  not  in- 
frequently found  in  various  combina- 
tions, but  they  appear  to  have  no  di- 
rect relationship  to  each  other  nor 
are  they  specifically  related  to  old  age. 

Wherein  then  does  the  confusion 
arise  that  attributes  so  many  things 
simply  to  “aging?”  There  seem  to 
be  two  sources:  first,  the  chance  of 
a combination  of  lesions  increases  the 
longer  one  lives,  and  secondly,  the 
secondary  effects  of  a lesion  can  be 
widespread.  For  example:  a man 

deaf  from  otosclerosis  may  become 
blind  from  cataracts  as  he  grows  older 
and  will  then  be  very  much  more 
disabled  than  if  he  had  only  one  dis- 
ability. If  we  add  to  this  his  emotional 
reaction  and  his  social  situation  we 
can  readily  see  that  he  may  be  either 
a well-adjusted  marvel  (for  example, 
Helen  Keller),  or  a hopeless,  helpless 
invalid.  A preceding  unstable  per- 
sonality and  a poor  and  friendless  so- 
cial situation  could  lead  to  maladjust- 
ment and  inactivity  and  this  would 
cause  his  other  bodily  functions  to 
deteriorate  from  disuse — his  mind, 
his  muscles,  etc.  Similarly  a stroke 
or  a myocardial  infarction  may  take 
a man  from  his  accustomed  job  or 
routine  with  a consequent  loss  of 
some  of  his  other  bodily  functions 
from  disuse.  And  the  narrowing  of 
a carotid  artery  by  itself  may  cause 
no  trouble  until  the  blood  clots  distal 
to  the  stenosis  or  until  a myocardial 
infarction  reduces  the  general  blood 
pressure  level,  whereupon  brain  dam- 
age occurs  as  discussed  in  the  article 
by  McGee  et  al.2  The  result  can  be 
cerebral  symptoms  which  are  not  at- 
tributable solely  to  the  carotid  steno- 
sis. Also,  we  must  not  forget  the  ad- 
ditional effects  of  depression  in  pro- 
ducing inactivity  in  some  patients: 
the  extreme  example  of  this  is  the 
marasmic  baby  who  at  the  age  of  one 
year,  as  a result  of  depression,  has 


the  appearance  of  a little  old  man. 
The  studies  of  Engel  and  Reichs- 
mann 3 on  the  effects  of  depression 
in  an  infant  illustrate  what  a powerful 
factor  this  may  be  in  producing  phy- 
sical deterioration.  So  we  would  do 
well  to  keep  in  mind  that  the  depres- 
sion which  can  follow  a stroke  or 
heart  attack  or  other  illness  in  older 
people  may  be  an  important  factor 
in  the  clinical  picture  of  aging. 

We  can  now  understand  how  com- 
plex, widespread  and  serious  effects 
can  evolve  from  a series  of  events 
which  begins  with  the  narrowing  of 
one  artery.  It  seems  to  me  that  it  is 
just  such  a series  of  events  which  of- 
ten leads  to  what  we  call  “old  age.” 
If  we  could  prevent  this  original  ar- 
terial stenosis,  would  old  age  as  we 
know  it  today  disappear?  I think  the 
answer  is  yes,  for  those  people  in 
whom  the  arterial  lesion  is  the  trigger- 
ing factor.  Already  increased  age  is 
not  the  threat  it  was  even  twenty  years 
ago.  The  replacement  of  narrowed 
arteries  has  actually  prevented  the  rest 
of  the  phenomena  of  old  age  by  keep- 
ing the  patients  active.  Treatment  of 
conditions  secondary  to  arterial  nar- 
rowing, such  as  treatment  of  a failing 
heart,  also  has  kept  people  active  and 
prevented  deterioration  elsewhere  in 
the  body.  Perhaps  we  can  prevent  the 
bad  effects  of  arterial  stenosis,  which 
are  blood  sludging  and  intra-arterial 
thrombosis,  by  the  continuous  use  of 
anticoagulants  therapy,  thus  advancing 
another  step  toward  preventing  old  age 
for  many  people. 

The  next  question  to  consider  is 
this:  are  we  at  the  present  time  in 

a position  to  prevent  these  arterial 
stenotic  lesions?  Do  we  have  enough 
knowledge  of  the  etiology,  do  we 
have  the  ability  to  make  the  diagnosis 
and  do  we  have  the  means  to  prevent 
the  development  of  such  lesions?  It 
seems  to  me  that  we  might,  in  a crude 
but  workable  way,  if  we  but  apply  the 
knowledge  gleaned  from  various  fields 
of  research.  Let  us  consider  the  fol- 
lowing seven  facts  and  theories: 

I.  The  starting  point  of  stenotic  ar- 
terial lesions  is  injury  to  the  intima 
which  results  in  a localized  thrombus 
formation. 

Duguid  *’  5 proposed  that  arterio- 
sclerotic narrowing  is  due  to  thrombi 
forming  on  the  injured  arterial  wall 
in  successive  stages,  later  becoming 
organized,  sometimes  with  plaque  for- 
mation. He  presents  impressive  evi- 
dence for  this  theory  and  later  re- 
search on  platelet  function  and  tur- 
bulence of  the  blood  flow  is  tending 


to  substantiate  his  ideas.  Mustard  et 
al,6  for  example,  have  shown  in 
their  own  studies,  and  by  an  interest- 
ing review  of  other  research,  how 
thrombus  formation  is  affected  by 
various  factors  such  as  smoking,  anti- 
coagulants, and  diet,  and  how  mural 
thrombi  become  covered  over  with 
endothelium.  It  was  also  the  opinion 
of  Pickering 7 "that  what  many  call 
‘arteriosclerosis’  of  the  carotid  is  es- 
sentially the  result  of  successive  mural 
thrombi.” 

II.  The  phenomenon  of  disseminated 
intravascular  coagulation. 

The  occurrence  of  widespread  in- 
travascular thrombosis  is  thoroughly 
discussed  hy  McKay  in  his  book  de- 
voted to  the  subject.8  He  presents  ex- 
perimental as  well  as  clinical  material 
in  a way  that  helps  to  explain  the 
hitherto  puzzling  lesions  in  many  dis- 
eases. His  concept  of  a dissemi- 
nated intravascular  coagulation  pro- 
cess as  a common  factor  helps  to  link 
seemingly  unrelated  conditions  such  as 
shock,  convulsions,  eclampsia,  hemor- 
rhagic diathesis  and  tissue  necrosis. 

III.  Tissue  death  due  to  arterial  ob- 
struction. 

It  is  a fact,  learned  from  autopsies 
and  surgery,  that  thrombotic  or  em- 
bolic occlusion  of  an  artery  will  cause 
death  of  the  tissue  supplied  by  that 
artery  if  the  collateral  blood  supply 
is  deficient.  Well  known  clinical  ex- 
amples are  myocardial  and  cerebral 
infarctions  as  well  as  gangrene  of  the 
leg. 

IV.  Narrowing  of  an  artery  can  re- 
duce or  change  the  function  of  the 
organ  it  nourishes. 

From  autopsies  and  surgery,  cor- 
related with  clinical  histories,  we  know 
that  severe  arteriosclerotic  narrowing 
of  an  artery  can  reduce  the  flow  of 
blood  to  an  organ  to  such  an  extent 
as  to  reduce  its  efficiency:  first  at 

maximum,  later  during  normal  and 
finally  even  at  minimal  use  of  the 
organ.  The  clearest  clinical  example 
occurs  with  the  narrowing  of  the 
femoral  artery — first  there  is  intermit- 
tent claudication,  then  pain  at  rest 
and  finally,  gangrene  of  the  foot. 
Coronary  artery  narrowing  can  pro- 
duce comparable  effects. 

Not  so  well  known  is  the  fact  that 
sometimes  a change  in  organ  function 
occurs,  as  in  the  production  of  ma- 
lignant hypertension  by  the  narrowing 
of  one  renal  artery.  Without  having 
any  proof  as  yet.  we  can  postulate  a 
change  in  the  function  of  the  brain 
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in  some  patients  with  narrowing  of  a 
cerebral  artery:  the  normal  activity 

of  one  area  of  the  brain  very  often 
depends  upon  its  being  coordinated 
with  several  other  areas  and  deteriora- 
tion of  one  small  area  might  thus  af- 
fect many  brain  functions.  This  would 
be  comparable  to  the  effect  of  a miss- 
ing piano  key  on  music  or  the  absence 
of  one  or  two  players  from  a sym- 
phony orchestra.  Could  this  explain 
how  the  death  of  brain  tissue  in  or- 
ganic brain  disease  causes  dementia? 

V.  We  now  have  drugs  to  prevent 
blood  from  clotting  in  the  blood  ves- 
sels. 

Anticoagulant  drugs  such  as  Hep- 
arin Sodium  * and  Dicumarol  ®** 
have  been  proven  to  decrease  greatly 
the  tendency  of  blood  to  clot.9  They 
have  been  very  successful  and  uni- 
versally accepted  in  the  treatment  and 
prevention  of  thrombophlebitis  of  the 
legs  and  in  the  prevention  of  recur- 
rent emboli.  There  seems  to  be  no 
reason  why  they  would  not  prevent 
the  clotting  of  blood  in  any  and  all 
blood  vessels  if  used  in  adequate 
doses.  Some  anticoagulants  also  re- 
duce the  tendency  of  platelets  to  ad- 
here to  the  walls  of  a glass  beaker 
according  to  Baronofsky  and  Quick.10 
They  would  also  likely  reduce  the 
tendency  of  platelets  to  adhere  to 
areas  of  damaged  arterial  intima,  the 
theoretical  origin  of  arteriosclerotic 
stenosis  according  to  Duguid. 

VI.  Blood  Sludging. 

Normally  the  red  blood  cells  remain 
separate  as  they  flow  through  the 
blood  vessels.  In  certain  conditions, 
such  as  infection  or  injury,  these  cells 
tend  to  clump  together.  For  over 
twenty  years  Knisely  and  his  co- 
workers have  thoroughly  studied  this 
phenomenon,11’  12>  13  and  found  it  to 
occur  in  160  different  conditions.  The 
red  cells  first  gather  into  small  primary 
clumps,  then  into  larger  aggregates  of 
these  clumps  which  can  still  break  up 
to  flow  through  small  vessels.  After 
a time  the  clumps  become  firmly  con- 
solidated into  a thrombus,  which  can 
no  longer  be  broken  up. 

Increased  speed  of  blood  flow  ap- 
pears to  reduce  this  clumping  effect. 
Also,  Heparin  has  been  shown  to  re- 
duce the  clumping  effect  in  a monkey 
infected  with  Knowlesi  Malaria.14  It 
is  possible  that  some  oral  anticoagu- 
lants can  likewise  reduce  or  eliminate 
this  “sludging”  condition  of  the  blood. 
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thus  promoting  more  efficient  blood 
circulation. 

VII.  Depression-withdrawal  type  re- 
action to  life  can  slow  physiological 
processes. 

Engel  and  Reichsmann  3 have  shown 
in  an  infant  how  reaction  to  an  un- 
friendly environment  can  reduce  phy- 
siological activity.  In  their  patient  the 
exposure  to  an  unfriendly  environ- 
ment resulted  in  a reduction  of  secre- 
tion of  hydrochloric  acid  by  the 
stomach.  There  was  also  a reduction 
in  the  voluntary  motor  activity  result- 
ing in  what  the  authors’  called  a “de- 
pression-unpleasure” or  “depression- 
withdrawal”  reaction.  This  appears  to 
be  a physical  representation  of  a men- 
tal phenomenon.  Such  a reaction 
seems  to  be  a learned  pattern  based 
on  the  experience  during  infancy  of  a 
bad  mother-child  relationship.  The 
application  of  this  knowledge  to  aging 
could  be  this:  the  older  person,  when 
faced  with  threatening  stress,  tends  to 
regress  and  if  his  previous  emotional 
pattern  was  “depression-withdrawal" 
then  he  will  become  less  active  phy- 
sically and  physiologically.  That  is, 
his  vital  processes  will  slow  down. 

The  Application  of  these  Seven 

Concepts 

Let  us  now  try  combining  these 
seven  concepts,  applying  them  to  the 
various  functions  of  the  body  and  con- 
sidering their  relationship  to  the  pro- 
cess of  aging.  If  Concept  I is  indeed 
correct,  that  stenotic  arteriosclerosis  is 
due  to  the  deposition  of  thrombi  on 
an  injured  area  of  the  arterial  intima, 
then  all  we  have  to  do  to  eliminate 
such  stenotic  lesions  is  apply  Concept 
V:  the  anticoagulant  would  prevent 

the  platelet  deposition  at  the  site  of 
intimal  injury  and  also  prevent  the 
subsequent  thrombus  formation, 
which  leads  to  the  narrowing  of  the 
arterial  lumen.  If  this  hypothesis  is 
true  then  we  are  theoretically  now 
able  to  prevent,  if  not  arteriosclerosis 
itself,  at  least  its  most  harmful  aspect, 
the  stenotic  lesion. 

If  further  clinical  research  proves 
that  anticoagulants  really  can  prevent 
arteriosclerosis  or  arteriosclerotic 
stenosis,  then  these  drugs  represent 
our  closest  approach  yet  to  the  “Elixir 
of  Eternal  Youth."  For  it  would 
mean  that  our  arteries  will  no  longer 
“harden”  (that  is,  “age”),  and  if  we 
are  as  “old  as  our  arteries”  then  we 
will  not  “age!” 

But  how  can  we  prove  whether  or 
or  not  such  an  effect  is  possible? 
There  are  several  approaches.  An  un- 


treated control  group  of  patients  could 
be  compared  with  a group  on  con- 
tinuous anticoagulant  treatment,  not- 
ing the  difference  in  death  rate  and 
the  incidence  of  conditions  caused  by 
arteriosclerotic  narrowing,  such  as 
cerebral  thrombosis,  coronary  throm- 
bosis and  peripheral  vascular  disease. 
Treatment  would  ideally  have  to  start 
at  age  forty  or  fifty  before  much  ar- 
teriosclerosis is  present  and  continue 
for  twenty  or  thirty  years.  This  would 
pose  serious  problems  since  there  are 
real  dangers  connected  with  the  use 
of  anticoagulants  to  which  we  would 
be  exposing  healthy  people  who  might 
never  develop  arteriosclerosis  anyway. 
Also,  treatment  would  require  close 
observation  with  regular  blood  tests  to 
control  the  dose  of  the  anticoagulant. 
Perhaps  a volunteer  group  of  life- 
term  prisoners  could  be  obtained  and 
matched  with  either  prisoners  or  non- 
prisoners. 

Another  method  would  be  to  study 
closely  a trial  group  which  is  actually 
already  in  progress  and  has  been  for 
some  years — these  are  the  patients  on 
long-term  anticoagulant  therapy  for 
coronary  artery  or  cerebrovascular 
disease.  They  could  be  compared 
with  a matched,  untreated  group  with 
regard  to  their  clinical  development  of 
arteriosclerotic  disease  and  the  state 
of  their  blood  vessels  on  postmortem 
examination.  Granted  that  the  treated 
group  already  has  significant  arterial 
disease  and  thus  may  be  considered 
more  susceptible,  yet  if  this  treated 
group  did  show  less  incidence  of 
further  disease  the  results  could  be 
considered  even  more  significant.  For 
example,  if  the  treated  group  showed 
less  peripheral  vascular  disease,  less 
myocardial  infarctions  or  less  arterio- 
sclerotic brain  disease  than  the  un- 
treated group,  this  would  be  most  in- 
dicative that  anticoagulants  are  effec- 
tive in  preventing  damage  attributable 
to  arteriosclerosis.  A start  has  already 
been  made  in  this  direction  in  the 
study  of  McDowell  et  al,15  which 
showed  a marked  reduction  of  repeat 
strokes  in  patients  under  anticoagu- 
lant treatment,  and  the  resumption  of 
the  usual  rate  when  the  treatment  was 
stopped.  Whittier  16  has  shown  a 50 
percent  drop  in  mortality  and  morbid- 
ity rates,  attributed  to  anticoagulant 
therapy,  in  arteriosclerotic  patients 
admitted  to  a mental  hospital  because 
of  organic  brain  disease.  Vigran  17 
cites  many  examples  of  the  beneficial 
effects  we  might  expect  to  find  in  pa- 
tients under  anticoagulant  treatment. 

This  suggests  another  approach  to 
the  problem — to  discover  whether  or 
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not  anticoagulants  will  prevent  the 
progress  of  an  already  present  arterial 
stenosis.  Such  should  be  the  case  if 
the  lesions  are  really  due  to  repeated 
layering  of  thrombi.  The  problem 
here  seems  to  be  the  measurement  of 
effects,  since  we  cannot  actually  see 
the  stenosis  progress.  We  would  have 
to  measure  results  indirectly  by  assess- 
ing the  function  of  the  organ  suppled 
by  the  affected  artery.  This  is  difficult 
because  most  organs  have  so  much 
reserve  that  small  losses  of  function 
often  are  not  measurable.  Also,  the 
collateral  circulation  might  be  good; 
or  the  artery  itself  capable  of  supply- 
ing much  more  than  the  minimum 
amount  of  blood  required  and  so  can 
be  narrowed  by  50  percent  with  the 
organ  showing  no  apparent  change  in 
function.  For  example,  an  iliac,  fem- 
oral, carotid  or  renal  artery  can  be 
narrowed  50  percent  (or  even  com- 
plete occlusion  of  one  carotid)  with 
no  clinically  measurable  effect  on  the 
organ’s  function.  Even  when  the  sten- 
osis progresses  and  loss  of  function 
does  occur,  accurate  measurement  of 
this  loss  is  usually  impossible,  render- 
ing this  approach  of  little  value  in 
tracing  the  progression  of  a stenosis. 

There  is  one  organ,  however,  that 
often  does  dramatically  show  a rather 
small  loss  of  function — the  brain.  But 
still  there  is  a problem — the  loss  of 
function  is  mostly  qualitative  and 
hence  not  easily  measured  quantita- 
tively. Even  so  the  findings  can  be 
very  definite,  and  repeated  losses  of 
function  show  up  as  progressive  de- 
terioration of  mental  or  motor  func- 
tion, or  both.  This  is  best  illustrated 
by  the  patients  who  have  repeated 
“little  strokes”  so  well  described  by 
Alvarez.18  If  we  had  a group  of  pa- 
tients with  brain  damage  due,  for  ex- 
ample, to  bilateral  carotid  artery 
stenosis  of  50  percent  and  we  treated 
half  with  anticoagulant,  we  ought  to 
find,  after  a period  of  one,  two,  or 
three  years,  that  there  was  definitely 
less  deterioration  in  the  treated  group 
if  our  hypothesis  that  anticoagulant 
does  prevent  arterial  stenosis  is  true. 
In  fact  we  should  find  almost  no 
deterioration  in  the  treated  group. 

Indeed  it  was  such  a finding  in  a 
group  of  sixteen  patients  of  my  own 
series  that  led  to  the  development  of 
this  paper.  While  on  anticoagulant 
treatment  none  of  these  patients  de- 
teriorated and  the  implications  of  this 
finding  are  discussed  in  a preliminary 
communication  recently  published.19’ 
Further  confirmation  comes  indi- 
rectly from  a paper  by  Sours 20  on 
neuropsychiatric  findings  related  to 


internal  carotid  artery  disease:  three 
of  his  patients  (No.  1,  No.  4,  and 
No.  6)  were  treated  with  an  anti- 
coagulant and  two  improved,  the  other 
did  not  deteriorate,  whereas  in  the 
untreated  cases  none  improved  and 
some  deteriorated. 

Even  if  this  theory  of  causation  of 
arterial  stenosis  is  correct,  the  thera- 
peutic result  with  anticoagulants  is  not 
likely  to  be  100  percent  successful 
because  there  are  undoubtedly  other 
factor  involved  in  arteriosclerosis. 
Some  of  these  may  be:  genic  sus- 

ceptibility, metabolic  disorders,  ciga- 
rette smoking,  diet,  etc.  Perhaps, 
nevertheless,  in  a high  percentage  of 
people  we  could  prevent  the  first  event 
that  triggers  off  the  chain  reaction 
leading  to  a more  general  deteriora- 
tion— that  first  event  being  the  nar- 
rowing of  an  artery. 

If  we  now  combine  concept  II 
(disseminated  intravascular  coagula- 
tion) with  concept  V (prevention  of 
blood  clotting)  we  might  reap  great 
health  benefits  by  preventing  the  dele- 
terious effects  of  widespread  miscro- 
scopic  clotting.  At  present  we  have 
insufficient  evidence  to  prove  the  prac- 
tical therapeutic  value  of  this  com- 
bination, but  a review  of  McKay’s 
book 8 and  the  results  of  my  own 
clinical  experience  lead  me  to  expect 
that  proof  will  be  forthcoming.  Con- 
sider, for  example,  the  final  total 
breakdown  of  many  older  patients 
when  they  develop  a serious  illness, 
which  though  itself  is  curable,  leads 
to  thrombosis  elsewhere  in  the  body. 
Following  major  surgery,  pneumonia 
or  trauma  such  patients  often  develop 
strokes  or  confusion  which  may  be 
due  to  microscopic  thrombi  in  the 
capillaries  of  the  brain  distal  to  a 
stenosed  artery.  They  do  seem  to 
respond  to  anticoagulant  therapy  and 
perhaps  may  be  considered  to  have 
suffered  from  a localized  disseminated 
intravascular  coagulation.  The  term 
may  seem  contradictory,  but  I am  re- 
ferring to  a dissemination  throughout 
one  organ  only,  or  even  part  of  one 
organ:  that  is,  localized  to  the  area 
supplied  by  the  diseased  artery. 

Combining  III  (thrombotic  or  em- 
bolic occlusion  of  an  artery)  and  V 
(prevention  of  clotting)  will  theoreti- 
cally eliminate  all  the  well-known 
problems  resulting  from  blockage  of 
an  artery  by  an  embolus  or  throm- 
bosis. One  hundred  percent  effective- 
ness is  again  merely  an  ideal,  obtain- 
able only  if  we  could  safely  and  con- 
tinuously maintain  perfect  incoagula- 
bility of  the  blood.  To  do  this  would 
create  too  great  a danger  of  hemor- 


rhage and  besides  the  initial  throm- 
bosis often  occurs  without  prior  warn- 
ing to  indicate  the  need  for  clot  pre- 
vention. Even  so,  great  benefit  al- 
ready has  been  achieved  and  the  pro- 
phylacic  use  of  anticoagulants  in 
some  selected  illnesses  is  now  almost 
universally  accepted,  as  for  example 
in  the  prevention  of  recurrent  emboli 
and  thrombophlebitis.  Perhaps  an- 
other advantage  of  the  use  of  an  anti- 
coagulant in  complete  arterial  obstruc- 
tion is  that  the  blood  distal  to  the  ob- 
struction may  be  kept  fluid  until  the 
collateral  circulation  can  become  fully 
established.  It  “buys  time,”  so  to  speak, 
to  allow  reestablishment  of  circulation 
in  the  affected  tissue. 

Combining  IV  (severe  arterial  nar- 
rowing) and  V (prevention  of  intra- 
vascular clotting)  theoretically  should 
be  of  great  value  also,  and  for  other 
than  the  reason  already  discussed  of 
preventing  further  stenosis  of  the  ar- 
tery. There  is  little  doubt  that  a nar- 
rowed artery  will  produce  blood  tur- 
bulence and  slowing  of  blood  flow, 
resulting  in  an  increased  tendency  to 
clot  formation.  Hence  it  is  that 
thrombi  are  often  found  at  the  site  of 
arterial  stenosis,  for  example  at  the 
stenosed  origin  of  an  internal  carotid 
artery.  From  the  therapeutic  point  of 
view  it  is  most  unfortunate  that  in  the 
individual  patient  it  can  be  most  dif- 
ficult and  often  impossible  for  the 
doctor  to  make  a reliable  prediction 
of  danger:  to  make  an  exact  diag- 

nosis and  assess  accurately  the  many 
factors  involved,  such  as  the  presence 
of  mutliple  areas  of  stenosis,  the  ade- 
quacy of  the  collateral  circulation  and 
the  chances  of  the  blood  clotting. 
Nevertheless  the  most  dramatic  bene- 
fits from  the  use  of  anticoagulants 
seem  to  be  found  in  the  prevention 
of  attacks  of  transient  ischemia  of  the 
hrain  as  described  first  by  Millikan  21 
and  later  confirmed  by  others.22’  23 
Otherwise  the  use  of  anticoagulants 
in  stenotic  arterial  lesions  is  still  under 
skeptical  investigation.  But  from  the 
theoretical  formula  of  Jacques:  24 

Vessel  Wall  + Blood  Composition 
Blood  Flow 

= Thrombotic  Tendency 

we  should  expect  beneficial  results 
from  the  use  of  anticoagulants  since 
we  are  influencing  favorably  several 
factors  involved  in  the  thrombotic 
tendency.  If  the  theories  are  correct 
then  the  anticoagulant  will  reduce 
deposition  to  the  vessel  wall,  it  will 
change  blood  composition  physically 
by  reducing  sludging  and  by  both  of 
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these  actions  it  will  tend  to  increase 
the  rate  of  blood  flow,  thus  reducing 
the  thrombotic  tendency. 

Surgical  treatment,  when  the  lesion 
is  accessible,  has  produced  relief  of 
symptoms  as  shown  by  DeBakey 1 
and  other  vascular  surgeons.  This 
seems  to  be  added  proof  that  the 
stenotic  arterial  lesion  can  be  respon- 
sible for  initiating  the  chain  of  events 
as  discussed  earlier. 

Concept  VI  (sludging  of  the  blood) 
can  be  associated  with  the  other  six 
and  may  well  be  the  common  factor 
essential  to  the  others  becoming  op- 
erative in  producing  disease.  For  ex- 
ample, with  I (intimal  lesions),  pla- 
telets are  required  to  initiate  the  mural 
thrombus  but  sludging  clumps  of  red 
cells  may  need  to  settle  before  any 
but  the  smallest  lesions  are  formed. 
Also,  the  heavier  aggregates  of  cells 
may  tend  to  impinge  upon  and  dam- 
age the  intima  of  arteries  as  they 
bounce  along,  which  may  help  to  ex- 
plain such  sites  of  predelection  for 
arteriosclerosis  as  the  bifurcation  of 
an  artery. 

With  II  (dissemminated  intravas- 
cular coagulation),  sludging  is  likely 
to  precede  the  actual  clotting,  is  wide- 
spread and  is  at  first  reversible.  The 
clinical  effect  will  depend  upon  the 
organ  damaged  and  upon  the  extent 
of  that  damage:  in  the  muscles  there 
may  be  aches  and  pains;  while  in  the 
brain  headaches,  confusion,  delirium 
and  convulsions  may  result. 

With  III  (arterial  obstruction),  the 
sludging  may  be  the  initial  (and  re- 
versible) stage  of  the  final  throm- 
bosis that  blocks  the  artery  completely. 
Or  an  embolus  may  originate  from 
a mass  of  sludged  blood. 

With  IV  (arterial  stenosis),  sludged 
blood  will  obviously  have  a more  dif- 
ficult time  getting  through  the  narrow- 
ing in  the  artery.  Hence  blood  flow 
may  have  been  sufficient  to  give  the 
organ  adequate  blood  supply  until 
some  generalized  disease  causes  sludg- 
ing, whereupon  arterial  insufficiency 
occurs  distal  to  the  stenotic  area.  This 
mechanism  may  account  for  transient 
ischemic  attacks  or  for  confusion  and 
disorientation  in  older  people,  either 
postoperatively  or  during  a serious 
medical  illness. 

With  V (prevention  of  blood  clot- 
ting), sludging  may  be  inhibited  en- 
tirely by  some  anticoagulant  drugs. 
If  further  research  shows  that  the  anti- 
coagulants do  inhibit  sludging  then 
these  drugs  may  have  the  power  to 
prevent  the  many  deleterious  effects 
of  such  sludging.  That  the  physical 
characteristics  of  the  blood  do  play 


an  important  part  in  thrombosis  seems 
to  be  borne  out  by  the  increased  in- 
cidence of  thrombosis  in  polythemis 
vera  and  in  sickle  cell  disease.  Once 
sludging  occurs  the  blood  flow  is 
slowed,  which  leads  to  more  sludging 
and  eventually  a cessation  of  flow  and 
actual  clotting  of  the  blood  to  form 
a thrombus.  If  anticoagulants  could 
stop  this  sludging  and  were  used  early, 
this  vicious  cycle  would  be  broken, 
putting  an  end  to  the  symptoms  and 
signs  due  to  sludging.  The  immediate 
effects  would  be  easily  observable 
clinically,  but  the  long  term  results 
are  more  difficult  to  assess.  The  ex- 
perience of  Knisely  14  in  using  an  anti- 
coagulant successfully  to  prevent  brain 
symptoms  in  monkeys  infected  with 
Knowlesi  Malaria  would  suggest  that 
the  sludging  effect  is  indeed  an  im- 
portant factor  in  producing  vascular 
insufficiency  symptoms  and  that  this 
effect  can  be  prevented  by  the  use  of 
an  anticoagulant.  If  such  a result  is 
confirmed  then  it  also  seems  possible, 
and  worthy  of  investigation,  that  the 
long-term  prevention  of  sludging 
might  be  beneficial  since  this  same 
sludging  may  be  operative  in  produc- 
ing the  effects  described  in  concepts 
I,  II,  III,  and  IV. 

With  VII  (depression-withdrawal), 
we  might  expect  to  find  increased 
sludging  due  to  slowing  of  the  blood 
flow  in  a person  who  has  become  de- 
pressed, withdrawn  and  inactive.  This 
would  likely  produce  a widespread 
microscopic  effect  in  the  capillary 
beds  since  no  single  part  of  the  body 
is  affected,  and  might  result  in  a 
gradual  and  generalized  tissue  de- 
terioration due  to  impaired  circula- 
tion. Certainly  we  know  that  bed  rest, 
especially  following  surgery,  leads  to 
thromboses  in  the  leg  veins  due  to 
inactivity,  and  that  this  is  preventable 
by  early  ambulation  or  by  anticoagu- 
lants. This  question  is  suggested: 
Could  the  combination  of  VI  and  VII 
(sludging  combined  with  depression) 
be  important  in  the  so-called  “gener- 
alized aging,”  with  widespread  deteri- 
oration of  tissue? 

Concept  VII  (depression-withdraw- 
al) may  have  the  most  generalized 
effect  of  all  the  concepts.  Depression 
by  itself  will  lead  to  greater  inactivity 
of  all  organs.  This  can  lead  to  atrophy 
from  disuse.  We  all  know  how  the 
muscles  of  a limb  placed  in  a plaster 
cast  become  wasted,  and  how  weak 
a person  becomes  with  complete  bed 
rest.  Similarly,  with  severe  depression 
and  inactivity,  we  might  expect  gen- 
eral physical  deterioration,  the  under- 


lying cause  of  which  may  be  sludging 
as  discussed  above. 

Combined  with  1 (intimal  lesions), 
VII  may  actually  be  beneficial  since 
slowing  of  the  blood  flow  will  produce 
less  trauma  to  the  vessel  walls. 

Combined  with  II  (dissemminated 
intravascular  coagulation),  VII  will 
tend  to  increase  intravascular  coagula- 
tion because  of  the  slowing  of  the 
blood  flow  generally  and  the  lack  of 
use  of  local  parts  resulting  in  many 
capillary  areas  remaining  closed  or 
relatively  inactive. 

Combined  with  III  and  IV,  VII 
will  increase  the  tendency  to  throm- 
bus formation  by  reducing  the  rate 
and  volume  of  flow  through  an  ar- 
terial stenosis. 

Combined  with  V : It  would  seem 
logical  that  some  older  patients  with 
severe  depression  and  consequent 
slowing  of  blood  flow  might  benefit 
from  anticoagulant  therapy,  especially 
those  with  a severely  narrowed  artery. 

Combined  with  VI,  we  would  ex- 
pect to  find  more  tendency  to  blood 
sludging  in  a person  with  depression 
since  the  flow  of  blood  is  slower. 

Summary  and  Conclusions 

Senility  does  not  necessarily  accom- 
pany chronological  old  age  and  the 
tissue  changes  we  associate  with  old 
age  and  senility  are  felt  not  to  be  in- 
herent in  the  aging  of  individual  cells 
but  rather  are  due  to  interference  with 
the  supply  of  nutrition.  This  is  usu- 
ally brought  about  by  intravascular 
thrombosis,  often  preceded  by  ar- 
teriosclerotic narrowing.  The  result- 
ing damage  to  one  organ  (for  example, 
the  brain)  can  result  in  severe  and 
progressive  secondary  physical  or  psy- 
chological changes,  which  in  turn 
leads  to  further  deterioration.  A chain 
reaction  is  started  which  can  lead  to 
the  widespread  changes  called  “se- 
nility.” Seven  important  concepts 
have  been  considered  individually  and 
in  combination  in  an  attempt  to  clarify 
the  aging  process. 

One  underlying  and  irreversible  fac- 
tor appears  to  be  most  important — in- 
travascular clotting.  If  this  could  be 
prevented  then  it  should  theoretically 
be  possible  to  prevent,  or  at  least  post- 
pone, many  of  the  pathological 
changes  associated  with  old  age.  It 
would  seem  that  in  humans  the  blood 
clotting  mechanism  was  originally  de- 
signed to  protect  the  organism  against 
the  greatest  danger  to  life  in  infancy 
and  youth — that  is,  against  hemor- 
rhage due  to  trauma.  Now  that  man 
is  living  past  forty  and  in  a more 
civilized  world,  this  mechanism  is  of- 
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ten  more  a liability  than  an  asset  for 
it  is  frequently  triggered  into  action 
not  only  when  not  needed  but  when 
it  is  actually  harmful. 

At  the  present  time,  by  means  of 
the  anticoagulant  drugs,  we  may  often 
be  in  a position  to  prevent  this  in- 
travascular clotting  and  possibly  even 
arteriosclerosis  itself.  Hence  we  may 
be  able  to  prevent  the  onset  of  patho- 
logical conditions  which  we  now  at- 
tribute to  "old  age"  but  which  really 
only  lead  to  the  development  of  se- 
nility. This  could  mean  that  at  last 
we  have,  so  to  speak,  found  an  "Elixir 
of  Eternal  Youth."  But,  if  so,  it  is 
still  in  a rather  crude  and  dangerous 
form.  Of  some  philosophical  interest 
also  is  the  likelihood  that  the  problem 
of  arteriosclerosis  and  intravascular 
thrombosis  will  be  a permanent  one 
for  the  human  race:  it  will  never  be 
eliminated  according  to  Darwin’s 
theory  of  natural  selection  for  the 
susceptible  individuals  will  have  al- 
ready reproduced  before  developing 
their  disabling  illnesses. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


( =3 

ABBOTT 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg.  c3  10  mg.  3 15  mg.  3 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT 


SIDE 


FRONT 


SIDE 


MOOD  ELEVATION 

DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


HIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 
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See  Brief  Summary  on  next  page. 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
10  Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

1 701069 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Evaluation  of  Hepatic  Function  During 
Long-Term  Chlorpropamide  Therapy 

This  report  suggests  that  chlorpropamide  can  be  administered  over 
extended  periods  in  doses  not  exceeding  0.5  gram  per  day 

BRIAN  E.  HENDERSON,  M.D.  and  RICHARD  A.  FIELD,  M.D. 


Philadelphia,  Pennsylvania 

Shortly  after  the  introduction  of 
chlorpropamide  as  an  effective 
oral  hypoglycemic  agent,  a few 
cases  of  probable  hepatotoxicity  of  this 
drug  were  reported.1'7  In  1959, 
Hamff  and  his  associates  described 
three  patients  who  developed  a clini- 
cal picture  typical  of  chemical  cho- 
langitis while  taking  chlorpropamide 
in  a dose  of  1.0  grn  orally  per  day.1 
Following  withdrawal  of  the  drug,  the 
evidence  of  hepatic  dysfunction  sub- 
sided. Subsequently,  chlorpropamide 
therapy  was  restarted  at  a dose  of 
0.5  gm  per  day  in  two  of  the  pa- 
tients and  there  was  no  further  de- 
monstrable hepatotoxicity.  Similarly, 
Brown  et  al  described  three  patients 
who  developed  signs  of  obstructive 
hepatitis  while  taking  between  0.5  and 
1 .0  gm  of  chlorpropamide  and  evi- 
dence of  liver  dysfunction  rapidly  sub- 
sided after  removal  of  the  drug.5 
The  implication  of  these  reports  was 
that  doses  of  chlorpropamide  greater 
than  0.5  gm  per  day  might  cause 
hepatotoxicity.  As  a result,  it  has 
been  customary  not  to  prescribe  a 
daily  dosage  in  excess  of  0.5  gm. 

Haunz  et  al  suggested  that  chlor- 
propamide, even  in  dosage  customar- 
ily employed,  may  cause  alteration  of 
liver  function.8  These  workers  re- 
ported that  the  cephalin  flocculation 
test  was  positive  more  often  in  a group 
of  diabetic  patients  treated  with  chlor- 
propamide than  in  another  diabetic 
group  in  the  same  clinic  not  receiving 
the  drug.  The  patients  were  tested 

■ Dr.  Henderson  currently  is  work- 
ing with  the  U.S.P.H.S.  at  the  East 
Africa  Virus  Institute,  Entebbe,  Ugan- 
da. Dr.  Field,  associate  professor  of 
medicine  and  director,  division  of  di- 
abetes and  metabolic  diseases  at  Jef- 
ferson Medical  College,  prepared  this 
paper  with  Dr.  Henderson  when  they 
were  associated  with  Massachusetts 
General  Hospital,  Boston. 


early  in  the  course  of  therapy  and 
the  abnormalities  in  some  were  not 
found  when  follow-up  studies  were 
made.  It  is  the  purpose  of  this  report 
to  describe  liver  function  in  twenty 
patients  receiving  continuous  chlor- 
propamide therapy  for  longer  periods 
of  at  least  three  years. 

Methods 

Twenty  ambulatory  diabetic  pa- 
tients from  the  Diabetes  Clinic  of  the 
Massachusetts  General  Hospital  were 
selected  who  fulfilled  the  following 


criteria:  1)  continuous  therapy  with 

chlorpropamide  for  at  least  three  years 
and  2)  administration  of  no  other 
oral  hypoglycemic  agent  during  this 
period  of  time.  The  patients  ranged 
in  age  from  fourty-seven  to  eighty 
years  and  all  had  diabetes  of  the 
“adult-onset”  type.  None  had  other 
diseases  or  was  receiving  other  therapy 
which  might  affect  liver  function.  All 
had  been  followed  regularly  at  the 
Clinic  where  the  average  length  of  con- 
tinuous administration  of  chlorpropa- 
mide was  four  years,  with  a range 


TABLE  I 

Liver  Function  Tests  in  Patients  on  Chlorpropamide 
Length  of 

Continuous  Alkaline  BSP 

Patient  Dose  Daily  Therapy  Phosphatase  Retention 


No. 

(mgm) 

(years) 

SGOT 

(Bodansky) 

(45  min.) 

1 

250 

3.5 

10 

4.1 

8 % 

2 

250 

3.0 

26 

6.2 

1 % 

3 

500 

3.0 

17 

3.0 

4 % 

4 

500 

6.0 

37 

3.0 

11  % 

5 

500 

4.5 

13 

2.6 

0.7% 

6 

500 

5.0 

15 

4.1 

4 % 

7 

125 

3.0 

10 

3.0 

3 % 

8 

500 

5.0 

22 

4.1 

5 % 

9 

500 

3.0 

14 

4.5 

1 % 

10 

500 

3.0 

13 

3.3 

0 % 

11 

250 

5.0 

15 

6.1 

1.7% 

12 

500 

3.0 

10 

2.6 

0.7% 

13 

500 

6.0 

17 

3.3 

1 % 

14 

500 

4.5 

17 

4.5 

5 % 

15 

250 

4.5 

14 

3.5 

3 % 

16 

125 

5.0 

13 

3.7 

3 % 

17 

500 

3.5 

17 

3.5 

5 % 

18 

250 

3.3 

19 

4.1 

3 % 

19 

500 

3.0 

10 

4.5 

3 % 

20 

250 

3.3 

17 

3.0 

20  % 
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from  three  to  six  years.  Three  tests 
of  liver  function,  the  serum  glutamic 
oxaloacetic  acid  transaminase  and  al- 
kaline phosphatase  concentrations  and 
bromsulfthein  retention  test  were  car- 
ried out. 

Results  and  Discussion 

In  two  patients  there  was  a history 
of  probable  infectious  hepatitis  in 
youth.  No  patient  developed  jaundice 
or  other  evidence  of  liver  abnormality 
during  the  period  of  treatment. 

The  serum  glutamic  oxaloacetic  acid 
transaminase  (SCOT) ranged  from  10- 
37,  all  values  falling  within  the  ac- 
cepted normal  range  in  this  hospi- 
tal.9 The  bromsulfthein  retention 
(BSP)  ranged  between  0.7-20  percent 
retention  after  forty-five  minutes,  with 
three  values  of  above  5 percent  and 
therefore  outside  the  normal  range. 
The  alkaline  phosphatase  ranged  be- 
tween 2.6  - 6.2  (measured  in  Bodan- 
sky  Units)  with  two  values  above  the 
normal  of  4.5  B.U.  No  patient  had 
an  abnormality  of  more  than  one 
test.  Thus,  of  the  twenty  patients  five 
had  an  abnormality  of  one  liver  func- 
tion test  measured.  This  prevalence 
of  abnormalities  is  not  in  excess  of 


that  reported  in  the  general  diabetic 
population.10 

Granted,  the  number  of  patients 
evaluated  is  small;  the  findings  never- 
theless suggest  that  chlorpropamide 
can  be  administered  in  doses  not  ex- 
ceeding 0.5  gm  orally  per  day  over 
a long  period  of  time  without  increas- 
ing frequency  of  abnormal  liver  func- 
tion tests  in  diabetic  patients.  In  long- 
term observations  of  tolbutamide  ther- 
apy, Madison  and  Kaplan  found  no 
evidence  for  hepatotoxicity  either.11 
Similarly,  Cervantes-Amezcua  et  al 
observed  only  one  or  possibly  two 
cases  of  jaundice  in  479  patients  given 
chlorpropamide  for  periods  up  to  six 
years.12  A statistical  analysis  of 
changes  in  liver  function  tests  in  their 
group  likewise  failed  to  produce  evi- 
dence of  a frequency  of  deviations 
beyond  that  predicted  from  an  un- 
treated control  group. 

Summary 

Tiver  function  tests  were  made  in 
twenty  diabetic  patients  treated  with 
chlorpropamide  not  exceeding  0.5  gm 
daily  for  three  to  six  years.  It  is 
suggested  that  the  degree  of  liver  dys- 
function found  (25  percent)  does  not 


exceed  that  expected  in  the  diabetic 
population. 
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rouTINE  TB  screening  with 
TUBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 


A method  so  rapid  and 
simple  that  you  just  swab... 
uncap.. .press... and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation,* 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  with 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of 

, LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7-4065 
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PENNSYLVANIA  MEDICINE 


Cerebral  Angiography 

An  analysis  of  two  hundred  twenty  case  reports  from  a suburban  com- 
munity hospital,  with  special  emphasis  on  vascular  diseases 

RODERICK  L.  TONDREAU,  M.D.  AND  RANDAL  A.  BOYER,  M.D. 

Meadowbrook,  Pennsylvania 


Cerebral  angiography  is  but  one  of 
many  methods  employed  in  the 
diagnostic  evaluation  of  pa- 
tients suspected  of  having  central  nerv- 
ous system  disease.  In  addition  to  the 
history  and  physical  examination,  al- 
so available  are  routine  skull  films, 
laminography,  pneumo- encephalogra- 
phy, ventriculography,  electro-enceph- 
alography, scanning  with  radio-active 
isotopes,  ultrasound  and  thermogra- 
phy. 

This  paper  attempts  to  review  the 
steps  necessary  to  perform  satisfactory 
angiography  in  a medium  sized  com- 
munity general  hospital,  with  empha- 
sis on  our  experience  with  vascular 
disease. 

A team  of  three  neurosurgeons 
services  our  hospital  as  well  as  several 
other  institutions  in  the  immediate  vi- 
cinity. They  perform  all  injections  but 
most  studies  are  reviewed  together  by 
the  neurosurgeons  and  radiologists. 
Before  angiography,  all  patients  will 
usually  have  had  roentgenograms  of 
the  skull  and  brain  scans,  and  will 
have  been  clinically  evaluated  by  the 
neurosurgeons.  By  means  of  careful 
selection,  complications  have  been 
kept  at  a minimum. 

Pre-medication  consists  of  50  to  75 
mgm.  Demerol  and  100  mgm.  Nem- 
butal on  call  and  nothing  by  mouth 
for  six  hours  before  the  examination. 
Angiography  is  performed  under  local 
anesthesia.  Anesthesiologists  are  im- 
mediately available  for  resuscitative 
purposes,  if  needed. 

Equipment  includes  a 500  MA  gen- 
erator, floor  to  ceiling  tube  mount, 
a movable  Bucky  table,  Sanchez-Perez 
serialograph  and  a Viamonte-Hobbs 
injector.  (Actually,  a 300  MA  gen- 
erator, appropriate  tube  and  Sanchez- 
Perez  unit  are  sufficient  for  most 
studies.)  The  patient’s  head  rests  on 
a bakelite  plate  attached  to  the  table 
and  extending  over  the  film  changer; 

■ Dr.  Tondreau  and  Dr.  Boyer  are 
associated  with  the  department  of 
radiology,  Holy  Redeemer  Hospital , 
Meadowbrook. 


the  head  is  thereby  not  in  contact  with 
the  serialograph  so  that  vibrations  dur- 
ing rapid  cassette  change  are  not 
transmitted  to  the  patient.  This  in- 
sures films  that  are  sharp  in  detail. 

While  the  neurosurgeon  inserts  the 
needle  into  the  common  carotid  ar- 
tery (percutaneous  method),  an  in- 
flatable pillow  under  the  shoulders 
hyperextends  the  neck.  The  pillow  is 
deflated  after  successful  needling  with- 
out moving  the  patient.  The  angio- 
gram tray  contains:  spinal  type 

needles,  Cournand  18  gauge  needle, 
plastic  extension  tube,  antiseptic,  lo- 
cal anesthetic,  saline,  contrast  media 
and  drapes. 

The  patient’s  head  is  secured  to  the 
bakelite  plate  by  means  of  adhesive 
tape.  The  mechanical  injector  is  used 
for  retrograde  brachial  angiograms  but 


hand  injection  is  employed  for  percu- 
taneous common  carotid  injection. 
The  latter  allows  better  control  if  ex- 
travasation should  occur  during  the 
injection.  Films  are  exposed  at  be- 
tween one-half  and  full  second  inter- 
vals depending  upon  suspected  path- 
ology. Technical  factors  are  75  to  85 
kv  and  300  to  500  ma  with  appro- 
priate time  exposure.  As  a rule,  six 
films  are  exposed  in  the  antero-pos- 
terior  projection  upon  injection  of  10 
cc.  of  50  percent  Elypaque.  After  re- 
loading the  film  changer,  six  more 
films  are  exposed  in  the  lateral  projec- 
tion. In  selected  cases,  especially  sus- 
pect aneurysms,  three  or  more  films 
are  obtained  in  the  antero-posterior, 
lateral  and  oblique  positions. 

Examples  of  films  obtained  are 
shown  in  Figs.  1 to  6. 
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Fig.  2 Narrowing  of  internal  carotid  artery  just  above  bifurcation  in  the  neck:  (left)  antero-posterior  projection, 

(right)  lateral  projection. 


This  paper  is  based  on  the  results 
of  220  consecutive  cerebral  angio- 
grams. (Seven  were  technically  un- 
satisfactory and  have  not  been  in- 
cluded in  tabulation).  TABLE  I 
shows  the  final  diagnosis  in  ninety- 
six  positive  angiograms.  In  twenty- 
four  cases,  the  angiographic  findings 
were  borderline  or  questionable; 
TABLE  II  tabulates  the  discharge 
diagnosis  in  these  patients.  TABLE 
III  lists  the  discharge  diagnoses  of 
eighty-four  patients  in  whom  the  ce- 
rebral angiographic  findings  were  neg- 
ative. 


The  diagnosis  of  aneurysm  was  ac- 
curate. In  the  borderline  group  were 
two  patients  suspected  of  having 
aneurysms;  in  these  individuals,  the 
clinical  diagnosis  was  aneurysm  but 
angiography  showed  only  spasm  which 
is  thought  to  be  due  to  bleeding  in 
the  area  of  an  aneurysm. 

There  were  twenty-one  patients  with 
tumors  in  the  positive  angiographic 
group,  six  in  the  negative  list  and 
three  in  the  borderline  cases.  Included 
in  the  negative  angiogram  series  were 
the  following:  a patient  whose  as- 

trocytoma was  demonstrated  by 


pneumo-encephalography,  one  whose 
carcinoma  of  the  nasal  pharynx  had 
invaded  the  base  of  the  skull  and  an 
individual  whose  metastatic  breast 
cancer  presented  with  a positive  brain 
scan,  positive  pneumo-encephalogram 
but  negative  angiogram.  One  of  our 
patients  had  a positive  brain  scan  but 
negative  angiogram  and  a glioblastoma 
multiforme  was  revealed  at  operation. 

We  shall  now  discuss  the  sub-topic 
of  “stroke.”  Our  review  was  particu-  ' 
larly  directed  to  the  subject  of  “small 
strokes”  or  “little  strokes.”  The  term, 
“little  stroke,”  was  coined  by  Alvarez 


:.  3 Occlusion  of  anterior  cerebral  artery.  Plaques  in  middle  and  posterior  cerebral  arteries:  (left)  antero-posterior 

projection,  (right)  lateral  projection 
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Fig.  4 Occlusion  of  branches  of  the  middle  cerebral  artery. 


TABLE  I 

Positive  Angiograms 

Arteriosclerosis 

45 

Aneurysms 

23 

Tumors 

21 

Subdural  Hematoma 

5 

Traumatic  A-V  Fistula 

1 

Infarct  (Sinus  Thrombosis) 

1 

TOTAL 

96 

whose  first  paper  on  the  subject  ap- 
peared about  1935.  His  recent  mono- 
graph 1 entitled  “Little  Strokes”  makes 
fascinating  reading.  The  following 
paragraphs  from  the  first  and  second 
pages  of  his  book  illustrate  what  he 
was  talking  about: 

“WHY  SOME  PHYSICIANS 
NEVER  SEE  PATIENTS  WITH 
LITTLE  STROKES.  Because  some  of 
my  friends  may  now  say,  ‘But  wait,  I 
never  saw  anyone  with  a little  stroke,’ 
I should  explain  that  in  the  past  pa- 
tients with  this  common  disease  rarely 
had  their  troubles  correctly  diagnosed 
because  they  almost  never  told  their 
physician  of  the  dizzy,  vomiting,  black- 
out or  falling  spell  which  suddenly,  one 
day,  worked  a distressing  change  in 
them;  and  perhaps  left  them  with  an 
uncomfortable  abdomen.  A common 
story  is  that  of  a healthy,  hard  driving, 
efficient,  and  perhaps  outstanding  ex- 
ecutive who  suddenly  one  day  be- 
came an  ailing,  dull,  tired,  and  forget- 
ful invalid  who  could  no  longer  work. 

But  when  the  man  went  to  a physi- 
cian, his  brain  was  functioning  so 
poorly  that  he  failed  to  mention  his  in- 


ability to  get  anything  done,  and  com- 
plained only  of  his  least  important 
symptoms.  As  a result,  when  an  x-ray 
examination  showed  some  spasm  in 
his  duodenal  cap,  an  ulcer  was  diag- 
nosed and  operated  on;  or  when  noth- 
ing was  found,  the  man  was  told  that 
all  that  was  wrong  with  him  was  that 
he  had  become  too  anxious  about  his 
health.  The  doctor  then  prescribed  a 
tranquilizer,  and  that  was  that.  Worse 
yet,  in  many  a case  I have  seen  the 


patient — with  his  crippled  brain — 
operated  on  for  a ‘chronic  appendix’ 
or  a silent  gallstone. 

Time  and  again  when  at  a consulta- 
tion I have  tried  to  show  the  family 
doctor  that  the  old  scar  of  a peptic 
ulcer  could  not  possibly  account  for 
a formerly  able  man’s  dull  face,  his 
slow  answers  to  questions,  his  loss  of 
memory,  or  his  inability  any  longer 
to  do  productive  work,  I have  failed. 
I have  failed  partly  because  no  one  had 


Fig.  5 Astrocytoma  Grade  IV:  (left)  antero-posterior  projection,  (left)  lateral  projection. 
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Fig.  6 Meningioma:  (left)  arterial  phase,  (right)  venous  phase. 


ever  taught  my  friend  the  great  need 
for  noting  the  tremendous  significance. 
1 . of  a face  much  duller  than  it  should 
be  for  a person’s  position  in  life;  2.  a 
dulled  wit,  with  slow  and  inadequate 
answers  to  questions,  and  3.  poor 
grooming  with  perhaps  gravy  on  the 
man’s  coat.  1 have  failed  to  convince 
the  doctor  also  because  no  one  had 
ever  taught  him  that  when  a man  is 
too  dull  or  too  forgetful  to  give  his 
history,  the  facts  must  be  obtained  by 
questioning  his  wife,  or  grown  chil- 
dren, or  perhaps  a business  associate — 
and  unless  this  is  done,  the  correct 
diagnosis  will  rarely  be  made.”* 

From  the  standpoint  of  the  angio- 
grapher,  there  is  often  a lack  of  cor- 
relation between  the  extent  or  severity 
of  stenoses  or  occlusions  (or  lack  of 
them)  and  the  clinical  findings  of 
“little  strokes”  or  “big  strokes.”  Our 
findings  agree  with  the  frequent  ob- 
servation that  a significant  number  of 
patients  with  “stroke”  fail  to  disclose 
any  abnormality.2 

The  following  are  examples: 

A forty-five  year  old  man  was  ad- 
mitted with  right  hemiplegia.  The 
angiogram  and  scan  were  negative.  The 
electro-encephalogram  showed  an  ab- 
normal focus  in  the  left  occipital  re- 
gion. The  discharge  diagnosis  was 
thrombosis  of  the  left  middle  cerebral 
artery. 

A fifty-five  year  old  man  had  only 
weakness  and  numbness  of  the  right 
hand.  The  angiogram  showed  com- 
plete occlusion  of  the  left  internal 
carotid  artery.  Endarterectomy  re- 
sulted in  improvement.  He  could  be 
said  to  have  had  a 'small  stroke.’ 

A fifty-two  year  old  man  had 


* Copyright  1966,  J.  B.  Lippincott  Company. 


headache,  right  sided  weakness  and 
slurred  speech.  On  a previous  admis- 
sion, a diagnosis  of  occlusion  of  the 
central  retinal  artery  and  resultant 
blindness  in  one  eye  had  been  made. 
The  angiogram  on  the  present  admis- 
sion showed  only  narrowing  of  the 
internal  carotid  artery  at  the  level  of 
the  siphon.  He  recovered  and  was 
discharged  with  the  diagnosis  of  tran- 
sient right  hemi paresis.  He  could  be 
said  to  have  had  two  small  strokes. 

A man  aged  fifty  was  admitted 
on  January  6,  1965  because  of  syn- 
cope. An  angiogram  was  negative  and 
he  was  discharged  with  the  diagnosis 
of  spasm  of  the  left  middle  cerebral 
artery.  He  apparently  had  a small 
stroke  (or  cerebral  vascular  insuffi- 
ciency). He  was  re-admitted  on  April 
5,  1966  because  of  inability  to  speak 
and  right  sided  paralysis.  The  angio- 
gram was  not  repeated  but  a brain 
scan  was  done  on  April  7,  1966;  it 
was  negative.  Repeat  scan  on  April 


13,  1966  now  showed  a large 

area  of 

TABLE  II 

Borderline  or  Questionable 

Angiograms 
(Discharge  Diagnosis) 

Vascular  Disease 

6 

Convulsive  Disorders 

5 

Contusions 

3 

Tumors 

3 

Aneurysm  Suspect 

2 

Miscellaneous 

5 

TOTAL 

24 

increased  radio-activity  in  the  left 
temporal  lobe.  He  was  discharged 
with  the  diagnosis  of  infarction  of  the 
left  temporal  lobe  secondary  to  disease 
in  the  middle  cerebral  artery. 

A seventy-eight  year  old  man  came 
in  because  of  left  hemiplegia.  There 
was  occlusion  of  the  right  internal 
carotid  artery.  The  brain  scan  dem- 
onstrated increased  activity  in  the 
left  cerebral  area.  He  improved  and 
was  discharged  with  the  diagnosis  of 
cerebral  vascular  disease. 

A fifty-three  year  old  man  was  ad- 
mitted on  May  3,  1966  because  of 
convulsions  and  slurred  speech.  Ce- 
rebral angiogram  showed  irregularity 
of  the  lumen  of  the  left  middle  cere- 
bral artery  and  he  was  discharged 
with  the  diagnosis  of  cerebral  vascular 
disease.  Seven  months  later,  he  died 
of  a left  temporal  lobe  glioma. 

Silverstein  (Mt.  Sinai  Hospital,  New 
York)3  studied  228  patients  with  the 
clinical  diagnosis  of  cerebral  vascular 
disease.  Of  228  arteriograms,  117 


TABLE  III 

Negative  Angiograms 

(Discharge  Diagnosis) 

Cephalgia 

21 

Vascular  Accidents 

17 

Convulsive  Disorders 

8 

Neurosis;  Psychosis 

8 

Tumors 

6 

Contusion;  Concussion 

4 

Cortical  Atrophy 

2 

Miscellaneous 

18 

TOTAL 

84 
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were  interpreted  as  normal  and  1 1 1 
had  abnormal  findings.  The  two 
groups  of  patients  could  not  be  dis- 
tinguished by  their  ages,  presence  or 
absence  of  systemic  disease,  timing  of 
arteriography  from  onset  of  symp- 
toms, and  history  of  prior  episodes 
or  transient  ischemic  attacks. 

Baker  (Mayo  Clinic)4  studied 
ninety-six  patients  who  were  thought 
to  have  vascular  disease  of  the  brain. 
On  the  basis  of  clinical  appearance, 
they  were  divided  into  three  main 
categories:  those  with:  (a)  incipient 
stroke — brief,  intermittent  focal  cere- 
bral symptoms  with  normal  intervals 
between  attacks;  (b)  progressing 
stroke — focal  cerebral  symptoms,  seen 
to  progress  over  a period  of  hours 
or  a few  days;  (c)  completed  stroke — 
focal  cerebral  infarction  the  symptoms 
of  which  were  not  progressing,  al- 
though improvement  usually  occurred 
without  treatment.  Of  ninety-six  pa- 
tients, sixty-one  were  deemed  to  have 
incipient  strokes  and  thirty-five  to  have 
completed  strokes.  There  were  no 
progressing  strokes,  probably  because 
most  of  these  patients  were  ambula- 
tory. Seventy-two  were  men  and 
twenty-four  were  women,  and  most 
were  in  the  fifth  decade  of  life.  Be- 
cause of  rigid  clinical  selection  of  pa- 
tients, 80  percent  were  found  to  have 


disease,  but  Baker  did  not  state  the 
proportion  of  those  with  incipient  and 
those  with  completed  strokes.  Surgi- 
cal therapy  was  undertaken  in  twenty- 
five  with  incipient  stroke,  of  whom 
fifteen  were  relieved  by  restoration  of 
flow.  Eleven  of  those  with  completed 
stroke  were  operated  on  and  only  one 
improved. 

Ring  and  Waddington  (University 
of  Vermont)5  found  occlusions  of 
small  intracranial  vessels  in  16  percent 
of  a series  of  stroke  patients.  They 
feel  that  many  of  these  are  of  embolic 
origin.  Occlusion  of  these  vessels  may 
be  more  important  than  occlusion  of 
the  large  extracranial  vessels.  They 
stress  the  importance  of  a thorough 
knowledge  of  anatomy  in  determining 
the  absence  of  a vessel  or  vessels  and 
that  contrary  to  general  supposition, 
true  anomalies  with  absence  of  vessels 
to  any  area  of  the  middle  cerebral 
artery  must  be  exceedingly  rare. 

Summary 

The  results  of  220  consecutive  ce- 
rebral angiograms  in  a suburban  hos- 
pital have  been  analyzed  with  specific 
reference  to  vascular  disease. 

In  the  angiographic  evaluation  of 
stroke  patients  it  is  important  to  re- 
member that  the  word  “stroke”  im- 
plies a clinical  syndrome  which  may 


be  the  result  of  different  processes. 
There  is  often  a lack  of  correlation 
between  the  extent  of  angiographic 
findings  and  the  clinical  picture.  A 
patient  may  have  occlusion  of  a major 
vessel  and  little  clinical  disturbance 
or  there  may  be  a clinical  catastrophe 
with  negative  angiography.  Further- 
more, in  5 to  10  percent  of  stroke 
patients,  the  underlying  process  is  a 
brain  tumor. 
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Cardiovascular  Briefs 


Revascularization  of  the  Myocardium 


What  is  meant  by  revascularization  of 
the  heart? 

It  is  the  process  of  bringing  a new 
source  of  blood  supply  to  a myocar- 
dium compromised  by  severe  coronary 
artery  disease. 

How  is  revascularization  achieved? 

Since  1935  many  surgical  proced- 
ures have  been  employed:  sewing  the 
omentum  to  the  heart,  the  installa- 
ton  of  asbestos  powder  into  the  peri- 
cardial sac  to  promote  vascular  ad- 
hesions between  the  peri-  and  epicar- 
dium,  affixing  adjacent  tissue  such  as 
lung  or  diaphragm  to  the  epicardium, 
connecting  the  thoracic  aorta  by  a vein 
graft  to  the  coronary  sinus  to  establish 
retrograde  arterial  blood  flow  (Beck 
II  operation),  partial  ligaton  of  the 
coronary  sinus,  implantation  of  the 
internal  mammary  artery  into  the  left 
and/or  right  ventricle,  anastomoses  of 
the  internal  mammary  artery  to  the 
anterior  descending  or  circumflex  coro- 
nary arteries,  and  utilization  of  the 
posterior  sinus  of  Valsalva  for  the 
creation  of  a third  coronary  artery. 

Are  all  of  these  methods  being  used 
today? 

Interest  has  now  centered  upon  im- 
plantation of  an  artery  into  the  myo- 
cardium. The  internal  mammary  ar- 
tery is  commonly  used  for  insertion 
into  the  anterior  wall  of  the  ventricles. 
For  the  posterior  wall,  a gastro-epiploic 
vessel  or  a graft  from  the  descending 
thoracic  aorta  has  been  used  although 
more  recently  there  is  evidence  that 
the  implantation  of  the  right  internal 
mammary  artery  into  the  right  ven- 
tricle will  supply  the  left  ventricle  by 
way  of  a collateral  circulation. 

Can  a “dead-end"  internal  mammary 
artery  implanted  in  the  heart  muscle 
connect  with  other  arteries? 

Arteriograms  have  demonstrated 
uch  connections  in  some  cases  several 
weeks  after  the  procedure.  The  mech- 
anism is  a mystery,  but  motion  picture 
x-rays  of  the  heart  following  the  in- 


Port  II 

stallation  of  a radio-opaque  dye  into 
the  orifice  of  the  internal  mammary 
artery  show  the  flow  of  dye  into  the 
natural  coronary  circulation.  In  other 
instances,  the  dye  “flushes”  into  the 
myocardium  and  reappears  in  the  cor- 
onary sinus. 

How  do  you  know  the  capillary  bed  is 
being  perfused? 

Studies  of  mixed  venous  blood  from 
the  coronary  sinus  indicate  some  re- 
duction of  lactic  acid  following  im- 
plantation procedures.  However,  much 
more  investigation  is  required  before 
benefit  can  unequivocably  be  attributed 
to  this  procedure. 

What  are  the  indications  for  this  type 
of  surgery? 

In  general,  we  recommend  patients 
between  the  ages  of  35  and  55  who 
have  had  one  or  more  episodes  of 
coronary  artery  occlusion  and  who 
still  suffer  from  intractable  angina  des- 
pite a strict  medical  regimen.  How- 
ever, no  operation  should  be  done 
sooner  than  six  months  followng  a 
coronary  occlusion  to  allow  for  maxi- 
mum natural  collateral  circulation.  No 
patient  should  be  considered  without 
a pre-operative  coronary  arteriogram. 
Since  revascularization  by  operation  is 
still  considered  investigative,  this  pro- 
cedure should  be  done  only  in  medi- 
cal centers  that  are  equipped  to  do 
all  the  necessary  studies  and  analyses. 

Have  implantation  procedures  proved 
beneficial? 

So  far,  about  70  percent  of  the 
patients  have  shown  benefits  of  varying 
degrees.  However,  long-range  follow- 
up examinations  are  in  order,  since 
previous  experiments  with  other  pro- 
cedures have  likewise  shown  early 
enthusiastic  reports.  There  is  an  in- 
ordinate element  of  psychogenic  over- 
lay in  these  patients,  and  subjective 
benefit  must  be  weighed  very  cautious- 
ly. In  some  instances,  great  improve- 
ment has  been  reported  almost  im- 
mediately following  surgery  before  an 
anatomic  result  could  possibly  have 


been  achieved.  On  the  other  hand, 
patency  of  internal  mammary  arteries 
has  been  demonstrated  up  to  six  years 
following  this  procedure.  Time  alone 
will  decide  whether  the  risks  are  war- 
ranted. 

What  are  the  risks? 

A recent  survey  by  the  Committee 
on  Cardiovascular  Surgery  of  the 
American  College  of  Chest  Physicians 
revealed  an  average  mortality  of  ten 
percent.  In  the  more  severe  cases, 
with  multiple  major  artery  involvement 
requiring  revascularization  of  the  an- 
terior and  posterior  aspects  of  the  left 
ventricle,  the  mortality  rate  reached 
30  percent.  It  must  be  remembered, 
however,  that  at  the  present  time  the 
bad-risk  cases  are  those  generally 
selected  for  revascularization,  with  a 
necessarily  higher  operative  mortality. 

What  do  you  feel  is  the  future  role  of 
revascularization  of  the  heart? 

With  medical  regimens  constantly 
improving,  operation  is  clearly  less  in- 
viting than  it  appeared  to  be  several 
years  ago.  However,  there  will  always 
be  myocardiums  too  ischemic  to  de- 
pend upon  medical  and  supportive 
therapy  for  survival.  Only  the  more 
amenable  of  these  will  be  benefited, 
and  the  last  word  has  not  been  written 
regarding  surgical  revascularization 
procedures.  For  the  irreparably  dam- 
aged heart,  the  solution  appears  to  be 
a permanent,  intrathoracic  mechanical 
heart. 

■ M.  Price  Margolies,  M.D.  ques- 
tions Victor  P.  Satinsky,  M.D.,  Re- 
search Associate  Professor  of  Surgery, 
Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia,  Pennsylvania. 

■ William  G.  I.eaman,  Jr.,  M.D.  Fel- 
low, Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  Coopera- 
tion with  the  Pennsylvania  Heart  As- 
sociation. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 
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even  in 
ulcerative 


characterized  by: 
-diarrhea,  cramps,  tenesmus 
bloody,  mucoid,  purulent  stools 


LOMOTIL' " “ 

Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  .2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies16  detailed  results 
are  given  on  the  use  of  Lomotil  in  111 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo. . . V2  tsp.*t.i.d.  (3  mg.)  i 1 I 
6-12  mo. . V2  tsp.  q.i.d.  (4  mg.)  1 H | 1 

1- 2  yr. . . . Vi  tsp.  5 times  daily  (5  mg.)  £ | | £ 

2- 5  yr. . . . 1 tsp.t.i.d.  (6  mg.)  | 4 4 
5-8  yr. . . . 1 tsp.  q.i.d.  (8  mg.)  1111 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  11111 
Adults:  2 tsp.  5 times  daily  (20  mg.)  H H H H H 

or  2 tablets  q.i.d.  ee  oo  ee  oe 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 

1.  Barowsky,  H.,  and  Schwartz,  S.  A. : J.A.M.A.  180:1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F.: 
N.  Carolina  Med.  J.  22.600-604  (Dec.)  1961.  3.  Hock, 
C.  W.:  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G.:  Med.  Klin. 
56:962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H.:  Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M. : Amer.  J. 
Gastroent.  35:628-633  (June)  1961. 


SEARLE 


Research  in  the  Service  of  Medicine 


at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 

ith  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
uded  persons  in  whom  there  had  been  administered  other 
' nown  to  be  associated  at  times  with  hepatic  side-effects 
s in  which  the  presence  of  viral  hepatitis  or  other  dis- 
' »y  have  been  responsible  for  the  findings.  In  some  of  the 
cas  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  bib  ry  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  • 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevab 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jar 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th< 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w< 
determined  in  a group  of  fifty-four  adults  and  children  who  tc 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received  p 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou 
of  treatment  was  observed  in  one  patient  treated  with  Ilosi 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie 
in  the  group  receiving  Ilosone  and  four  others  in  the  penici 
group  showed  elevations  in  one  of  the  tests  at  some  time  dur 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w 
reported  in  102  pediatric  patients  who  received  short-term  (t 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  in: 
tions.  Results  of  liver  function  tests  in  these  patients  w 
comparable  to  those  in  a similar  control  group  who  had  recei 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a re 
of  a local  stimulating  effect  of  the  medication  on  the  aliment 
tract;  however,  the  normal  intestinal  gram-negative  bacte 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtica 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  ( 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  1 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  he 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  do 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythronn 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosa 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fil 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryl 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wi 
suspected  lesion  of  syphilis  should  have  a dark-field  examin; 
before  receiving  antibiotics,  and  monthly  serologic  tests  si 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  25( 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equiv 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  pack 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiv 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pack 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  b 
in  bottles  of  50.  10£ 

References:  1.  Griffith,  R.  S.,  and  Black.  H.  R.:  Am.  J.  M.  Sc.,  £47:69 

2.  Griffith.  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12: 398 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

£59:198,  1960. 


Additional  information  available  to  physicians  upon  request 
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PENNSYLVANIA  MEDICAL  SOCIETY 
LEMOYNE,  PENNSYLVANIA 


SUMMARY  REPORTS 


All  items  appearing  in  this  special  section  of 
Pennsylvania  Medicine  are  summarizations  of 
the  1966-1967  annual  reports.  Complete  annual 
reports,  including  the  Auditor’s  Report,  are  in- 
cluded in  the  Official  Reports  to  the  House  of 
Delegates  booklet,  copies  of  which  are  available 
upon  request. 


BOARD  OF  TRUSTEES  AND  COUNCILORS  William  A.  Limberger,  M.D.,  Chairman 


This  report  summarizes  significant  actions  of  the 
Board  as  outlined  in  the  1967  Annual  Report  of  the 
Board  of  Trustees. 

The  Board: 

Approved  an  agreement  which  permitted  PaMPAC 
to  locate  its  offices  in  the  Society’s  new  headquarters 
building. 

Approved  a mortgage  of  $150,000  on  the  new 
headquarters  building  at  an  unusually  low  interest 
rate. 

Authorized  the  Treasurer,  with  the  approval  of 
the  Chairman  of  the  Board  and/or  Chairman  of  the 
Finance  Committee,  to  make  short-term  investments 
in  order  to  increase  Society  income. 

Reaffirmed  its  previous  action  to  create  a separate 
Department  of  Communications  which  would  relieve 
the  Council  on  Public  Service  of  the  responsibility 

SECRETARY  Allen  W.  Cowley,  M.D. 

The  responsibilities  of  the  Secretary’s  office  include 
such  areas  as  medical  defense,  medical  benevolence 
and  signing  of  official  documents.  In  addition,  this 
office  continues  to  receive  an  increased  number  of  re- 
quests for  legal  opinions  from  county  medical  societies, 
hospital  staffs  and  individual  physicians. 

For  the  first  time  in  many  years  there  has  been 
activity  on  the  part  of  District  Boards  of  Censors. 
During  the  past  year  appeals  from  actions  of  county 
medical  societies  regarding  membership  status  of  in- 
dividual physicians  were  made  in  the  First,  Second 
and  Eleventh  Councilor  Districts. 

Medical  Defense 

Of  increased  concern  is  the  fact  that  during  1966, 
fourteen  new  applications  for  medical  defense  were 
filed  and  approved.  This  figure  includes  an  application 
for  medical  defense  from  the  Montgomery  County 
Medical  Society  which  was  approved  by  the  Board  of 
Trustees. 

From  January  1 through  June  30,  1967,  eight  addi- 
tional applications  were  approved,  including  an  applica- 
tion from  the  Delaware  County  Medical  Society. 

As  of  June  30,  1967,  there  are  forty-eight  medical 

EXECUTIVE  DIRECTOR  Lester  H.  Perry 

The  following  is  a summary  of  the  major  points 
contained  in  the  Annual  Report  of  the  Executive  Direc- 
tor: 

All  actions  of  the  1966  House  of  Delegates  as  well 


for  providing  communications  services  to  all  units 
and  permit  the  Council  to  concentrate  on  its  own 
projects. 

Named  James  Z.  Appel,  Past  President  of  the 
AM  A,  recipient  of  the  Distinguished  Service  Award 
— the  third  person  to  receive  the  award  in  its  eleven- 
year  history. 

Appointed  a Special  Committee  to  the  Susque- 
hanna Valley  Regional  Medical  Program  and  deter- 
mined to  seek  administrative  responsibility  and  fed- 
eral grant  funds  for  the  program. 

Approved  a position  paper  on  Title  XIX. 

Endorsed  the  expansion  of  hospital  utilization  sur- 
vey programs. 

Advised  Blue  Shield  to  accept  the  role  as  adminis- 
trative agent  for  Title  XIX  regardless  of  whether 
the  program  provides  full  payment  under  usual,  cus- 
tomary and  prevailing  fees  or  a percentage  thereof. 


defense  cases 
follows: 

in  our  files 

by  Councilor 

Districts  as 

First 

12 

Seventh 

1 

Second 

15 

Eighth 

1 

Third 

3 

Ninth 

0 

Fourth 

2 

Tenth 

12 

Fifth 

0 

Eleventh 

1 

Sixth 

0 

Twelfth 

1 

In  twenty-one  of  the  cases  listed  above,  the  physi- 
cians involved  do  not  carry  malpractice  insurance. 

Two  medical  defense  cases  in  which  the  State  Medi- 
cal Society  assumed  the  defense  because  the  physicians 
did  not  have  malpractice  insurance  were  closed  during 
1966.  Attorney  fees  in  these  two  cases  totaled 
$3,242.85.  Total  attorney  fees  paid  during  1966  were 
$3,704.96,  involving  seven  medical  defense  cases. 

Judicial  Council 

There  were  no  meetings  of  the  Judicial  Council  since 
the  last  meeting  of  the  House  of  Delegates.  However, 
the  House  should  note  the  untimely  death  of  Theodore 
R.  Fetter,  M.D.,  of  Philadelphia,  Chairman  of  the 
Judicial  Council  and  a Past  President  of  the  Pennsyl- 
vania Medical  Society. 


as  actions  taken  to  date  by  the  Board  of  Trustees  during 
1967  have  been  or  are  in  the  process  of  implementa- 
tion. 

The  present  staff  totals  forty-one  persons — the  same 


number  as  in  1966  and  one  less  than  in  1962  and 
1963 — even  though  the  Society’s  responsibilities  con- 
tinue to  increase. 

Two  qualified  men  are  now  assigned  to  the  Council 
on  Medical  Service  to  deal  with  the  complex  and 
expanding  area  of  medical  economics  which  falls  within 
the  Council’s  purview. 

If  By-law  changes  which  would  permit  the  creation 
of  a separate  Department  of  Communications  are  ap- 
proved by  the  1967  House  of  Delegates,  it  is  antici- 
pated that  it  will  not  be  necessary  to  secure  additional 
staff  since  the  Board’s  recommendation  for  a separate 
Department  of  Communications  calls  for  a reassign- 
ment of  present  responsibilities  rather  than  the  intro- 
duction of  additional  responsibilities. 

The  use  of  computer  services  permitted  the  Society 
to  offer  a wider,  more  sophisticated  range  of  member- 
ship services  this  year.  Membership  records  reflect  a 
slight  increase  in  total  membership  for  1966. 

Pennsylvania  Medicine  continues  to  evoke  new 
interest.  Advertising  was  up  20  percent  in  1966  and 
a similar  increase  is  anticipated  in  1967.  Total  reprint 
articles  requested  are  running  nearly  six  times  in  excess 
of  last  year’s  total  volume,  another  indication  of  the 
renewed  interest  in  Pennsylvania  Medicine. 

The  staff  of  the  Council  on  Public  Service  and  the 
staff  of  Pennsylvania  Medicine  have  been  integrated 
into  one  administrative  unit  in  order  to  increase  co- 
ordination of  the  Society’s  communications  and  public 
relations. 

TREASURER  Lester  H.  Perry 

The  customary  examination  of  the  Society’s  accounts 
as  of  December  31,  1966,  was  performed  by  Main, 
Lafrentz  & Co.,  Certified  Public  Accountants  and  the 
report  of  their  audit  is  being  submitted  to  all  members 
of  the  House  of  Delegates.  It  is  available  to  others 
upon  request. 

The  Society’s  resources  are  contained  in  five  separate 
funds.  Four  of  these  funds  are  earmarked  for  special 
purposes  and  are  not  available  for  current  operating 
expenses. 

The  annual  dues  of  our  active  members  (excluding 
residents  and  senior  members)  for  the  year  1966  were 
$75.  Of  this  total,  however,  only  $64  was  available  to 
the  General  Fund  for  the  operating  expenses  of  the 
Society.  By  action  of  the  House  of  Delegates,  $11  per 
member  was  allocated  as  follows:  $8.00  to  the  Educa- 
tional and  Scientific  Trust  for  loans  and  scholarships, 
and  $3.00  to  the  Medical  Benevolence  Fund. 

The  General  Fund  is  the  active  functioning  account 
for  the  day-to-day  operation  of  the  Society’s  various 
programs.  During  1966,  income  for  this  account  (de- 
rived chiefly  from  dues,  advertising  in  Pennsylvania 
Medicine,  commercial  exhibits  and  registration  fees 
at  the  convention,  and  investments)  amounted  to 
$824,121. 

Expenses  for  1966  totaled  $783,411.  With  income 
of  $824,121  and  expenditures  of  $783,411,  the  Society 
ended  the  year  with  a surplus  of  $40,710  from  which 
$7,492  was  spent  for  furniture  and  equipment,  leaving 
a net  balance  of  $33,218. 

The  Medical  Defense  Fund  had  assets  totaling 
$88,730.  The  cash  balance  from  1965  and  income  on 
investments  provided  sufficient  funds  to  cover  all  ex- 


The  library  service  for  members,  provided  through 
an  agreement  with  the  Hershey  Medical  Center,  has 
proved  effective. 

The  Legislative  Task  Force,  a group  comprised  of 
key  members  of  the  staff,  is  conferring  with  the  Gover- 
nor’s Office  with  regard  to  the  proposed  merger  of  the 
Department  of  Health  and  the  Department  of  Public 
Welfare.  Currently  the  Task  Force  is  concentrating 
on  Society  objectives  with  regard  to  the  forthcoming 
Constitutional  Convention.  One  of  these  objectives  is 
to  seek  amendments  which  would  eliminate  the  office 
of  coroner  as  a major  step  toward  creating  a medical 
examiner  system. 

This  year  the  physical  arrangements  and  administra- 
tive implementation  of  the  Annual  Session  were  again 
planned  by  the  Convention  Task  Force.  It  will  be  neces- 
sary to  use  two  hotels  to  house  the  1967  Annual 
Session.  All  logistical  problems  relating  to  adequate 
staff  coverage  and  coordination  between  the  two  loca- 
tions have  been  resolved  by  the  Task  Force. 

The  Blue  Shield  Liaison  Task  Force  has  continued 
to  render  administrative  assistance  to  the  members  of 
the  Council  on  Medical  Service  and  others  providing 
professional  guidance  to  Blue  Shield  as  the  new  pre- 
vailing fee  program  gains  wider  acceptance. 

The  Visitation  Program  for  Secretaries  continues  to 
be  one  of  the  Society’s  most  successful  programs  of 
professional  relations.  In  1967  the  Board  of  Trustees 
expanded  the  program  to  include  executive  secretaries. 


penses  for  1966.  However,  it  appeared  early  this  year 
that  additional  income  would  be  needed  to  meet  obliga- 
tions in  1967,  and  the  Board  at  its  May  meeting,  ap- 
proved a $1.00  allocation  from  the  dues  of  each  active 
member  of  the  Society  for  the  current  year. 

The  Medical  Benevolence  Fund  consists  of  invest- 
ments and  savings  totaling  $516,868  which  yielded 
$21,684  in  income  during  1966.  This  was  added  to  the 
allotment  from  dues  of  $32,502  for  use  in  making  pay- 
ments to  beneficiaries.  The  capital  of  this  fund  was 
increased  by  contributions  totaling  $9,066. 

At  the  beginning  of  1966,  the  Contingency  Reserve 
Fund  was  valued  at  $147,672.  By  the  end  of  1966 
the  Contingency  Reserve  Fund  had  been  reduced  by 
the  sale  of  securities  totaling  $31,415  which  was  trans- 
ferred to  the  Building  Fund  in  order  to  keep  the  amount 
of  the  mortgage  on  the  new  building  at  the  lowest 
possible  figure.  The  Fund  had  investment  income  and 
gain  on  sale  of  investments  in  the  amount  of  $1,848 
which  resulted  in  the  total  value  of  this  Fund  to  be 
$118,105  as  of  December  31,  1966.  In  1967  an  addi- 
tional $46,982  was  transferred  from  this  fund  to  the 
Building  Fund  in  order  to  reduce  the  amount  of  the 
permanent  mortgage  to  $150,000. 

The  Property  and  Equipment  Fund  includes  land  and 
buildings  valued  at  $781,260,  as  of  December  31,  1966. 
Eighty-nine  thousand  nine  hundred  and  thirty-two  dol- 
lars represents  the  depreciated  value  of  the  furniture 
and  equipment.  Reserves  for  replacement  of  both  the 
building  and  the  furniture  and  equipment  accounted 
for  $35,780,  bringing  the  total  value  of  the  Property 
and  Equipment  Fund  to  $906,972  at  the  close  of  the 
fiscal  year. 


SUMMARY  REPORTS  OF  INDIVIDUAL  COUNCILORS 


FIRST  COUNCILOR  DISTRICT  A.  Reynolds  Crane,  M.D. 


The  Greater  Philadelphia  Health  Fair  running  from 
October  15  to  22  immediately  followed  the  1966  ses- 
sion of  the  House  of  Delegates  and  introduced  a pro- 
ductive and  eventful  year  for  the  Philadelphia  County 
Medical  Society.  The  Health  Fair  sponsored  by  the 
Philadelphia  County  Medical  Society  and  conceived  on 
the  principle  of  not  only  telling  people  about  health 
but  also  showing  them  how  they  can  participate  through 
health  careers,  educational  programs  and  screening  pro- 
grams, was  eminently  successful  under  the  effective 
leadership  of  Malcolm  Miller,  M.D.  The  two  hundred 
major  exhibits  and  information  on  150  careers  in  the 
health  field  drew  75,123  visitors  to  the  Philadelphia 
Civic  Center.  This  was  followed  by  the  annual  diabetes 
detection  drive  and  a public  meeting  on  “Concepts  of 
Obesity”  in  conjunction  with  Nutrition  Week.  In 
March  1967  the  Woman’s  Auxiliary  staged  their  37th 
Annual  Health  Institute  with  the  theme  “Facts  not 
Fears.”  These  efforts  combined  with  the  activities  of 
an  active  Speakers  Bureau  furnishing  sixty  speakers  to 
lay  groups  and  with  the  effective  television  program 
“A  Question  for  the  Doctor”  under  the  continued 
astute  direction  of  James  B.  Donaldson,  M.D.,  have 
given  the  Society  an  interesting  and  helpful  voice  in 
the  medical  education  of  the  public. 

The  Society  continued  its  activities  in  post-graduate 
medical  education  with  the  31st  Annual  Post-Graduate 
Institute  being  held  in  April  1967  under  the  direction 
of  Robert  L.  Mayock,  M.D.  who,  with  Charles  Shu- 
man, M.D.,  arranged  a practical  and  challenging  pro- 
gram on  medical  progress  in  selected  disease  states. 
At  this  time  the  6th  Annual  George  E.  Pfahler  Oration 
was  given  by  Victor  A.  McKusick,  M.D.  of  Johns 
Hopkins  on  the  subject  “Medical  Genetics — Marfan’s 
Syndrome  and  Homocystinuria.”  In  November  1966 
Rene  J.  Dubos,  M.D.  of  the  Rockefeller  University 
delivered  the  Annual  DaCosta  Oration  on  “The  Ecology 
of  the  Gastro-intestinal  Tract.”  Recognition  of  contribu- 
tions of  Society  members  to  medicine  occurred  in  the 
presentation  of  fifty  year  certificates  to  twenty-eight 
physicians  by  J.  Everett  McClenahan,  M.D.,  awards 
of  merit  for  voluntary  service  in  Vietnam  to  Warren 
R.  Land,  M.D.,  John  M.  Howard,  M.D.,  and  Anthony 
F.  DcPalma,  M.D.  by  A.  R.  Crane,  M.D.  in  behalf 
of  the  American  Medical  Association  and  the  44th 
Annual  Strittmater  award  to  John  R.  Moore,  M.D. 
for  meritorious  service  to  medicine  by  President  John 
V.  Blady,  M.D. 

In  January  1967  John  V.  Blady,  M.D.  was  inducted 
as  the  106th  president  to  assure  the  continuation  of  the 
thoughtful  and  responsible  leadership  furnished  by  E.  L. 
Housel,  M.D.  whom  he  succeeded.  The  Society  was 
honored  on  this  occasion  with  the  presence  of  J.  Everett 
McClenahan,  M.D.,  President  of  the  Pennsylvania 
Medical  Society.  Arthur  E.  Hess,  M.D.,  director, 
Bureau  of  Health  Services  of  the  Social  Security  Ad- 
ministration gave  the  address  of  the  evening  covering 
the  experiences  with  the  early  phases  of  medicare.  The 
Benjamin  Rush  Awards  were  made  to  Mrs.  David  H. 


Hunt  for  her  role  in  the  Hospital  Auxiliary  activities 
at  the  Children’s  Heart  Hospital  and  in  Philadelphia 
and  Pennsylvania  organizations  of  Hospital  Auxiliaries. 
The  group  award  was  presented  to  the  Pannonia  Bene- 
ficial Association  and  their  Ladies’  Auxiliary  for  their 
contributions  to  various  hospitals.  Our  own  Woman’s 
Auxiliary  under  the  gracious  and  dynamic  leadership 
of  Mrs.  Richard  T.  Smith  has  worked  effectively  and 
selflessly  to  interpret  the  ideals  and  goals  of  our  Society 
to  the  community.  In  addition  to  the  Health  Institute 
they  have  expanded  their  scholarship  program  to  cover 
an  additional  student  nurse.  The  dues  for  the  Auxiliary 
were  included  this  year  in  the  statement  of  dues  sent 
to  members  of  the  Society  and  with  gratifying  results 
which  should  promote  interest  in  and  effectiveness  of 
the  Auxiliary  whose  activities  contribute  so  greatly  to 
our  stature  in  the  community. 

A particularly  effective  tool  for  the  Society  is  the 
semi-monthly  publication  “Philadelphia  Medicine”  so 
ably  edited  by  Donald  C.  Geist,  M.D.  The  physician 
who  reads  this  bulletin  cannot  help  but  be  well  in- 
formed about  the  current  activities  in  all  phases  of 
medicine  and  what  is  being  done  by  the  Society,  by 
government  and  by  other  parties.  There  is  regularly 
published  an  abstract  of  the  meetings  of  the  Board  of 
Directors  of  the  County  Society,  of  the  Board  of  Trus- 
tees of  the  State  Society  and  of  the  many  committees 
so  active  in  Philadelphia.  The  seven  Branch  Societies 
continue  to  be  an  effective  means  of  drawing  the  large 
membership  together  and  through  representation  on  the 
Board  of  Directors  to  ensure  a voice  and  vote  for  all 
areas  of  the  city.  The  membership  of  the  Society  re- 
mains about  the  same:  133  new  members  were  added 
in  the  past  year  to  give  a present  enrollment  of  2,862 
active  members,  345  associate  members  and  509  affili- 
ate members  for  a total  of  3,716. 

The  Committee  on  Medical  Economics  under  the 
thoughtful  direction  of  Robert  Tyson,  M.D.  has  de- 
veloped a retirement  plan  under  the  Keogh  Law  for 
the  members.  They  have  discussed  the  problem  of  mal- 
practice insurance  coverage  with  the  Insurance  Com- 
missioner who  is  now  aware  of  the  dangers  inherent 
in  the  problem  and  has  encouraged  further  exploration 
and  discussion.  The  Philadelphia  Blood  Bank  Associa- 
tion has  been  set  up  following  many  years  of  effort 
on  the  part  of  the  Committee  on  Blood  Banks  to  pro- 
mote the  interchange  of  blood  between  banks  within 
the  city.  The  Emergency  Service  handled  3,368  calls 
in  the  year  1966  but  the  problem  of  handling  persons 
who  do  not  identify  themselves  with  a physician  re- 
mains a difficult  one.  David  S.  Cristol,  M.D.  and 
his  Committee  on  Membership  and  Society  Organiza- 
tion continue  outstanding  performance  in  recruitment 
and  exploration  of  the  needs  and  desires  of  the  mem- 
bers and  means  of  meeting  such.  The  new  building 
dedicated  last  year  has  proven  to  be  a convenient  and 
functional  facility  and  has  enhanced  membership  in- 
terest and  committee  activity. 


SECOND  COUNCILOR  DISTRICT  William  A.  Limberger,  M.D. 


Members  from  the  six  county  medical  societies,  with 
members  of  the  First  Councilor  District,  held  a meeting 
of  the  Delaware  Valley  Medical  Societies  Executive 
Committee  on  September  21,  1967  at  the  Philadelphia 
County  Medical  Society  building  to  discuss  matters  of 
mutual  interest. 

Two  meetings  of  the  Second  Councilor  District  were 
held  during  the  year:  the  first,  prior  to  the  first  meet- 
ing of  the  House  of  Delegates  at  the  Annual  Meeting 
and  the  second  on  May  13  at  Trainer’s  Restaurant, 
Quakertown. 

The  Second  Councilor  District  Review  Committee 
held  five  meetings  during  the  year,  and  reviewed  approxi- 
mately fifty  cases  referred  to  it  by  Philadelphia  Blue 
Cross  and  commercial  insurance  companies. 

Berks  County 

“A  Real  Old  Fashioned  Stag  Bake  and  Outing”  in 
September  ushered  in  the  fall  season  of  the  Society, 
followed  by  a series  of  three  meetings  in  September 
and  October  for  the  public  and  medical  profession 
dealing  with  causes  of  traffic  accidents. 

The  Ninth  Annual  Diabetes  Detection  Program  for 
Berks  County  was  held  on  November  16  and  17  at 
Medical  Hall  where  a total  of  1,733  persons  were 
tested,  with  101  persons  showing  a high  reading  on  the 
preliminary  blood  test. 

At  the  Annual  Meeting  in  December,  Irving  Imber, 
M.D.  was  inaugurated  as  president  of  the  Society  for 
1967  by  George  P.  Desjardins,  M.D.,  outgoing  presi- 
dent. 

The  Eighty-fifth  Annual  Banquet  of  the  Society  was 
held  on  January  11  at  the  Reading  Motor  Inn  with 
over  two  hundred  in  attendance.  Fourteen  new  mem- 
bers of  the  Society  elected  in  1966  were  given  certifi- 
cates of  membership,  and  Pennsylvania  Medical  Society 
Fifty  Year  Awards  were  presented  to  Simon  B.  Glick, 
M.D.  and  Ralph  L.  Reber,  M.D. 

The  Mental  Health  Committee  arranged  for  con- 
tinuing psychiatric  education  to  the  members  of  the 
County  Medical  Society;  for  increasing  psychiatric  in- 
patient services  in  all  of  the  hospitals  in  Berks  County, 
and  met  with  the  County  Commissioners  for  the  purpose 
of  implementing  the  Comprehensive  Mental  Health  Pro- 
gram. 

The  Committee  on  Civil  Defense  continued  their  fine 
program  in  Medical  Self  Help,  training  2,545  civilians 
during  1966. 

County  Benjamin  Rush  Awards  were  presented  at  the 
May  meeting.  The  individual  award  was  presented  to 
Mr.  Fred  H.  Ludwig  and  the  group  award  to  the  Junior 
Council  of  the  Berks  County  Federation  of  Women’s 
Clubs. 

The  climax  of  the  meetings  was  held  in  June  when 
J.  Everett  McClenahan,  M.D.,  President  of  the  Penn- 
sylvania Medical  Society,  addressed  the  members  of  the 
Society. 

Bucks  County 

The  County  Society  was  reorganized  into  administra- 
tive councils  to  coincide  with  the  organization  of  the 
Pennsylvania  Medical  Society. 

Under  the  patronage  of  the  County  Society,  a one- 
day  seminar  on  Chronic  Respiratory  Diseases  was  held 


to  provide  nurses  and  para-medical  groups  in  Bucks 
County  with  current  information  about  diagnoses,  treat- 
ment and  rehabilitation  of  chronic  respiratory  disease 
patients. 

At  the  January  meeting  Charles  Burmeister,  M.D., 
after  a very  successful  year  as  president,  turned  over 
the  reins  to  incoming  president  George  Shaffer,  M.D. 

The  Annual  Joint  Meeting  of  the  County  Society 
with  the  Bucks  County  Bar  Association  was  held  on 
March  8 at  the  Doylestown  Country  Club. 

A joint  meeting  of  the  County  Society  with  the  clergy 
of  Bucks  County  was  held  in  April.  A panel  com- 
posed of  representatives  of  the  Jewish,  Catholic  and 
Protestant  faiths  discussed  “Better  Communication  Be- 
tween Clergy  and  Physicians.” 

The  Bucks  County  Medical  Society  Foundation 
awarded  $1,500  to  the  Bucks  County  Association  for 
the  Blind  and  $1,500  to  the  Bucks  County  Psychiatric 
Association. 

The  officers.  Board  of  Directors,  and  chairmen  of  the 
administrative  councils  entertained  the  area  State  legis- 
lators at  a dinner  meeting  in  April. 

The  Medical  Educational  Scholarship  Committee 
awarded  a scholarship  of  $1,000  to  Mr.  S.  Joseph  Aita, 
of  Bristol,  who  is  a second  year  student  at  the  Hahne- 
mann Medical  College. 

Chester  County 

The  Society  took  a very  active  part  in  campaigning 
for  a County  Health  Department  which  was  approved 
by  the  citizens  of  the  County  in  a referendum  at  the 
November  election.  Horace  A.  Darlington,  M.D., 
Stephen  M.  Hanson,  M.D.,  and  Andrew  J.  Lotz,  M.D. 
were  appointed  by  the  County  Commissioners  as  mem- 
bers of  the  five  man  County  Health  Board. 

A meeting  of  the  Society  and  the  clergy  was  held  in 
October.  Dr.  Leo  H.  Bartemeier,  director  of  the  Seton 
Psychiatric  Institute  of  Baltimore,  spoke  on  the  sub- 
ject “The  Personalities  of  Physicians  and  Clergymen.” 

A joint  meeting  of  the  Society  with  the  Chester 
County  Bar  Association  was  held  in  November  with  a 
panel  discussion  on  “A  Medical  Legal  Code”  moder- 
ated by  Judge  Thomas  Riley. 

At  the  Annual  Meeting  in  January,  Grant  W.  Bam- 
berger, M.D.  was  inducted  as  president  for  1967.  The 
individual  County  Benjamin  Rush  Award  was  presented 
to  Mrs.  Walter  E.  Roehrs,  Jr.  and  the  group  award 
to  the  Chester  County  Council  of  the  League  of  Women 
Voters. 

The  Family  Planning  Committee,  working  in  con- 
junction with  the  Health  and  Welfare  Council  is  estab- 
lishing Family  Planning  Clinics  in  all  of  the  hospitals 
of  the  County. 

The  Chester  County  Commissioners  appointed 
Francis  Jacobs,  M.D.  and  Gerald  Gordon,  M.D.  as 
members  of  the  County  Mental  Health  Board  to  imple- 
ment the  Mental  Health  Retardation  Act  of  1966. 

The  County  Society  cooperated  with  the  Brandywine 
Valley  Association  in  sponsoring  an  exhibit  at  the 
Greater  Philadelphia  Health  Fair  in  October  dealing 
with  conservation. 

The  County  Society  will  again  award  a $500  four- 
year  medical  scholarship  to  a citizen  of  Chester  County 


entering  a medical  school  in  September.  The  recipient 
has  not  been  selected  at  the  time  this  report  is  being 
written. 

Delaware  County 

“Role  of  the  Doctor  and  Coach  in  Sports”  was  the 
subject  presented  by  Thomas  B.  Quigley,  M.D.,  pro- 
fessor of  surgery,  Harvard  Medical  School,  at  the 
September  meeting  of  the  Society. 

A Membership  Indoctrination  Dinner  was  held  in 
December  prior  to  the  regular  meeting.  Members  of 
the  Society  elected  in  1966  were  guests.  Short  talks 
on  the  organization  and  function  of  the  County  and 
State  Medical  Society  and  the  American  Medical  As- 
sociation were  given  by  members  of  the  Committee. 

The  Annual  Dinner  Meeting  was  held  in  January. 
Ralph  H.  De’Orsay,  M.D.  was  inducted  as  president 
for  1967.  Outgoing  president  William  Y.  Rial,  M.D. 
was  presented  with  a silver  tray.  J.  Everett  McClena- 
han,  M.D.,  President  of  the  Pennsylvania  Medical  So- 
ciety, presented  the  Pennsylvania  Medical  Society 
Plaque  for  fifty  years  of  service  to  Alexander  Fadel, 
M.D.  and  Albin  R.  Rozploch,  M.D.  and  to  Edgar 
W.  Kemner,  M.D.  in  absentia. 

The  Society  again  conducted  an  Immunization  Pro- 
gram in  April,  May,  and  June.  Injections  were  given 
against  diphtheria,  tetanus  and  polio.  Clinics  were  es- 
tablished in  various  parts  of  the  County  from  2:00 
P.M.  to  5:00  P.M.  on  April  2,  May  7,  and  June  4 
for  citizens  unable  to  pay  a private  physician.  Eight 
thousand  nine  hundred  and  sixty-eight  immunizations 
were  given  at  the  free  clinics  on  the  three  days. 

The  County  Society  reaffirmed  its  stand  in  favor  of 
a County  Public  Health  Unit  and  devoted  its  May 
Meeting  to  a panel  discussion  of  this  subject. 

A Legislative  dinner  was  held  in  May  with  five 
members  of  the  Legislature  from  Delaware  County 
being  present. 

From  six  applicants,  the  Delaware  County  Society 
Medical  Scholarship  was  awarded  to  James  McCool  of 
Springfield,  a graduate  of  St.  Joseph’s  College,  who  will 
enter  Hahnemann  Medical  College  in  the  fall. 

Lehigh  County 

"Barotrauma  and  Air  Travel”  was  the  subject  of  the 
September  meeting  of  the  Society  and  was  presented 
by  a panel  of  three  Aviation  Medical  Examiners. 

The  Annual  Business  Meeting  of  the  Society  was 
held  on  December  17  at  the  Lehigh  Valley  Club. 
Edward  T.  Schantz,  M.D.  was  elected  President  of  the 
Society  for  1967  and  Robert  J.  Bertel,  M.D.,  President- 
elect. 

The  Greater  Lehigh  County  Scholarship  Fund 
awarded  sixteen  scholarship  awards  toward  tuition, 
totaling  $5,400,  to  students  in  the  paramedical  field. 

The  Annual  Inaugural  Banquet  was  held  on  January 
14  at  the  Holiday  Inn  (East)  of  Bethlehem  with  about 
340  persons  in  attendance.  Twenty  members  elected 
to  the  Society  in  1966  were  given  certificates  of  mem- 
bership. Wyeth  Laboratories,  Inc.  presented  a “Public 
Service  Award”  to  the  Society  for  the  most  outstanding 
and  successful  "Knock  Out  Lockjaw”  program  in  the 


nation.  A special  award  was  given  to  Pauline  R.  W. 
Reinhardt,  M.D.,  past  president  of  the  Society,  for  her 
continuous  outstanding  service  to  the  Society  and  to 
Medicine.  Frank  J.  DiLeo,  M.D.  administered  the 
oath  of  office  to  Edward  T.  Schantz,  M.D.,  incoming 
president  of  the  Society. 

The  Annual  Benjamin  Rush  Award  luncheon  was 
held  on  March  1st  at  the  Lehigh  Valley  Club.  The 
individual  award  was  given  to  Mrs.  Harry  Weber  and 
the  group  award  was  presented  to  the  Cosmopolitan 
Club  of  Allentown. 

Under  the  leadership  of  Charles  K.  Rose,  Jr.,  M.D., 
the  County  Medical  Society  put  on  a mammoth  tetanus 
immunization  program,  opening  eighteen  clinics  on 
March  30,  April  24,  and  May  7 with  the  administra- 
tion of  230,670  injections  of  tetanus  toxoid. 

A meeting  on  Medicine  and  Religion  open  to  the 
public  was  held  on  June  16  at  the  Town  Hall  in 
Coopersburg.  Mr.  Arnold  Larsen  from  the  Depart- 
ment of  Medicine  and  Religion  of  the  American  Medi- 
cal Association,  with  representatives  from  the  Jewish, 
Catholic  and  Protestant  faiths,  formed  a panel  for  dis- 
cussion of  problems  in  this  field. 

Montgomery  County 

“LSD — Friend  or  Foe”  was  the  subject  discussed  at 
the  September  meeting  of  the  Society  by  Michael  Mc- 
Guire, M.D.,  clinical  director  of  the  Norristown  Hos- 
pital. 

The  Annual  Meeting  of  the  Society  with  the  Mont- 
gomery Bar  Association  was  held  in  October  at  the 
William  Penn  Inn  and  was  addressed  by  Hastings 
Griffin,  Esq. 

The  Women’s  Auxiliary  of  the  Society  entertained 
the  members  of  the  Society  at  a delightful  Holiday 
Dinner  Dance  on  December  10  at  the  Meadowlands 
Country  Club,  Blue  Ball. 

The  annual  business  meeting  of  the  Society  was  held 
on  January  4 at  which  time  Carmela  F.  deRivas,  M.D. 
was  inducted  as  president  of  the  Society  for  1967. 

The  Board  of  Trustees,  acting  as  Distribution  Com- 
mittee of  the  Montgomery  County  Medical  Founda- 
tion, awarded  the  sum  of  $18,781.50  to  various  health 
and  welfare  agencies  in  the  County.  As  administrator 
for  the  Pyfer  Fund  for  graduate  education  of  members 
of  the  Society,  the  Board  of  Trustees  awarded  the  sum 
of  $2,099.7 1 to  various  members  of  the  Society. 

A joint  meeting  of  the  Society  and  the  Women’s 
Auxiliary  was  held  in  February,  at  which  time  members 
of  the  Society  were  guests  of  the  Auxiliary  at  a covered 
dish  luncheon. 

At  a dinner  meeting  of  the  Society  held  on  June  7 
at  the  William  Penn  Inn,  the  Pennsylvania  Medical 
Society  Fifty  Year  Plaque  was  presented  to  Carl  F. 
Bigoney,  M.D.  of  Lansdale.  The  County  Society  In- 
dustrial Health  Award  for  a company  with  over  five 
hundred  employees  was  presented  to  Merck,  Sharp  and 
Dohme. 

The  Annual  Medical  Scholarship  of  the  Society  was 
presented  to  Mr.  George  R.  Bell  of  Gwynedd  who  will 
enter  the  University  of  Pennsylvania  School  of  Medi- 
cine in  the  fall. 


THIRD  COUNCILOR  DISTRICT  Joseph  A.  Walsh,  M.D. 


Carbon  County 

The  Carbon  County  Medical  Society  meets  every  two 
months  during  the  year  except  January,  when  there  is 
no  meeting  due  to  possible  inclement  weather.  The 
meetings  are  held  at  the  Mahoning  Valley  Country 
Club  and  consist  of  scientific  sessions  with  a prominent 
medical  authority  giving  a discussion,  usually  accom- 
panied by  slides. 

A business  session  follows  these  discussions,  with 
action  taken  on  matters  of  interst  to  the  Society.  The 
meetings  are  usually  well  attended.  The  Woman’s 
Auxiliary  meets  at  the  same  time  and  location.  After 
the  respective  meetings  are  over  the  Auxiliary  members 
join  their  husbands  for  a buffet  luncheon. 

On  Wednesday,  July  12,  1967  the  Society  enter- 
tained Dr.  and  Mrs.  Walsh  at  its  Annual  Meeting  and 
social  affair.  This  included  a golf  tournament,  a clam- 
bake, and  dancing.  As  usual  it  was  an  excellent  pro- 
gram enjoyed  by  all. 

The  Carbon  County  Medical  Society  is  planning  a 
mass  tetanus  immunization  program  which  will  be  con- 
ducted in  the  near  future. 

Lackawanna  County 

Thomas  F.  Clauss,  M.D.,  president  of  the  Lacka- 
wanna County  Medical  Society,  reports  that  during  the 
past  year  a large  portion  of  the  activities  of  the  Society 
have  focused  on  continuing  involvement  with  local 
health  and  welfare  groups,  beginning  with  participation 
in  the  Citizens  Steering  Committee  for  a Community 
Wide  Health  and  Welfare  Survey  Study.  This  was  com- 
pleted in  October,  1966  and  its  recommendations  will 
affect  the  county  medical  society  and  the  community. 

The  Society  during  the  past  several  months  has  co- 
sponsored several  area  seminars,  including  one  on  Men- 
tal Health  and  another  on  the  Battered  Child  Syndrome. 
The  president  and  several  Society  members  spoke  in 
these  programs  and  the  president  was  further  called 
upon  to  participate  in  numerous  paramedical  groups’ 
annual  meetings  held  in  the  county.  Among  these  were 
the  gatherings  of  the  medical  record  librarians  and  the 
licensed  practical  nurses.  The  local  physician’s  image 
was  also  improved  through  the  appearance  of  several 
society  members  on  local  television  programs  last  fall, 
when  problems  vital  to  community  health  were  dis- 
cussed. We  also  cooperated  with  local  hospitals  in 
sponsoring  several  seminars.  In  addition,  the  Society 
was  privileged  to  present  outstanding  speakers  from 
various  teaching  centers,  including  Columbia  Presby- 
terian, Temple  University,  and  Jefferson  Medical  School. 
Leroy  Burney,  M.D.,  former  U.  S.  Surgeon  General, 
was  also  a guest  speaker  during  the  past  year. 

In  amplifying  its  involvement  with  the  community 
the  Society  endorsed  a number  of  new  programs.  The 
Society  cooperated  and  assisted  in  setting  up  the  North- 
eastern Chapter  of  the  Epilepsy  Foundation  and  named 
physicians  to  its  Advisory  Board.  The  Society  also 
endorsed  the  Operation  Headstart  Program  which  is 
administered  by  the  Lackawanna  Human  Development 
Agency.  Several  county  society  members  are  active  in 
this  program. 

In  continued  cooperation  with  government  sponsored 
programs,  endorsement  was  granted  to  the  Comprehen- 


sive Mental  Health  Program.  Currently  the  Public 
Health  Legislation  Committee  continues  study  of  the 
Comprehensive  Health  Planning  Amendment  and  plans 
full  participation  in  the  northeastern  area.  As  have  most 
other  county  societies  in  the  state,  this  Society  approved 
the  Blue  Shield  Prevailing  Fee  Program.  Full  endorse- 
ment was  given  to  the  AMA  stand  and  recommenda- 
tions on  community  fluoridation  of  water. 

In  keeping  with  the  tradition  of  presenting  honors 
when  due,  the  Medical  Society  at  special  presentation 
ceremonies  awarded  an  AMA  citation  to  Elihu  Fried- 
mann, M.D.  for  meritorious  service  in  Vietnam.  Plaques 
commending  their  golden  anniversaries  in  the  medical 
profession  were  presented  to  four  veteran  physicians  at 
special  ceremonies.  Those  so  honored  were  Lewis  C. 
Druffner,  M.D.  of  Avoca,  Joseph  F.  Comerford,  M.D. 
of  Scranton,  Martin  B.  Finneran,  M.D.  of  Carbondale, 
and  James  R.  Skeoch,  M.D.,  of  Scranton.  Topping 
off  the  year’s  activities  was  the  recent  Benjamin  Rush 
Awards  Dinner  sponsored  by  the  Society  at  which  a 
prominent  local  businessman,  Charles  M.  A.  Lebowitz, 
and  the  Scranton  Lions  Club  were  honored  for  their 
contributions  to  the  health  and  welfare  of  the  com- 
munity. 

Monroe  County 

On  June  3,  1967  a Measles  Immunization  Clinic  was 
held.  Five  hundred  children  between  the  ages  of  one 
year  and  twelve  years  were  immunized.  This  clinic 
was  conducted  in  cooperation  with  the  Public  Health 
Service  and  was  a moderate  success. 

Four  meetings  have  been  held  in  the  usual  fashion 
with  a guest  speaker  presenting  medical  topics  of  in- 
terest. In  addition  a program  was  held  at  the  Monroe 
County  General  Hospital  to  acquaint  all  members  of 
the  staff  with  the  use  of  the  Cardiac  Monitor  and  Cardio- 
verter. 

The  Society  recently  has  directed  a committee  to  re- 
view the  emergency  coverage  system  of  the  county,  with 
the  objective  of  maintaining  good  public  relations  and 
promoting  adequate  emergency  care. 

Northampton  County 

The  best  report  is  one  of  no  problems  and  many 
worthwhile  activities.  This  indeed  would  be  fine;  how- 
ever, we  have  one  problem  that  has  persisted  and  will 
continue  to  persist  as  long  as  there  are  not  enough 
family  medical  doctors  in  the  rural  area:  the  ever- 

increasing  influx  of  chiropractors  into  the  area.  If  the 
Pennsylvania  Medical  Society  together  with  the  Penn- 
sylvania Association  of  General  Practice  could  induce 
more  young  men  to  practice  medicine  on  a family  basis 
this  situation  might  be  alleviated.  Although  the  problem 
seems  acute  here,  I am  sure  the  trend  is  national. 

Our  program  chairman  has  done  an  excellent  job 
providing  clinical  and  scientific  programs.  The  attend- 
ance is  best  at  the  clinical  meetings.  Socio-economic 
problem  meetings  are  poorly  attended.  Today,  socio- 
economic problems  are  an  inherent  part  of  the  practice 
of  medicine.  Nevertheless  physicians  in  this  county 
continue  to  be  more  interested  in  disease  and  its  treat- 
ment than  in  medically  related  socio-economic  prob- 
lems. 

In  September  the  Society  will  conduct  a measles 


immunization  program  with  the  cooperation  of  the 
schools  of  Northampton  County.  It  will  include  all 
children  up  to  twelve  years  of  age.  The  Society  has 
also  continued  to  support  other  worthwhile  health  and 
welfare  programs  which  benefit  the  people  of  North- 
ampton County. 

Wayne-Pike  County 

Monthly  meetings  were  held  throughout  1966  except 
for  the  months  of  July  and  August.  Appropriate  movies 
on  current  medical,  surgical  and  obstetrical  problems 
were  shown  at  each  meeting. 

A tetanus  immunization  program  for  the  two  counties 
was  completed  in  November,  with  a good  response  from 
the  people  comprising  this  area. 


One  particular  problem  affecting  this  region  should 
receive  some  judicious  thought  and  planning  by  physi- 
cians at  this  time.  This  is  the  opening  in  1975  of  the 
Tock's  Dam  Recreation  Area.  The  completion  of  this 
mammoth  federal  project,  which  will  create  a body  of 
water  that  stretches  from  Stroudsburg  to  Port  Jervis, 
New  York  is  expected  to  bring  approximately  ten  mil- 
lion visitors  annually  to  this  area  and  will  affect  certain 
portions  of  Pike  County.  The  project  will  entail  not 
only  the  construction  of  superhighways  from  New 
Jersey,  New  York  and  Philadelphia,  but  also  construc- 
tion of  hotels,  motels  and  camp  sites  to  accommodate 
the  influx  of  people.  In  turn  the  medical  and  surgical 
facilities  needed  in  this  region  of  north-eastern  Penn- 
sylvania also  will  increase  drastically  by  1975. 


FOURTH  COUNCILOR  DISTRICT  George  A.  Rowland,  M.D. 


For  one  more  year  the  fourth  district  has  been  rela- 
tively free  of  the  harassment  of  major  problems.  The 
councilor  has  received  no  notification  of  any  suits 
brought  against  physicians  in  this  district. 

Several  of  the  county  societies  have  immunization 
programs  under  consideration.  An  interesting  new  de- 
velopment occurred  in  May  when  the  Northumberland 
and  Columbia  County  Medical  Societies  held  a joint 
meeting  which  was  rather  well  attended  by  members 
from  both  societies.  It  is  hoped  that  more  joint  meet- 
ings will  be  forthcoming  among  all  of  the  societies  in 
the  district.  These  can  only  serve  to  benefit  those  in- 
volved. 

Schuylkill  County 

Schuylkill  County,  the  largest  society  in  this  district, 
has  been  holding  regular  scientific  sessions,  usually 
addressed  by  representatives  of  the  Philadelphia  medi- 
cal schools.  The  society  is  now  in  the  process  of  having 
all  of  the  past  minutes  of  the  society  bound  in  perma- 
nent form.  The  volumes  so  formed  will  be  dedicated 
to  the  late  Trustee  and  Councilor,  Joseph  Leskin,  M.D. 

Montour  County 

This  Society  has  continued  to  maintain  a high  level 
of  scientific  programs  and  draws  speakers  from  the 
medical  schools  of  Pennsylvania  and  adjoining  states. 
In  addition  the  society  has  been  active  on  a community 
level  supporting  the  organization  of  a community  visit- 
ing nurse  program  in  conjunction  with  the  Columbia 
County  Society.  The  society  also  has  been  responsible 
for  the  regular  broadcasting  of  the  Pennsylvania  Medi- 
cal Society  “Today’s  Health  Program”  over  station 
WPGM  in  Danville.  It  also  has  been  actively  cooperat- 


ing with  the  Danville  YMCA  and  the  Danville  Ambu- 
lance League. 

Northumberland  County 

The  Northumberland  County  Medical  Society  has 
streamlined  its  scientific  program  to  three  meetings  in 
the  spring  and  three  in  the  fall.  The  new  innovation  has 
been  responsible  for  a considerable  improvement  in  at- 
tendance. This  large,  spread-out  county  has  had  con- 
siderable difficulty  getting  a turn-out  for  winter  meet- 
ings. A 30  percent  attendance  is  now  almost  routine. 

Fifty-year  plaques  were  presented  to  three  members 
this  year.  Two  members  were  lost  by  death  including 
E.  Roger  Samuel,  M.D.,  a Past  President  of  the  Penn- 
sylvania Medical  Society  and  a well-known  figure  in 
Pennsylvania  Medicine. 

Columbia  County 

Columbia  County  also  has  seen  an  improvement  in 
attendance  and  activity  in  this  past  year.  High  quality 
scientific  programs  combined  with  an  attractive  new 
and  centrally  located  meeting  place  have  resulted  in 
renewal  of  member  interest.  The  society  plans  a county- 
wide measles  immunization  program  for  the  fall. 

In  most  cases  the  councilor’s  communications  with 
the  various  societies  of  the  district  have  been  excellent. 
Indications  are  that  this  will  be  true  of  all  of  the  societies 
in  the  district  in  the  future.  Most  of  the  men  in  this 
district  are  somewhat  confused  about  the  various 
regional  development  programs  which  are  knocking  at 
our  doors.  For  the  present  no  one  is  quite  sure  how 
these  will  develop  and  how  much  each  area  will  be 
influenced.  Since  the  answers  to  these  questions  are  no 
more  readily  available  at  state  or  federal  levels  we  will 
wait  until  the  situation  begins  to  clarify  itself. 


FIFTH  COUNCILOR  DISTRICT  David  S.  Masland,  M.D. 


I his  year  I have  had  the  privilege  of  visiting  the 
York,  Franklin,  Cumberland,  Lebanon,  and  Lancaster 
County  Societies.  In  each  instance,  I have  found  vital 
societies  carrying  out  the  scientific  and  socio-economic 
functions  of  their  organizations. 

Lancaster  County 

The  Lancaster  County  Society  has  held  several  inter- 
esting scientific  programs.  In  addition,  it  has  held  joint 
meetings  with  the  pharmacists  and  clergy  in  order  to 


work  out  ways  to  better  serve  the  public.  In  October, 
1966  this  society  sponsored  a week  in  Lancaster  for 
eight  foreign  military  doctors.  These  physicians,  who 
represented  eight  different  countries,  were  entertained, 
and  we  believe  better  informed  by  this  experience. 

Lebanon  County 

The  Lebanon  County  Society  has  had  a particularly 
busy  year  in  the  public  health  field.  They  have  in  the 
past  thirteen  months  sponsored  highly  successful  measles 


and  oral  polio  immunization  programs.  They  also  suc- 
cessfully sponsored  with  the  Dental  Society  a water 
fluoridation  law.  Finally,  this  society  presented  a schol- 
arship to  a local  school  nurse  for  the  Pennsylvania 
Community  School  Health  Work  Shop. 

Adams  County 

Adams  County  Society,  under  fine  leadership,  con- 
tinued to  be  extremely  active.  Its  members  have  added 
a Scientific  Advancement  section  to  their  Society.  They 
have  met  with  the  Gettysburg  Travel  Bureau  to  work 
out  adequate  medical  services  for  tourists.  Their  Re- 
cruitment Committee  has  been  busy  presenting  medi- 
cine as  a career  to  high  school  students.  A Mental 
Health  Unit  has  been  formed,  with  the  co-operation 
of  this  Society.  Adams  County,  like  its  neighbor  county, 
Franklin,  continued  to  cooperate  in  a Summer  Migrant 
Worker  Treatment  Program.  This  program  was  set  up 
to  provide  care  for  the  many  migrant  workers  in  the 
county,  particularly  in  the  fruit  crop  harvest. 

Cumberland  County 

Cumberland  County  Society  has  for  years  concen- 
trated its  activities  in  the  socio-economic  field.  This 
year  it  again  held  a well-attended  legislative  dinner  with 
local,  state  and  national  legislators  present.  In  the  past 
year,  under  the  stimulus  of  its  secretary,  H.  Robert 
Davis,  M.D.,  the  society  sent  emergency  medical  sup- 
plies to  Vietnam.  Dr.  Davis  of  Cumberland  County, 
like  Robert  Whitmire,  M.D.  of  Lancaster,  has  done 
volunteer  work  in  Vietnam  during  the  past  two  years. 


Dauphin  County 

The  largest  Society  in  the  Fifth  District,  Dauphin 
County  is  pleased  to  report  that  one  of  its  members, 
John  Harris,  Sr.,  M.D.,  was  elected  President-elect  of 
the  Pennsylvania  Medical  Society.  He  has  served  in 
this  capacity  with  his  usual  diligence  and  distinction. 
The  Dauphin  County  Society  joined  with  other  spon- 
soring agencies  to  conduct  an  “End  Measles  Program” 
on  Sunday,  May  14.  Nearly  three  thousand  children 
were  immunized.  In  addition,  it  again  conducted  the 
annual  DRT  Immunization  Programs  for  children  in 
the  first  grade. 

This  has  been  a year  of  planning  for  the  Fifth  Coun- 
cilor District — regional  medical  planning  along  with 
planning  for  heart,  cancer,  and  stroke.  Each  of  our 
county  societies  has  co-operated  in  these  programs  and 
they  are  well  under  way  at  present.  Under  the  adminis- 
trative direction  of  the  Pennsylvania  Medical  Society, 
the  Susquehanna  Valley  Heart,  Cancer  and  Stroke  Plan- 
ning Program  has  been  funded  and  plans  are  going 
forward. 

Government  enters  more  and  more  into  our  lives 
through  the  many  programs  sponsored  by  legislators. 
These  programs  have  been  thrown  at  us  in  huge  num- 
bers. Government  has  given  birth  to  these  programs, 
but  it  has  been  the  job  of  others,  including  organized 
Medicine,  to  try  and  prevent  the  overlapping  and 
seemingly  helpless  inefficiencies  built  into  them.  I see 
this  job  plus  the  mission  to  improve  the  actions  of  our 
legislative  bodies  as  the  chief  function  of  our  county 
and  state  societies  in  the  years  to  come. 


SIXTH  COUNCILOR  DISTRICT  H.  Thompson  Dale,  M.D. 


The  highlight  of  the  year  was  the  Councilor  District 
meeting  held  at  the  Nittany  Lion  Inn,  State  College 
on  Thursday,  February  16,  1967.  Our  very  capable 
State  President,  J.  Everett  McClenahan,  M.D.,  gave 
an  informative  talk  on  “Medical  Mandates.”  This  year 
Juniata  College  and  Pennsylvania  State  University  pre- 
medical students  in  their  final  years  were  invited  to 
attend,  as  well  as  the  advisors  of  the  students.  One 
hundred  and  eighteen  attended  this  meeting  (eighty- 
eight  pre-med  students,  twenty-seven  physicians  and 
three  advisors).  Approximately  10  percent  of  the  Soci- 
ety members  in  the  Councilor  District  were  present 
and  all  five  societies  were  represented.  Unfortunately 
two  county  societies  had  meetings  that  night.  I am 
grateful  for  the  help  received  from  John  E.  Deardorff, 
M.D.,  president-elect  and  program  chairman  of  the 
Centre  County  Medical  Society,  John  D.  Walmer, 
M.D.,  president  of  the  Centre  County  Medical  Society 
and  many  other  medical  society  friends  as  well  as  our 
State  Society  office  for  preparing  the  announcements 
for  the  Councilor  District  meeting.  I would  like  to 
take  this  opportunity  to  announce  next  year’s  Councilor 
District  meeting.  It  will  be  held  on  February  15,  1968. 
John  Harris,  Sr.,  M.D.,  President-Elect  of  the  State 
Society  will  speak  on  “The  History  and  Development 
of  X-Ray,”  so  please  mark  the  date. 

I am  pleased  to  report  that  there  were  no  medicare 
investigation  problems  in  the  past  year  and  that  our 
physicians  are  cooperating  well  in  this  program.  I hope 
the  next  year  will  bring  better  service  on  claims,  although 
Blue  Shield  has  had  a heavy  load  placed  upon  it. 


Your  councilor  has  not  been  called  upon  for  help 
in  solving  any  problems  and  is  glad  that  all  societies 
are  doing  so  well.  I received  lists  of  officers  and  com- 
mittees for  1967  from  four  of  the  five  county  societies 
in  this  Councilor  District.  On  May  19,  1967  letters 
were  sent  to  each  county  society  secretary  requesting 
annual  reports. 

Blair  County 

In  January,  1967  Mrs.  Dale  and  I had  the  pleasure 
of  attending  the  annual  banquet,  installation  of  officers 
and  dance  of  this  county  society.  The  highlight  of  this 
delightful  function  was  the  presentation  of  fifty-year 
awards  to  Ralston  O.  Gettemy,  M.D.,  and  H.  Fred 
Moffitt,  M.D.  Both  men  appeared  younger  than  their 
ages.  The  Blair  County  Medical  Society,  Jefferson  Medi- 
cal College  and  the  Pennsylvania  State  Extension  ser- 
vices had  another  year  of  excellent  post-graduate  medi- 
cal seminars.  This  active  society  of  132  members  does 
an  excellent  job. 

Centre  County 

The  Centre  County  Medical  Society  had  nine  meet- 
ings during  the  past  year.  The  one  in  June,  1967  was 
a picnic  with  the  dentists  and  pharmacists  of  Centre 
County.  The  Centre  County  Medical  Society  Founda- 
tion (a  trust  to  aid  charitable,  scientific,  educational 
and  religious  causes)  has  been  chartered  and  is  in  opera- 
tion. A successful  measles  vaccine  clinic  was  directed 
by  William  L.  Welch,  M.D.  in  May,  1967.  About 
three  thousand  children  were  vaccinated. 


Clearfield  Count}' 

For  personal  reasons  I could  not  attend  the  annual 
dinner-dance  of  Clearfield  County  in  December,  1966. 
Next  year  Elmo  E.  Erhard,  M.D.  will  be  president  of 
the  Pennsylvania  Medical  Golf  Association.  I am  proud 
of  this  active  society. 

Huntingdon  County 

This  small,  but  active  county  society  was  well  repre- 
sented at  the  Councilor  District  meeting  in  February, 
1967  when  we  entertained  the  senior  pre-medical  stu- 
dents from  Juniata  College  and  Pennsylvania  State  Uni- 
versity. 


Mifflin-Juniata  County 

I was  disappointed  that  my  wife  and  I could  not 
attend  this  county’s  annual  banquet,  installation  of  of- 
ficers and  dance  in  January,  1967.  The  Blair  County 
Medical  Society  had  scheduled  its  annual  meeting  for 
the  same  evening  and  I had  previously  arranged  to 
attend  it. 

Once  more  I encourage  the  approximately  three  hun- 
dred members  of  this  councilor  district  to  read  our 
excellent  journal,  Pennsylvania  Medicine.  The  sum- 
mary of  each  Board  of  Trustees  meeting  which  is  held 
in  Lemoyne  approximately  every  three  months,  is  pub- 
lished in  the  issue  immediately  following  each  meeting. 


SEVENTH  COUNCILOR  DISTRICT  Robert  S.  Sanford,  M.D. 


The  Seventh  Councilor  District  has  continued  to 
maintain  active  participation  in  County  and  Pennsyl- 
vania Medical  Society  activities.  This  past  year  marked 
the  beginning  of  many  changes  for  practicing  physi- 
cians, including  the  onset  of  medicare  and  its  many 
ramifications.  One  special  District  Councilor  meeting 
was  held  on  August  14,  1966  for  the  purpose  of  form- 
ing a review  committee  for  this  District.  This  meeting 
was  conducted  under  the  able  guidance  of  Mr.  Richard 
Sloan  of  the  Pennsylvania  Medical  Society  headquarters 
office. 

As  of  this  writing  there  have  been  no  disturbing 
Councilor  District  problems  brought  to  my  attention 
which  enhances  the  feeling  that  the  county  societies  of 
this  District  are  handling  local  problems  well  on  a local 
basis. 

Clinton  County 

Clinton  County  Society  has  maintained  considerable 
local  activity.  Extensive  further  immunization  programs 
have  been  initiated  and  carried  out  under  their  auspices. 
The  members  of  this  county  society  are  well  represented 
in  numerous  State  Society  activities  and  are  to  be  com- 
mended on  their  enthusiasm  at  both  local  and  State 
levels. 

Elk-Cameron  County 

This  Society  is  the  most  westerly  situated  of  the 
components  of  this  district  and  seemingly  is  remote 
from  the  general  district  functions,  yet  it  is  pleasing 
to  note  that  the  members  of  the  Elk-Cameron  Society 
play  active  roles  in  State  Society  Committees  and  Coun- 
cils and  handle  well  the  problems  which  arise  within 
their  local  area.  This  Society  particularly  is  active  in 
local  immunization  programs  and  scholarship  programs 
made  available  to  the  people  of  their  community.  It  is 
hoped  that  their  momentum  will  continue. 

Lycoming  County 

As  has  been  mentioned  in  previous  reports,  Lycom- 
ing County  Society  continues  to  be  the  largest  of  this 
Councilor  District  and  this  Councilor  is  particularly 
grateful  to  many  of  the  members  of  this  Society  for 
their  help  and  guidance  given  on  numerous  occasions 
in  the  past  year.  It  is  interesting  to  note  that  the 
membership  of  this  one  Society  is  approximately  equal 
in  number  to  the  total  membership  of  the  other  five 
Society  memberships  combined.  This  in  itself  shows  the 
importance  this  Society  plays  in  District  functions. 


One  of  the  highlights  each  year  is  the  invitation  and 
attendance  of  this  Councilor  to  the  annual  meeting  of 
the  Lycoming  County  Society  where  one  can  be  assured 
of  meeting  at  least  90  percent  of  the  membership. 
The  Society  continues  to  present  excellent  educational 
programs  each  year  for  its  members  as  well  as  for 
members  of  adjacent  county  Societies. 

Potter  County 

A great  vote  of  confidence  must  be  given  to  the 
Potter  County  Society,  which  is  the  smallest  component 
of  this  Councilor  District.  Its  membership  consists  of 
only  seven  physicians.  This  small  county  has  taken  on 
the  project  of  building  and  developing  a new  multi- 
million dollar  hospital  in  remote  Coudersport,  Pa.  for 
the  purpose  of  bringing  to  this  extremely  rural  area 
medical  facilities  which  were  previously  available  only 
at  a great  distance.  Such  an  undertaking  purposes  an 
influx  of  specialists  and  general  practitioners  to  the  area 
to  enhance  the  medical  care  to  the  people  of  Potter 
County  and  neighboring  areas.  This  Councilor  expresses 
congratulations  to  this  small  county  Society  and  its 
ever-increasing  and  seemingly  endless  enthusiasm. 

Tioga  County 

Tioga  County  has  had  a steady  influx  of  educational 
purpose  in  the  Society  meetings  by  bringing  in  outside 
specialists  to  its  monthly  meetings.  At  present  the  So- 
ciety anticipates  the  expansion  and  renewal  of  immuniza- 
tion programs  for  the  residents  of  the  County. 

Union  County 

The  Union  County  Society  has  had  numerous  activ- 
ities throughout  the  past  year  and  shows  marked  in- 
terest in  county  wide  projects.  Such  activities  have 
included  a pre-school  physical  screening  program,  a 
tetanus  immunization  program,  a chest  x-ray  and  TB 
clinic,  first  aid  courses  for  ambulance  drivers  and  an 
anti-measles  campaign  carried  out  in  conjunction  with 
the  State  Department  of  Health.  This  county  Society 
is  to  be  congratulated  on  its  activities  and  it  is  hoped 
that  these  necessary  programs  will  be  continued. 

At  this  time  this  Councilor  would  like  to  express  his 
sincere  gratitude  and  thanks  to  the  many  members  of 
the  county  Societies  of  the  Seventh  Councilor  District 
for  the  cooperation  and  help  given  to  him  thoughout 
the  last  five  years.  There  have  never  been  any  refusals 
or  dissention  of  attitude  on  the  part  of  any  member 
when  called  upon  for  any  job,  large  or  small.  It  is  a 


real  pleasure  to  work  with  County  and  State  Society 
members  of  the  high  caliber  represented  in  this  Coun- 
cilor District.  The  large  rural  structure  of  the  Seventh 
Councilor  District  is  a great  inhibitor  of  close  contact 

EIGHTH  COUNCILOR  DISTRICT  J tunes 

Crawford  County 

The  Crawford  County  Medical  Society  has  forty- 
seven  active  members,  three  associate  members,  and 
two  retired  members.  The  Society  meets  monthly,  ex- 
cept July  and  August.  These  meetings  are  usually  held 
at  the  David  Mead  Inn  and  include  a dinner  followed 
by  a scientific  program. 

During  the  spring  the  Society  sponsored  a dinner 
meeting  for  the  pre-med  students  at  Allegheny  College. 
The  meeting  gave  these  prospective  physicians  the  op- 
portunity to  learn  about  the  activities  of  the  Crawford 
County  Medical  Society.  Following  dinner,  Wilham 
Kolf,  M.D.  of  Cleveland,  who  pioneered  the  develop- 
ment of  the  artificial  kidney,  presented  a program  on 
the  development  of  the  artificial  heart  and  other  organs. 
At  its  October  meeting  the  Society  was  host  to  the 
staff  of  the  local  Mental  Health  Unit.  Dr.  Fraiser  of 
the  Warren  State  Hospital  spoke  on  therapy  for  the 
mentally  ill,  including  the  use  of  Indoklon  at  the  Warren 
Hospital. 

Recently  there  has  been  great  controversy  in  the 
Meadville  area  concerning  the  question  of  fluoridation 
of  the  public  water  supply.  In  an  effort  to  clarify  the 
issues  and  to  provide  authoritative  information,  the 
Society  joined  with  the  local  Dental  Society  in  present- 
ing speakers  and  information  concerning  the  use  of 
fluorides  in  the  prevention  of  tooth  decay.  Other  health- 
related  activities  which  the  Society  conducted  include 
a county-wide  tetanus-toxoid  immunization  program, 
which  was  completed  recently. 

Edgar  Werle,  M.D.,  who  has  been  a member  of  the 
Crawford  County  Medical  Society  for  over  fifty  years, 
was  presented  a plaque  by  the  State  Medical  Society 
in  recognition  of  his  service  to  the  profession.  The 
Society’s  plans  for  the  future  include  the  revision  of 
the  County  By-laws  within  the  next  few  months. 

McKean  County 

The  McKean  County  Medical  Society  has  thirty  mem- 
bers scattered  over  a wide  area.  During  the  1966-67 
year  its  members  were  saddened  by  the  loss  of  two 
members  within  one  week:  L.  S.  Fannin,  M.D.,  and 
S.  A.  McCutcheon,  M.D.  W.  S.  Anderson,  M.D., 
of  Kane  is  departing  for  Kenya  to  become  a medical 
missionary.  The  Society’s  biggest  need  is  for  a general 
practitioner  in  the  Kane  area. 

The  meetings  of  the  McKean  County  Medical  Society 
are  held  eight  times  yearly  at  the  Penn-Hills  Club  in 
Bradford.  The  wives  of  members  are  invited  for  cock- 
tails and  dinner  prior  to  the  beginning  of  the  meetings. 
Six  of  these  meetings  are  scientific  presentations  with 
speakers  who  usually  come  from  Erie,  Buffalo  or  Pitts- 
burgh. Two  meetings  are  social,  usually  a dinner-dance. 

The  members  of  this  Society  work  in  public  relations 
as  individuals  by  speaking  to  many  groups  and  by  par- 
ticipating in  civic  affairs.  A county-wide  immunization 
program  for  this  fall  is  being  studied.  With  the  com- 
pletion of  the  Kinzua  Dam  we  are  anticipating  a large 


but  it  is  a pleasure  to  know  that  at  no  time  has  this 
Councilor  met  with  opposition  on  this  basis.  May  the 
interest  and  enthusiasm  found  throughout  the  Seventh 
Councilor  District  continue  in  the  future. 

A Biggins,  M.D. 

influx  of  tourists  and  campers  which  will  add  to  the 
attraction  of  the  area,  and  consequently  will  also  add 
to  the  work  load. 

Mercer  County 

There  are  at  present  102  members  in  this  county 
society.  Three  members  passed  away  during  the  past 
year:  James  Ward,  M.D.,  Victor  E.  Leffingwell,  M.D., 
and  Ralph  E.  Fennell,  M.D.  Two  new  members  were 
added  in  1967:  W.  Tian,  M.D.,  a urologist  from 

Greenville  and  George  Putnam,  M.D.,  an  anesthesi- 
ologist from  Sharon. 

The  Society  held  an  especially  interesting  meeting  in 
March.  The  speakers  at  this  meeting  were  John  C. 
Harvey,  M.D.,  Professor  of  Medicine  at  Johns  Hopkins 
University,  and  William  M.  McConahey,  M.D.,  of  the 
Mayo  Clinic  and  the  University  of  Minnesota.  Other 
activities  in  which  members  of  the  Society  participated 
include  a tetanus  toxoid  prophylaxis  program,  which 
was  completed  in  May,  1967.  A measles  prophylaxis 
program  will  be  conducted  in  September,  1967.  An 
area  hospital  planning  committee  for  the  county  society 
has  been  appointed  but  it  has  not  as  yet  been  called 
upon  for  guidance,  and  it  appears  unlikely  that  it  will 
be  asked  for  any  advice.  The  County  Society  was 
honored  that  the  Auxiliary  to  the  Mercer  County 
Crippled  Children’s  School  and  Clinic  received  the  State 
Society’s  Benjamin  Rush  group  award. 

The  Society  has  taken  a stand  with  regard  to  physi- 
cian membership  on  hospital  boards  of  management. 
The  Boards  and  administrators  of  the  Greenville,  Grove 
City  and  Sharon  hospitals  have  been  asked  to  include 
physicians  on  their  governing  bodies.  Grove  City  al- 
ready has  one  doctor  on  its  Board.  All  three  have 
been  asked  to  name  at  least  two  physicians  to  their 
respective  Boards.  The  Mercer  County  Medical  Society 
also  endorsed  separate  billing  for  anesthesiologists,  pa- 
thologists and  radiologists.  Sharon  has  one  of  the  few 
radiology  groups  in  Pennsylvania  that  has  been  able 
to  implement  this  arrangement. 

Allen  H.  Holt,  M.D.,  Secretary  of  the  Mercer  Coun- 
ty Medical  Society,  concluded  his  report  as  follows: 

"This  year  has  to  be  regarded  as  a turning  point 
in  Medicine.  Regardless  what  we  may  read,  the  fiber 
of  Medicine  has  been  one  to  make  us  rightfully  proud. 
This  momentum  will  carry  us  for  a while,  but  not  for- 
ever. Confronted  with  an  avalanche  of  scientific  prog- 
ress, diluted  by  a plethora  of  grants,  etc.,  it  is  more 
than  a full-time  job  for  physicians  to  remain  profes- 
sionally competent  and  current.  But  we  are  now  forced 
also  to  keep  abreast  of  the  awakened  public,  its  political 
demands  for  its  ‘right’  to  the  best  in  up-to-date  medi- 
cine, and  resulting  complexities.  In  our  anxiety  to  keep 
our  image  and  not  be  branded  as  continuously  ultra- 
conservative and  anti-everything,  we  may  be  losing  sight 
of  some  of  the  very  fine  principles  and  truths  which 
have  guided  us  so  well. 

"The  public  is  being  misled  in  so  many  areas  by 


subtle  exaggerations  (and  the  repetition  of  them)  that 
we  are  coming  to  believe  them  ourselves.  This  erosion 
of  fact  may  be  the  most  insidious  and  serious  problem 
we  face.” 

Warren  County 

The  Society’s  membership  at  this  writing  consists  of 
forty-three  active  members,  three  residents,  and  four 
associate  members.  Two  young  general  practitioners 
have  recently  located  in  Warren  County  and  a third 
will  be  added  at  the  beginning  of  July.  This  has  con- 
siderably lightened  an  almost  unbearable  work  load. 
We  are  waiting  with  some  anxiety  the  impact  on  the 
work  load  which  completion  of  the  Kinzua  Dam  will 
bring. 

The  Secretary  of  the  Warren  County  Medical  Society 

NINTH  COUNCILOR  DISTRICT  Cyrus 

The  counties  of  the  Ninth  Councilor  District  have 
held  regular  meetings  and  have  had  excelled  sicentific 
programs  as  well  as  the  business  meetings.  The  atten- 
dance at  these  meetings  has  been  good,  approaching  50 
percent  of  the  membership. 

Four  of  the  six  Societies  have  been  visited  to  date. 
The  others  will  be  visited  before  the  year  is  out  if  con- 
flicts in  dates  can  be  avoided. 

The  auxiliary  is  active  in  all  counties,  and  I thank 
them  for  their  cooperation  and  help.. 

I will  not  attempt  to  evaluate  medicare,  but  I am  cer- 
tain that  the  overall  patient  care  has  not  deteriorated 
in  the  Ninth  District. 

The  most  urgent  professional  need  in  the  district, 
and  this  includes  all  counties,  is  more  general  practi- 
tioners so  that  acute  illnesses  can  be  seen  “now”  instead 
of  two,  three  or  more  days  from  “now”;  and  therefore 

TENTH  COUNCILOR  DISTRICT  John  s. 

Allegheny  County 

This  year  the  Allegheny  County  Medical  Society 
expanded  its  activities  and  appointed  an  Executive  Di- 
rector of  Medical  Service  to  assist  in  implementing  its 
new  programs.  Special  committees  were  appointed, 
namely:  the  Committee  to  Study  the  Poverty  Program, 
the  Out-Patient  Care  Committee,  the  Committee  to  Pro- 
vide Assistance  and  Leadership  in  Developing  Home 
Health  Services,  and  the  Committee  to  Study  the  Role 
of  the  General  Practitioner.  These  new  committees, 
together  with  approximately  twenty  others,  comprise 
the  medical  service  planning  program  of  the  Society. 

In  addition  to  supporting  medical  care  in  North 
View  Heights,  a low-income  housing  project,  the  Society 
has  been  active  in  meeting  with  representatives  of  most 
of  the  eight  poverty  areas  in  Pittsburgh  to  discuss  their 
views.  One  application  proposing  a neighborhood  health 
center  has  been  submitted  to  the  Office  of  Economic 
Opportunity  by  the  Mayor’s  Committee  with  the  agree- 
ment of  a local  hospital.  Similar  applications  are  under 
consideration  in  other  areas.  The  City  of  Pittsburgh 
has  submitted  an  application  for  a grant  under  the 
Federal  Government’s  Model  Cities  Program,  and  the 
Society  has  been  asked  for  recommendations  involving 
the  medical  service  aspects  of  the  program.  In  addi- 
tion, the  Board  of  Directors  of  the  Society  has  author- 


reports  that  the  years  of  1966  and  1967  have  been 
particularly  sterile  years,  in  that  no  unusual  meetings 
were  held  and  no  unusual  decisions  made  (unless  you 
would  consider  unusual  the  fact  that  Warren  County 
is  the  only  county  society  in  Pennsylvania  which  did 
not  endorse  the  Blue  Shield  prevailing  fee  schedule). 
In  cooperation  with  the  local  Lions  Club  and  the 
County  TB  and  Health  Society,  the  members  of  this 
Society  sponsored  a Diabetic  Screening  Clinic  and  Glau- 
coma Detection  Clinic  during  the  local  Sports  Show 
which  is  held  every  spring  by  the  Warren  Kiwanis. 
Both  clinics  were  well  attended  and  unsuspected  path- 
ology discovered. 

Your  Councilor  has  not  been  active  in  attending  the 
various  county  society  meetings  but  is  willing  to  serve 
in  any  way  when  called  upon. 

. Slease,  M.D. 

referred,  if  need  be,  with  less  wasted  time,  less  cost, 
and  less  hospitalization.  Also,  if  referral  is  not  neces- 
sary the  patient  loses  less  time  from  his  job. 

Several  counties  have  had  Measles  Day  with  fairly 
good  attendance.  At  least  one  county  has  had  a Health- 
orama  which  was  fairly  well  utilized,  but  final  evaluation 
of  the  worth  of  this  type  of  program  has  not  yet  been 
established. 

In  June,  1966  we  set  up  in  the  Ninth  District  a com- 
mittee composed  of  three  doctors  from  each  county 
to  review  disputed  claims.  To  date,  this  committee  has 
not  been  called  upon  to  take  any  action.  It  stands 
ready,  however,  but  hopes  that  it  is  not  needed. 

I was  privileged  to  attend  Butler  County  Medical 
Society’s  Centennial  Dinner  on  November  8,  1966. 
Congratulations  to  Butler  County  Medical  Society. 

Donaldson,  M.D. 

ized  a study  of  a proposal  for  a private  medical  diag- 
nostic center  in  a low-income  area  of  Pittsburgh.  Dis- 
cussions are  in  progress  with  various  private  organiza- 
tions regarding  support  of  this  proposal. 

An  extensive  amount  of  work  has  been  devoted  to 
improving  emergency  care  in  Allegheny  County.  Six 
subcommittees  have  been  appointed  to  deal  with  di- 
saster, communications,  transportation,  highway  safety, 
education,  records,  and  medical-legal  problems. 

The  Geriatrics  and  Chronic  Disease  Committee  is 
developing  mechanisms  to  answer  problems  concerning 
extended  care.  The  Committee  on  Conservation  of  Vi- 
sion is  preparing  guidelines  between  opthalmologists  and 
optometrists.  The  Society  is  cooperating  with  various 
educational  institutions  in  developing  programs  for  para- 
medical personnel. 

Much  attention  has  been  given  to  Public  Law  89-749 
— “Comprehensive  Health  Planning  and  Public  Health 
Services  Amendments  of  1966”  and  the  Regional  Medi- 
cal Program  in  connection  with  heart  disease,  cancer, 
and  stroke.  More  recently,  studies  of  the  Appalachia 
Program,  and  the  Head  Start  Programs  sponsored  by 
the  Office  of  Economic  Opportunity,  have  been  initiated. 

In  the  interest  of  high  quality  medical  care  and  the 
private  practice  of  medicine,  the  Allegheny  County 
Medical  Society  will  make  every  effort  to  continue 


providing  active  physician  leadership  and  to  ensure  that 
paricipation  in  all  of  these  programs  is  maintained. 

Beaver  County 

J.  W.  Smith,  M.D.,  secretary,  reports  that  the  Beaver 
County  Medical  Society  now  has  a total  membership 
of  155:  145  are  active,  seven  are  associate  members 
and  three  members  are  presently  in  residency.  An 
indoctrination  luncheon  for  eleven  new  members  of  the 
Society  was  held  on  December  8,  1966.  Realizing  the 
need  for  new  physicians  in  Beaver  County,  especially 
general  practitioners,  seventeen  students  attending  vari- 
ous medical  schools  in  Pennsylvania  were  entertained 
at  a Christmas  Party  on  December  28,  1966.  Most  of 
the  students  were  in  their  first  and  second  years.  The 
Society  hopes  to  include  upper  classmen  in  the  party 
this  year.  The  members  want  to  become  acquainted 
with  each  of  them,  and  explain  the  aims  and  policies 
of  the  County  Medical  Society  in  the  hope  that  many 
of  them  will  start  their  practice  of  medicine  in  Beaver 
County. 

In  connection  with  increasing  participation  in  the 
Society’s  activities,  a new  format  for  the  Scientific  Meet- 
ings was  started  recently.  In  order  to  increase  the 
attendance  at  our  meetings,  it  was  changed  from  an 
afternoon  to  an  evening  meeting.  Attendance  has  im- 
proved and  we  hope  it  will  remain  that  way. 

Social  activities  held  by  the  Society  include  the  An- 
nual Dinner-Dance  held  at  the  Beaver  Valley  Country 
Club  on  October  22,  1966.  There  was  no  presentation 
of  guests,  no  awards  or  speeches,  just  an  evening  of 
dancing  and  fun. 

This  year,  seventeen  physicians  in  Beaver  County 
contributed  time  and  effort  to  the  public  education 
program  of  the  Beaver  County  Cancer  Society.  A total 
of  forty-seven  club  and  organization  programs  attended 
by  approximately  five  thousand  adults  and  students  had 
the  benefit  of  a physician  speaker.  Other  physicians 
took  part  in  programs  on  Health  Problems  of  Grade 
School  Children,  Sex  Education,  Posture,  and  Venereal 
Disease. 

On  April  9,  Beaver  County  “shot  out”  measles  with 
a highly  successful  program.  Raymond  L.  Sheets,  M.D., 
general  chairman,  said:  “The  success  can  certainly  be 
traced  to  the  more  than  seven  hundred  volunteers  who 
worked  together  on  this  important  undertaking.  Our 
feeling  was  that  an  eight  thousand  inoculation  total 
would  mean  a successful  program;  this  figure  of  nine 
thousand  two  hundred  is  really  tremendous.”  The  in- 
oculations were  given  at  eleven  sites  to  children  be- 
tween the  ages  of  one  and  eight  to  rid  the  county  of 
nine  day  measles  (rubella). 

A meeting  was  held  this  spring  with  members  of 
Local  1211  Aliquippa  United  Steel  Workers  to  discuss 
medicare  problems  that  were  affecting  the  retirees  of 
that  local.  The  meeting  ended  in  a favorable  and  friend- 

ELEVENTH  COUNCILOR  DISTRICT  d. 

It  has  been  an  active  year  in  the  Eleventh  Councilor 
District.  A Regional  Medical  Care  Coordinating  Com- 
mittee encompassing  the  District  has  been  created  in 
accordance  with  the  By-laws  of  the  Pennsylvania  Medi- 
cal Society.  As  provided  for  in  the  By-laws,  two  active 
members  of  each  county  medical  society  within  the 
region  serve  on  the  Committee.  As  Trustee  and  Coun- 


ty atmosphere  with  the  Union  agreeing  to  keep  us  in- 
formed of  any  further  problems  arising  with  their 
elderly. 

Francis  Bush,  M.D.,  a member  of  our  society,  was 
appointed  medical  director  of  the  Beaver  County  Home 
and  Hospital  in  Brighton  Township  at  the  beginning  of 
this  year.  The  Advisory  Board  members  have  been 
kept  busy  with  the  reading  of  electrocardiograms,  eye 
examinations  and  audiograms. 

We  are  looking  forward  to  our  second  Health-O- 
Rama  to  be  held  June  8-11  at  the  Northern  Lights 
Shopping  Center  in  Baden. 

Lawrence  County 

George  W.  Moore,  M.D.,  secretary,  reports  that  Law- 
rence County  has  actively  pursued  its  normal  schedule. 
In  addition  to  these  activities  of  a routine  nature  the 
Lawrence  County  Medical  Society  carried  out  a county- 
wide Measles  Immunization  Program  on  March  22, 
1967  at  which  time  six  thousand  eight  hundred  inocula- 
tions were  given.  This  was  followed  by  a Tetanus 
Immunization  Program  held  on  April  26,  at  which 
time  sixteen  thousand  five  hundred  inoculations  were 
given.  Follow-up  Tetanus  Immunization  was  performed 
May  24,  at  which  time  eleven  thousand  five  hundred 
inoculations  were  given.  The  third  Tetanus  Clinic  will 
be  held  in  mid-December,  1967. 

Currently  there  are  five  medical  students  from  Law- 
rence County  receiving  loans  from  the  Lawrence  County 
Medical  Student  Loan  Fund. 

Westmoreland  County 

William  U.  Sipe,  M.D.,  secretary,  reports  that  West- 
moreland County  now  has  244  members:  212  active 
members;  twenty-five  associate  members;  two  members 
holding  post-graduate  residencies;  and  three  members 
in  the  Armed  Forces. 

The  Westmoreland  County  Medical  Society  held  ten 
excellent  meetings  throughout  the  year.  These  were 
climaxed  by  an  Annual  May  Clinic  and  a joint  meeting 
with  the  Indiana  County  Medical  Society  held  at  the 
Torrance  State  Hospital. 

The  social  activities  of  the  Society  during  the  past 
year  include  two  dinners  with  the  Woman’s  Auxiliary. 
On  both  occasions  these  were  followed  by  interesting 
talks  presented  by  after-dinner  speakers.  The  Auxiliary 
in  turn  entertained  the  men  of  the  Society  with  a dinner- 
dance  at  the  Greensburg  Country  Club. 

For  the  1966-67  year  the  Westmoreland  County 
Medical  Society  renewed  two  scholarships  and  awarded 
one  new  scholarship. 

The  Hospital  Utilization  Project  and  the  Medical 
Care  Coordination  Committee  continue  to  provide  out- 
standing service  throughout  the  entire  10th  Councilor 
District,  and  we  anticipate  that  their  work  will  continue 
to  be  excellent. 

George  Bloom,  M.D. 

cilor,  I am  an  ex-officio  member  of  the  Committee. 
The  members  appointed  to  the  Committee  are  as  fol- 
lows: 

Bedford  County  Homer  W.  May,  M.D. 

Graffious  L.  Rinard,  M.D. 

Cambria  County  Edward  Martin,  Jr.,  M.D. 

Donald  D.  Mitchell,  M.D. 


Alternate 
Alternate 
Fayette  County 


Greene  County 

Somerset  County 

Washington  County 

Alternate 

Alternate 


Raymond  L.  Dandrea,  M.D. 
Donald  R.  Pohl,  M.D. 
Gertrude  Blumenschein, 

M.D. 

William  A.  Larkin,  M.D. 
Bruce  R.  Austin,  M.D. 
Charles  R.  Huffman,  M.D. 
James  L.  Killius,  M.D. 
William  C.  Ryan,  M.D. 
Ernest  L.  Abernathy,  M.D. 
Malcolm  E.  Ruben,  M.D. 
George  E.  Clapp,  M.D. 
Daniel  E.  Lester,  M.D. 


The  primary  function  of  the  Committee  is  to  provide 
for  the  professional  review  of  disputed  claims  arising 
under  Part  B,  Title  18,  of  the  Medicare  Law  and  in 
that  way  render  assistance  to  Blue  Shield,  the  inter- 
mediary for  the  program.  The  Committee  is  also  in 
a position  to  provide  similar  service  upon  request  of 
Blue  Shield  in  connection  with  the  newly  developed 
Prevailing  Fee  Program  and  to  the  commercial  insur- 
ance industry. 

In  January,  1967  the  Board  of  Trustees  took  action 
which  had  direct  impact  on  the  Eleventh  Councilor 
District.  At  that  meeting  the  Board  authorized  the 
Society  to  assume  fiscal  and  administrative  responsi- 
bility for  the  Susquehanna  Valley  Regional  Medical 
Program  which  involves  a planning  grant  at  this  stage 
as  the  result  of  federal  legislation  on  Heart  Disease, 
Cancer  and  Stroke.  Membership  of  the  Special  Com- 
mittee is  comprised  of  physicians  from  the  Central 
Pennsylvania  area  who  serve  on  the  Board  of  Trustees’ 
Special  Committee  on  Heart  Disease,  Cancer  and  Stroke 
and  Trustees  whose  Districts  will  experience  the  impact 
of  this  program  when  it  is  operational.  In  addition  to 
myself,  five  other  Trustees  serve  on  the  Committee. 
The  Society’s  grant  application  for  the  program  has 
been  approved  and  the  first  grant  monies  will  have 
been  received  by  the  time  this  report  is  published. 

Another  new  law  which  will  have  its  affect  on  the 
Eleventh  Councilor  District  as  well  as  nationwide  im- 
pact is  P.  L.  89-749  which  calls  for  the  establishment 
of  comprehensive  health  planning  agencies.  In  January 


the  Board  of  Trustees  reaffirmed  the  Society’s  position 
that  areawide  health  facility  planning  should  be  pur- 
sued on  a voluntary  basis  and  agreed  that  members  of 
the  Board  of  Trustees  should  contact  each  of  the 
county  medical  societies  in  their  Districts  and  deter- 
mine whether  county  societies  wish  to  establish  a plan- 
ning agency  in  their  area  or  to  join  cooperatively  in 
an  expansion  of  an  established  voluntary  planning  agen- 
cy. Consequently,  each  of  the  county  medical  societies 
in  the  Eleventh  Councilor  District  was  contacted  with 
regard  to  this  matter.  Thus  far,  Cambria  County  has 
created  a Community  Medical  Facilities  Planning  Com- 
mittee. The  membership  of  the  Committee  is  com- 
prised of  a staff  member  from  each  of  the  hospitals 
in  the  county  and  the  county  society  has  authorized 
the  newly  created  Committee  to  contact  the  Allegheny 
County  Hospital  Planning  Association  for  the  purpose 
of  using  their  staff  and  facilities  on  an  advisory  basis. 
Members  of  the  Committee  are: 

John  B.  Lovette,  M.D.,  Chairman 

D.  George  Bloom,  M.D. 

William  T.  Corey,  M.D. 

Raymond  L.  Dandrea,  M.D. 

William  R.  Davison,  M.D. 

James  E.  Miller,  M.D. 

Thomas  E.  Seifert,  M.D. 

The  other  five  counties  in  the  Eleventh  Councilor  Dis- 
trict are  still  considering  this  matter. 

In  addition  to  the  above  activities,  the  District  Board 
of  Censors  met  once  during  the  course  of  the  year  to 
consider  an  appeal  regarding  a rejection  of  an  applica- 
tion for  transfer  of  membership  to  another  county 
medical  society  within  the  Eleventh  Councilor  District. 

My  first  year  as  Trustee  and  Councilor  for  the 
Eleventh  District  has  been  an  absorbing  experience. 
Because  it  is  my  first  year  as  Trustee  and  Councilor 
it  has  not  been  possible  for  me  to  accumulate  as  much 
information  about  the  specific  activities  of  all  of  the 
counties  in  the  District  as  I hope  to  do  in  the  future. 
From  all  indications,  however,  the  work  of  the  county 
societies  has  been  proceeding  smoothly  and  no  prob- 
lems of  a unique  or  difficult  nature  have  been  brought 
to  my  attention. 


TWELFTH  COUNCILOR  DISTRICT  Park  M.  Horton,  M.D. 


Luzerne  County 

The  Luzerne  County  Society  is  comprised  of  the 
parent  Society  in  Wilkes-Barre  and  a branch  Society  in 
Hazleton.  The  Luzerne  County  Society  has  had  an 
outstanding  year  in  services  both  to  the  profession  and 
to  the  public.  The  headquarters  building  was  com- 
pletely refurbished.  The  ground  floor  of  the  building 
houses  the  newly  instituted  Professional  Services  Bureau 
of  Luzerne  County.  The  telephone  answering  service 
and  the  collection  service  of  this  Bureau  are  now  active 
and  are  staffed  by  the  manager,  Mr.  Ralph  W.  Evans, 
a bookkeeper,  an  accounts  clerk,  one  supervising  opera- 
tor, and  nine  operators.  The  building  also  houses  a 
very  complete  library  as  well  as  its  executive  offices 
which  are  efficiently  managed  by  Mrs.  Leona  O.  Franey, 
Executive  Secretary. 

Luzerne  County  Society  held  its  annual  meeting  in 
January,  at  which  time  Charles  Burns,  M.D.,  com- 


pleted his  year  as  president  and  installed  Jacob  Hyman, 
M.D.,  as  the  current  president.  At  this  meeting  the 
individual  Benjamin  Rush  Award  was  presented  to  Mrs. 
George  Krauss,  Executive  Director  of  the  Y.W.C.A. 
The  group  award  was  presented  to  the  Calvert  M. 
Beasley  Braille  Unit  of  Wilkes-Barre.  Also,  R.  Thomp- 
son Gildea,  M.D.  was  presented  the  A.M.A.  award  for 
his  services  in  “Volunteer  Physicians  for  Vietnam.” 
The  fifty  year  plaques  of  the  Pennsylvania  Medical 
Society  were  presented  to  William  Coyle,  M.D.,  H.  W. 
Croop,  M.D.,  E.  M.  Ellsworth,  M.D.,  and  Max 
Tischler,  M.D. 

This  Society  sponsored  and  coordinated  a mass 
Measle  Immunization  program  in  Luzerne  County  on 
June  11,  1967.  Although  the  9,945  immunizations 
administered  were  below  the  projected  figures  of  the 
Department  of  Health,  the  Society  is  to  be  commended 
for  its  efforts  and  service  to  the  public.  This  Society 


will  also  act  as  host  to  a Multiple  County  Spring 
Conference  on  Mental  Health-Mental  Retardation. 

The  Hazleton  Branch  of  the  Luzerne  County  Medi- 
cal Society  is  a very  active  society  with  regular  meetings 
and  outstanding  scientific  programs.  Its  annual  meeting 
was  held  December  1,  1966  at  which  time  Edgar  L. 
Dessen,  M.D.  succeeded  Jules  Foldes,  M.D.  as  presi- 
dent. V.  James  Kennedy,  M.D.,  past  president  of  the 
Luzerne  County  Medical  Society  is  secretary-treasurer 
of  the  Hazleton  Branch  and  acts  as  chief  liasion  officer 
with  the  parent  Society  as  its  representative  on  the 
Board.  This  Branch  Society  contributes  a great  deal  to 
both  the  profession  and  the  community  of  Hazleton. 
Six  of  its  members  serve  on  the  board  of  directors  of 
Hazleton  Mental  Health  and  V.  James  Kennedy, 
M.D.  also  serves  on  the  Luzerne  County  Mental  Health 
Board. 

The  Woman’s  Auxiliary  of  the  Luzerne  County  Medi- 
cal Society  and  also  of  the  Hazleton  Branch  had  an 
active  and  fruitful  year  as  will  appear  in  the  report 
of  their  district  councilor. 

Bradford  County 

The  Bradford  County  Medical  Society,  with  fifty- 
seven  active  members  and  four  associate  members  had 
a very  active  year  with  Ralph  B.  Winston,  M.D.  as 
president,  and  William  C.  Beck,  M.D.  secretary.  The 
scientific  programs  of  this  society  are  outstanding  and 
well  attended.  In  December  the  Society  held  a joint 
meeting  with  the  Bradford  County  Bar  Association,  the 
Tioga  County  Medical  Society  and  the  Tioga  County 
Bar  Association.  On  May  17,  1967  the  society  spon- 
sored a symposium  on  Coronary  Heart  Disease,  and 
with  the  North  Central  Pennsylvania  Heart  Association 
and  the  Department  of  Cardiology  and  Cardiac  Sur- 
gery of  the  Guthrie  Clinic,  presented  an  excellent  pro- 
gram. Another  meeting  in  this  county  which  was  at- 
tended by  a majority  of  the  members  of  the  Society 
was  the  annual  Reunion  of  Interns  and  Residents  of 
the  Guthrie  Clinic  and  Robert  Packer  Hospital  which 
was  held  May  4,  1967.  This  meeting  featured  a scien- 
tific session  and  was  climaxed  by  the  presentation  of 
the  annual  Donald  Guthrie  Oration  by  Charles  L.  Hud- 
son, M.D.,  President  of  the  American  Medical  Associa- 
tion. 

The  Woman’s  Auxiliary  of  the  Bradford  County 
Medical  Society  is  very  active  and  usually  meets  regu- 
larly at  the  time  of  the  Medical  Society  meeting. 

Mrs.  Beatrice  Bennett,  Guthrie  Clinic  Ltd.,  acts  as 
executive  secretary  of  this  Society  and  is  to  be  com- 
mended for  her  efforts. 

Wyoming  County 

The  Wyoming  County  Medical  Society  has  ten  active 
members.  Helen  Beck,  M.D.,  Tunkhannock,  is  presi- 
dent and  C.  J.  H.  Kraft,  M.D.,  Meshoppen,  is  secre- 


tary. The  Society  holds  regular  meetings  which  are 
well  attended  by  both  members  and  their  wives.  They 
feel  that  the  social  part  of  their  meetings  is  important, 
in  that  it  leads  to  better  professional  relations  and  this 
in  turn  results  in  better  medical  care  for  the  com- 
munity. The  Society  is  planning  a program  for  County 
Wide  Measles  Immunization  in  September,  1967. 

Susquehanna  County 

The  Susquehanna  County  Society  has  twelve  active 
members  with  James  McClure,  M.D.,  as  president  and 
Michael  Markarian,  M.D.,  secretary.  The  society  holds 
regular  meetings  with  good  attendance.  It  revised  its 
By-laws  in  December,  1966.  This  county  is  the  site 
of  a pilot  post-graduate  program  arranged  by  the  Edu- 
cational and  Scientific  Trust  of  the  Pennsylvania  Medi- 
cal Society.  The  first  program  under  the  Edward  Walter 
Clark  Medical  Education  Program  was  given  May  10, 
1967  by  John  S.  Barrett,  M.D.  of  the  University  of 
Pennsylvania  Hospital  on  the  subject  of  cardiology. 
Ten  members  of  the  Society  were  able  to  attend  the 
session  in  whole  or  in  part  and  were  enthusiastic  in 
their  praise  of  the  program.  It  is  anticipated  to  con- 
tinue programs  in  the  fall  on  subjects  requested  by  the 
County  Society. 

A Twelfth  Councilor  District  meeting  was  held  at 
the  Penn-Sheraton  Hotel  in  Pittsburgh  on  October  9, 
1966.  All  county  societies  of  the  District  were  repre- 
sented and  subjects  of  mutual  interest  were  discussed. 

The  District  Medical  Care  Coordinating  Committee 
appointments  were  completed.  There  have  been  no 
claims  for  review  referred  to  this  committee  until  the 
present  time. 

Following,  is  a list  of  the  assignments  of  this  Trustee 
and  Councilor:  Finance  Committee,  chairman — Spe- 

cial Committee  of  the  Board  on  Ethical  Matters,  chair- 
man— Educational  and  Scientific  Trust,  Trustee — Advi- 
sory Committee  to  the  Executive  Director,  Convention 
Program  Committee,  Officer’s  Conference  Committee, 
Medical  Benevolence  Committee,  and  Special  Board 
Committee  for  the  Susquehanna  Valley  Regional  Medi- 
cal Program. 

I have  attended  each  meeting  of  these  committees 
during  the  past  year  and  all  meetings  of  the  Board 
except  the  March  15  meeting  when  I was  out  of  the 
country.  Pertinent  District  activities  have  been  reported 
at  regular  Board  meetings.  I have  attended  at  least 
one  meeting  of  each  component  County  Society  during 
the  year  and  regret  that  conflicting  dates  prevent  more 
frequent  visits  to  County  Society  meetings. 

I wish  to  commend  the  Woman’s  Auxiliaries  of  the 
District  for  their  efforts  on  behalf  of  the  profession 
and  their  communities.  I would  also  urge  all  county 
societies  to  aid  the  auxiliaries  in  increasing  their  mem- 
bership and  member  participation  in  auxiliary  activities. 


SUMMARY  REPORTS  OF  STANDING  COMMITTEES 


COMMITTEE  ON  AID  TO  EDUCATION 


Thirty-six  Pennsylvania  students  graduated  from  four- 
teen medical  schools  and  four  children  of  physicians 
received  their  bachelors’  degrees  in  June  who  had  re- 
ceived loans  and  scholarships  from  the  Educational 
Fund  while  they  were  in  school. 

The  allotment  of  $8.00  from  the  annual  assessment 
permitted  thirty-one  of  the  medical  students  to  borrow 
$60,441,  while  five  were  given  tuition  scholarships  worth 
$30,900,  and  six  children  of  physicians  received  $6,936 
in  loans  to  complete  their  college  education. 

During  the  1966-67  school  year,  loans  amounting  to 
$79,320  were  approved  for  1 1 1 medical  students  and 
eight  children  of  physicians.  In  addition,  tuition  pay- 
ments of  $24,027  were  made  for  nineteen  medical  stu- 


dents who  previously  received  four-year  tuition  scholar- 
ships. 

Prior  to  the  beginning  of  the  1967-68  school  year, 
ten  one-year  tuition  scholarships  will  be  awarded  to 
Pennsylvania  residents  entering  medical  schools  within 
the  State  and  twenty-one  second,  third,  or  fourth  year 
students  at  these  schools  will  receive  scholarships  to 
cover  half  of  their  tuition  cost. 

The  Committee  on  Aid  to  Education  recommends 
to  the  members  of  the  House  of  Delegates  that  an 
allocation  of  $8.00  from  the  1968  annual  assessment 
be  made  to  the  Educational  and  Scientific  Trust  to  con- 
tinue the  granting  of  financial  assistance  to  students 
from  the  Educational  Fund. 


ADVISORY  COMMITTEE  TO  THE  WOMAN'S  AUXILIARY 


During  the  past  year  the  Committee  held  one  formal 
meeting,  and  the  chairman  has  been  in  continuous  liai- 
son with  the  president  and  president-elect  of  the 
Woman’s  Auxiliary  regarding  programs  and  projects. 

As  of  March  31,  1967  the  Auxiliary  reported  a total 
membership  of  5,556,  including  thirty-six  members-at- 
large.  It  is  a pleasure  to  report  that  the  total  member- 
ship of  the  fifty-six  organized  county  auxiliaries  includes 
647  new  members. 

Thirteen  county  medical  societies  have  implemented 
the  resolution  regarding  Voluntary  Joint  Billing  as 
adopted  by  the  1966  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society. 

Participation  in  the  activities  of  the  Councils  on 
Governmental  Relations  and  Public  Service  has  been 
demonstrated  by  the  Auxiliary’s  support  and  involve- 
ment in  their  programs.  Invitations  to  attend  the  meet- 
ings of  the  Council  on  Scientific  Advancement  have 
been  extended  to  the  president  and  president-elect  of 
the  Woman’s  Auxiliary. 


Through  the  generosity  of  the  Council  on  Govern- 
mental Relations,  the  first  Legislation  Day  for  County 
Auxiliary  Presidents,  presidents-elect,  and  legislation 
chairmen  was  held  in  Harrisburg. 

Auxiliary  members  have  contributed  generously  to 
the  Educational  Fund  of  the  Educational  and  Scientific 
Trust,  the  Medical  Benevolence  Fund  and  the  Ameri- 
can Medical  Association  Education  and  Research  Foun- 
dation. 

This  Committee  wishes  to  congratulate  the  Auxiliary 
for  its  fine  publication  Keystone  News.  It  serves  as  a 
means  of  communicating  new  ideas  as  well  as  review- 
ing items  of  common  interest. 

Along  with  good  health  education  for  children,  the 
president  has  been  focusing  on  venereal  disease  prob- 
lems among  teen-agers  in  her  speeches  during  county 
visitations. 

Using  the  theme,  “Focusing — Formulating — Fulfill- 
ing,” Mrs.  Jacob  Ripp,  president-elect,  planned  the  pro- 
gram of  the  Twenty-first  Annual  Mid-Year  Conference. 


COMMITTEE  ON  RELATIONSHIPS  WITH  ALLIED  PROFESSIONS 


The  Committee  on  Relationships  with  Allied  Pro- 
fessions has  had  several  meetings  during  the  year,  in- 
cluding one  with  the  Pennsylvania  Nurses  Associaton 
and  the  Pennsylvania  League  for  Nursing. 

The  Committee’s  major  assignment  this  year  involves 
the  so-called  “shortage  of  nurses”  in  Pennsylvania.  This 
project  has  been  undertaken  with  the  recognition  that 
it  is  an  extremely  interesting  and  vital  challenge.  Since 
the  referral  was  made,  the  Committee  has  done  a great 
deal  of  research  into  the  problem,  as  well  as  considera- 
tion of  solutions  being  offered  by  the  nursing  profession 
itself.  In  addition  to  a review  of  all  of  this  material, 
the  Committee  has  been  fortunate  to  have  as  one  of  its 
members  the  chairman  of  the  American  Medical  As- 
sociation’s Committee  on  Nursing,  W.  Benson  Harer, 
M.D.  Dr.  Harer  has  recounted  the  steps  that  his  Com- 
mittee and  the  American  Medical  Association’s  Board 
of  Trustees  have  taken  to  become  better  acquainted 
with  the  problems  of  the  American  Nurses  Association 
and  the  National  League  of  Nursing.  It  was  due  to 
the  Committee’s  research  and  to  the  advice  of  Dr. 


Harer  and  our  president,  J.  Everett  McClenahan,  M.D., 
that  a meeting  was  arranged  with  representatives  of  both 
the  Pennsylvania  League  for  Nursing  and  the  Penn- 
sylvania Nurses  Association.  Following  this  meeting,  a 
report  to  the  Board  of  Trustees  noted  that  it  was  an 
extremely  productive  session. 

The  Committee  has  no  definite  opinions  with  regard 
to  the  educational  plans  described  to  us  by  the  nurses' 
organization,  but  does  feel  that  the  Pennsylvania  Medi- 
cal Society  should  do  all  in  its  power  to  increase  the 
supply  of  nurses  and  to  try  to  eliminate  the  causes  of 
the  shortage. 

Following  the  report  to  the  Board,  the  Committee 
requested  permission  to  conduct  with  the  nursing  or- 
ganizations a one-day  seminar  to  be  held  in  Harrisburg 
to  discuss  these  and  other  problems  facing  nursing  and 
the  medical  profession.  The  Board  authorized  such  a 
meeting.  We  can  report  to  the  House  that  the  seminar 
is  planned  for  October  of  this  year,  and  your  Com- 
mittee is  hopeful  that  we  can  begin  to  arrive  at  solu- 
tions to  these  problems. 


COMMITTEE  ON  CONVENTION  PROGRAM 


During  the  past  year,  the  following  significant  actions 
were  taken  by  the  Committee  on  Convention  Program: 

Conducted  a thorough  evaluation  of  the  1966  con- 
vention program. 

Recommended  separate  hotels  for  the  1967  business 
and  scientific  sessions  because  of  limited  available  fa- 
cilities at  any  one  hotel  in  Philadelphia. 

Met  with  medical  directors  of  various  pharmaceutical 
companies  and  discussed  innovations  in  exhibitor  par- 
ticipation. 

Revised  the  format  of  exhibits  by  limiting  technical 
exhibits  to  table-top  displays,  eliminating  scientific  ex- 
hibits, and  including  all  exhibits  in  the  main  scientific 
meeting  room. 

Prepared  a program  for  the  1967  scientific  sessions 
with  the  theme  “Therapeutics  for  the  Practicing  Physi- 
cian.” 

Approved  the  appointment  of  a sub-committee  which 


was  charged  with  the  responsibility  of  reviewing  the 
objectives  and  purposes  of  the  scientific  education  pro- 
gram in  Pennsylvania. 

Prepared  recommendations  regarding  long-range  sci- 
entific educational  planning  in  line  with  the  report  of 
the  sub-committee  and  presented  them  to  the  Board  of 
Trustees  and  Councilors.  These  recommendations  in- 
cluded the  following: 

(a)  scheduling  scientific  sessions  and  business  ses- 
sions at  different  times  of  the  year, 

(b)  establishing  a Council  on  Continuing  Medical 
Education  for  the  purpose  of  organizing  a long- 
term comprehensive  curriculum  for  medical  re- 
education, and 

(c)  discontinuing  the  Committee  on  Convention  Pro- 
gram and  the  Commission  on  Medical  Educa- 
tion. 


COMMITTEE  ON  MEDICAL  BENEVOLENCE 


Thirteen  physicians,  five  wives,  nineteen  widows  and 
fourteen  children  received  aid  amounting  to  $50,445 
from  the  Medical  Benevolence  Fund  during  1966. 
Monthly  grants  ranged  from  $40  to  $300  under  the 
sponsorship  of  twenty-three  county  medical  societies. 

During  the  year,  due  to  death  and  other  circum- 
stances, four  physicians,  one  wife  and  a widow  and 

COMMITTEE  ON  OBJECTIVES 

During  a time  when  the  Pennsylvania  Medical  So- 
ciety must  continuously  reappraise  and  adjust  its  goals 
in  order  to  keep  pace  with  the  constantly  changing 
environment  of  modern  life,  the  Committee  on  Objec- 
tives has  continued  to  analyze  the  Society’s  direction 
and  purpose.  Throughout  this  year  the  Committee  has 
evaluated  various  facets  of  the  Society’s  program  in 
order  to  ensure  that  the  Pennsylvania  Medical  Society 
remains  current  in  its  orientation  toward  the  future  and 
realistic  in  its  response  to  today’s  problems. 

In  1966-67  the  Committee  met  on  several  occasions. 
The  first  topic  considered  was  the  relations  between 
the  State  Medical  Society  and  specialty  societies.  In 
this  connection  three  consultants  presented  their  views: 
Ross  E.  Bryan,  M.D.,  president  of  the  Pennsylvania 
Academy  of  General  Practice;  Wallace  G.  McCune, 
M.D.,  president  of  the  Pennsylvania  Society  of  Internal 
Medicine;  and  Hugh  M.  Crumay,  M.D.,  of  the  Phila- 
delphia Dermatological  Society.  While  there  has  peri- 
odically been  friction  between  the  Society  and  some 
of  the  specialty  organizations  in  the  state,  the  Com- 
mitee  concluded  that  the  problems  that  do  exist  can 
be  resolved  within  the  framework  of  the  Society’s  pres- 
ent structure.  The  Committee  feels  that  the  Pennsyl- 
vania Medical  Society  represents  the  central  structure  of 
organized  medicine  in  the  state,  and  that  it  is  broad 
enough  for  specialists  to  participate  in  the  Society’s 
programs  and  influence  its  policies  if  they  desire  to  do 
so.  Furthermore,  the  Committee  feels  that  when  spe- 
cialty societies  desire  to  cooperate  with  the  Pennsyl- 
vania Medical  Society  a great  deal  can  be  achieved. 


her  child  were  removed  from  the  list  of  beneficiaries. 
These  seven  individuals  had  received  a total  of  $30,345 
in  benefits  while  they  needed  help. 

The  Committee  on  Medical  Benevolence  recommends 
that  the  $3.00  allocation  from  the  annual  assessment 
of  each  active  member  be  continued  in  1968  to  support 
sick  and  aged  members  of  the  Society. 


A good  example  of  this  was  the  cooperation  of  the 
State  Society  with  the  Pennsylvania  Psychiatric  Society 
and  its  component  groups  in  securing  the  passage  of 
the  Mental  Health  legislation. 

During  the  course  of  the  year  the  Committee  made 
several  recommendations  to  the  Board  of  Trustees. 
These  stemmed  from  a review  of  the  actions  taken  by 
the  House  of  Delegates  on  the  Committee’s  recommen- 
dations in  its  1966  Annual  Report.  The  Committee 
expressed  satisfaction  at  the  endorsement  by  the  House 
of  Delegates  of  the  “big  brother”  concept,  which  calls 
for  assignment  of  leading  members  of  county  societies 
to  specific  interns  and  residents  to  familiarize  the  new 
physicians  with  the  programs  and  purposes  of  organized 
medicine  and  to  encourage  active  membership.  In  order 
that  county  societies  might  be  further  encouraged  to 
carry  out  such  a program  the  Committee  requested  that 
the  Board  of  Trustees  charge  the  Council  on  Public 
Service  with  development  of  a “big  brother”  program 
to  be  implemented  at  the  county  level,  the  Council  to 
report  back  to  the  Board  within  a year.  The  Board  of 
Trustees  adopted  this  recommendation  at  its  meeting 
in  January. 

The  Committee  also  had  proposed  in  its  Annual 
Report  of  1966  that  the  Society  take  a purposeful 
rather  than  a defensive  stance  in  the  area  of  the  federal 
government’s  increasing  influence  on  the  shape  and 
direction  of  medical  care.  Toward  this  end  it  suggested 
that  organized  medicine  formulate  programs  to  provide 
medical  services  to  all  sectors  of  the  public  which  for 
one  reason  or  another  cannot  pay  for  these  services 


themselves  without  financial  hardship.  The  House  of 
Delegates  adopted  this  recommendation  and  referred  it 
to  the  Council  on  Public  Service.  Because  implemen- 
tation of  this  recommendation  involved  the  develop- 
ment of  medical  service  programs  to  meet  public  needs 
rather  than  matters  of  public  or  professional  relations, 
the  Committee  requested  that  the  Board  re-refer  this 
matter  to  a more  appropriate  council.  The  Board  of 
Trustees  adopted  this  recommendation  and  referred  it 
to  the  Council  on  Medical  Service.  Later  in  the  year 
the  Committee  requested  that  the  Board  convey  to  the 
Council  on  Medical  Service  its  sense  of  urgency  with 
respect  to  the  implementation  of  this  recommendation. 

In  its  report  to  the  House  of  Delegates  a year  ago 
the  Committee  noted  that  communications  has  been  a 
persistent  “bugaboo.”  The  State  Society  is  communicat- 
ing, but  its  message  isn’t  always  getting  through  to  the 
membership.  Pursuant  to  this  observation  the  Com- 
mittee devoted  several  meetings  to  the  topic  “Com- 
munications” in  its  broad  application  to  the  professional 
and  public  relations  of  the  Society.  The  Committee 
explored  some  of  the  misconceptions  of  the  public 
about  physicians  and  organized  medicine  in  general. 
We  felt  that  at  least  some  of  these  could  be  blamed 


on  journalism  which  was  more  concerned  with  making 
a point  than  with  presenting  the  facts  accurately.  In 
arriving  at  this  conclusion  the  Committee  studied  various 
materials  including  a series  of  articles  published  in  the 
New  Yorker  during  July,  1966  entitled  “Annals  of 
Legislation”  and  portions  of  a recently  published  book 
entitled  The  Doctors. 

Also  in  connection  with  the  topic  “Communications” 
we  invited  Henry  Pierce,  Science-Medical  Writer  of  the 
Pittsburgh  Post-Gazette  to  consult  with  the  Committee. 
In  addition  to  presenting  his  own  analysis  of  organized 
medicine’s  public  relations  problems,  Mr.  Pierce  ex- 
plained some  of  the  difficulties  inherent  in  presenting 
medical  news  to  the  public.  With  the  assistance  of 
Robert  Parsons,  Executive  Secretary  of  the  Lehigh 
County  Medical  Society,  the  Committee  also  considered 
the  problems  the  State  Society  has  in  communicating 
with  county  societies  and  individual  members.  Since 
we  have  not  yet  summarized  the  results  of  this  study, 
we  have  no  recommendations  at  this  time.  The  Com- 
mittee is  meeting  again  in  July,  however,  and  it  is 
possible  that  a supplemental  report  may  result  from 
this  meeting. 


COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS 


The  important  actions  of  the  Committee  on  Con- 
stitution and  By-laws  during  the  past  year  are  listed 
below: 

Considered  Resolution  66-3  and  decided  no  change 
was  warranted  at  present  in  the  restriction  regarding 
solicitation  of  votes  by  candidates  for  office. 

Considered  Resolution  66-14  and  recommended  that 
no  change  be  made  at  present  in  the  procedure  regard- 
ing nomination  and  election  of  vice  presidents  or  dele- 
gates and  alternates  to  the  AMA. 

Prepared  proposed  amendments  to  the  Constitution 
which  provide  special  membership  for  academic  and 
religious  educators  whose  teaching  responsibilities  relate 

COMMITTEE  ON  DISCIPLINE 

The  Committee  on  Discipline  did  not  find  it  neces- 
sary to  hold  any  formal  meetings  in  1967.  Matters 
of  discipline  referred  to  the  committee  were  considered 
and  acted  upon  by  mail. 

During  the  past  year,  liaison  between  the  committee 
and  the  State  Board  continued.  Cases  referred  to  the 
committee  by  the  State  Board  have  been  resolved  to 
the  satisfaction  of  both  parties  concerned. 

In  February,  a letter  was  sent  to  the  president  and 
secretary  of  each  county  medical  society  reminding 
them  that  members  of  the  committee  were  available 
to  attend  meetings  with  county  medical  societies  to  dis- 
cuss the  handling  of  disciplinary  problems  and  other 


closely  to  pre-medical  as  well  as  medical  education. 

Agreed  with  the  Berks  County  Medical  Society  that 
change  should  be  made  in  the  requirements  for  active/ 
senior  and  associate  memberships  and  prepared  pro- 
posed amendments  accordingly. 

Prepared  proposed  amendments  to  the  Constitution 
which  provide  special  dues  consideration  for  those  en- 
gaged temporarily  in  full-time  philanthropic  work. 

Complied  with  the  request  of  the  Board  of  Trustees 
and  Councilors  to  prepare  proposed  amendments  to  the 
By-laws  which  would  establish  a Committee  on  Com- 
munications. 

Published  a revised  edition  of  the  Constitution  and 
By-laws. 


matters  of  mutual  interest.  This  letter  prompted  a 
request  from  the  Philadelphia  County  Medical  Society 
for  a committee  visitation.  This  was  carried  out. 

From  this  brief  report,  it  would  appear  that:  (1) 

there  have  been  very  few  complaints  in  Pennsylvania 
concerning  the  conduct  of  physicians;  (2)  the  grievance 
committees  of  the  county  medical  societies  have  been 
doing  an  outstanding  job;  or  (3)  this  committee  is 
not  being  utilized  to  its  fullest  extent.  It  is  the  hope 
of  this  committee  that  its  relatively  quiet  year  is  due 
to  the  first  two  reasons.  In  any  case,  the  committee 
stands  ready  to  assist  the  State  Board,  the  State  Society 
and  county  societies  on  matters  of  discipline. 


SUMMARY  REPORTS  OF  SPECIAL  COMMITTEES 


COMMITTEE  TO  STUDY  COMMITTEES  AND  COMMISSIONS 


At  the  1963  House  of  Delegates,  this  committee 
recommended  extensive  changes  in  the  council-commis- 
sion structure  of  the  Society.  By  granting  the  Board 
of  Trustees  the  authority  to  create  and  discharge  com- 
missions upon  the  recommendation  of  councils,  the 


business  of  the  Society  has  functioned  with  dispatch. 

The  Committee  to  Study  Committees  and  Commis- 
sions is  now  of  the  opinion  that  its  work  is  completed 
and  it  should  be  abolished. 


COMMITTEE  TO  STUDY  RELATIONS  BETWEEN  MEDICINE  AND  OSTEOPATHY 


In  1966  this  Committee  reported  that  it  stood  ready 
and  had  been  prepared  to  enter  into  discussions  with 
the  osteopathic  profession  in  conformity  with  the  1962 
and  1963  actions  of  our  House  of  Delegates.  Again, 
we  can  report  that  representatives  of  the  osteopathic 
profession  in  Pennsylvania  have  been  unwilling  to  dis- 
cuss any  of  these  matters  with  us.  It  is  for  this  reason 
that  the  Committee  has  had  no  meetings  during  this 
year,  but  in  light  of  recent  developments  at  the  na- 
tional level  by  the  American  Medical  Association,  meet- 
ings in  1967  and  1968  may  be  indicated  and  necessary. 

At  the  Annual  Session  of  the  American  Medical 
Association,  held  in  Atlantic  City,  New  Jersey  in  June 
of  1967,  a report  from  the  Board  of  Trustees  to  the 
House  of  Delegates  recited  past  actions  of  the  Ameri- 
can Medical  Association  with  respect  to  the  relation- 
ships between  medicine  and  osteopathy  and  recom- 
mended a new  course  of  activity.  Both  the  Report 
from  the  Board  of  Trustees  and  the  report  of  the 
reference  committee  of  the  House  of  Delegates  which 
was  adopted  as  amended  are  reprinted  in  the  official 
reports  booklet. 

Resulting  recommendations  to  the  House  of  Dele- 
gates: 

“The  Board  recommends  that  the  House  of  Dele- 
gates: 

(1)  Authorize  the  Board  of  Trustees  to  begin 
promptly  negotiations  directed  toward  the  begin- 
ning conversion  of  schools  of  osteopathy  to 
schools  of  medicine. 

It  is  understood  that  in  the  conduct  of  these 
negotiations,  sufficient  funds  to  support  such  con- 
versions as  appear  to  be  feasible  will  have  to 
be  secured  from  without  and  within  the  AMA. 

(2)  Authorize  the  Council  on  Medical  Education  to 
undertake  negotiations  to  establish  means  by 
which  selected  students  with  proven  satisfactory 
scholastic  ability  in  schools  of  osteopathy  may 
be  considered  by  schools  of  medicine  for  trans- 
fer into  medical  school  classes.” 

The  House  of  Delegates  of  the  American  Medical 
Association  then  adopted  the  report  of  its  reference 
committee  as  follows: 

“The  Report  of  the  Board  of  Trustees  represents  the 
results  of  a continuing  study  of  the  relationships  be- 
tween medicine  and  osteopathy  by  the  Committee  on 
Osteopathy  and  Medicine.  As  noted  in  the  report, 
The  primary  issue  at  the  present  time  in  the  relation- 
ship of  medicine  and  osteopathy  seems  to  be  not  that 
of  cultism  as  opposed  to  science.  Rather  the  issue 
appears  to  be  one  level  of  medical  education  and  prac- 
tice as  opposed  to  another  and  lower  level  of  medical 


education  and  practice.  ...  In  view  of  existing  cir- 
cumstances, efforts  should  be  directed  to  the  osteopathic 
schools  and  to  their  graduates  located  in  the  38  states 
where  they  practice  medicine  and  surgery  without  re- 
striction.’ 

“The  recommendations  in  the  present  report  deal 
only  with  the  osteopathic  schools  and  their  students. 
With  regard  to  osteopathic  graduates,  existing  AMA 
policy  states  that  ‘Voluntary  professional  associations 
with  a Doctor  of  Osteopathy  should  not  be  deemed 
unethical  if  the  Doctor  of  Osteopathy  bases  his  prac- 
tice on  the  same  scientific  principles  as  those  adhered 
to  by  members  of  the  American  Medical  Association.’ 
This  policy  is  currently  being  applied  at  local  levels 
where  the  method  of  practice  can  be  determined  more 
effectively.  Individual  states  are  encouraged  to  develop 
appropriate  relationships  between  practicing  physicians 
and  osteopathic  graduates  in  accordance  with  this  policy. 
No  specific  additional  recommendations  regarding  these 
procedures  are  contained  in  the  present  report. 

“Resolution  3 (A-66)  introduced  by  the  Ohio  delega- 
tion called  for  the  development  of  ‘a  method  whereby 
qualifications  of  osteopathic  physicians  who  are  willing 
to  subscribe  to  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association  and  who  express  the 
wish  to  join  a component  (county)  medical  society 
may  be  evaluated  in  order  to  determine  eligibility  for 
internship  and  residency  training  in  AMA-approved  hos- 
pital programs  without  jeopardizing  the  hospital’s  ac- 
creditation status.’  This  Resolution  and  other  matters 
relating  to  the  graduate  education  of  osteopathic  physi- 
cians are  still  under  consideration  by  the  Committee 
on  Osteopathy  and  Medicine  and  a report  will  be  made 
at  a future  meeting  of  the  House. 

“The  Reference  Committee  is  in  full  accord  with  the 
intent  of  the  recommendations  of  Board  Report  E;  how- 
ever, the  Reference  Committee  believes  that  the  word- 
ing of  the  first  recommendation  should  be  modified  for 
purposes  of  clarification  before  adoption  by  the  House 
of  Delegates. 

“Mr.  Speaker,  I move  that  Report  E of  the  Board  of 
Trustees  be  adopted  with  modification  of  the  first  recom- 
mendation to  read  as  follows: 

( 1 ) Authorize  the  Board  of  Trustees  to  begin  prompt- 
ly negotiations  directed  toward  the  beginning 
official  change  of  schools  of  osteopathy  to  schools 
of  medicine. 

It  is  understood  that  from  the  American  Medi- 
cal Association  will  be  required:  funds  to  con- 
duct these  negotiations,  and  assistance  in  identi- 
fying and  securing  additional  funds  from  other 
sources  to  support  efforts  toward  changing  the 
schools.” 


COMMITTEE  ON  MEDICINE  AND  RELIGION 


The  Pennsylvania  State  Committee  was  represented  by 
its  chairman  at  a Chicago  workshop  of  the  national 
committee  and  all  state  chairmen  in  February  of  1967. 

It  was  evident  that  from  the  standpoint  of  county  pro- 
graming, Pennsylvania  was  among  the  leading  states 
and  that  the  movement  is  being  received  with  enthusiasm 
around  the  nation. 

The  committee  recognizes  that  the  physicians  and 
clergymen  constitute  the  "helping”  professions;  80  per- 
cent of  troubled  people  are  presently  counseled  by 
family  physician  and  family  clergymen;  and  efforts 
aimed  at  quality  counseling  at  this  broad-based  level 
of  patient  and  parishioner  care  could  represent  one  of 
the  greatest  conceivable  contributions  to  health.  Hence, 

COMMITTEE  ON  GENERAL  PRACTICE 

This  Committee  is  concerned  that  extensive  planning 
activities  in  the  state  could  create  situations  in  which 
the  field  of  general  or  family  practice  will  be  pushed 
aside  or  ignored  as  complex  medical  care  and  medical 
education  plans  are  developed.  The  Committee  has  dis- 
cussed at  length  methods  for  working  with  the  various 
groups  now  involved  in  the  planning  activities,  including 
the  regional  medical  programs,  the  comprehensive 
health  planning  activities,  Appalachia  Regional  Pro- 
grams and  others. 

In  an  effort  to  learn  more  about  the  status  of  group 
practice  in  Pennsylvania,  the  Committee  is  preparing  to 
make  a preliminary  survey  of  the  state  to  determine 
the  number,  location  and  working  details  of  existing 
groups  in  order  to  create  a file  which  could  provide 
information  about  the  pros  and  cons  of  group  practice. 

We  are  anxious  to  point  out  that  the  Committee 
does  not  endorse  or  recommend  group  practice  and 
disapprove  solo  practice  of  medicine.  We  recognize 
that  some  physicians  may  find  it  more  realistic  to  prac- 
tice alone. 

It  is  the  opinion  of  this  Committee  that  a sub- 
stantial portion  of  our  population  will  seek  to  relate 
to  the  “primary  physician”  who  is  usually  a family  or 
general  practice  physician.  For  this  reason,  the  Com- 
mittee has  recommended  to  the  Board  of  Trustees  that 
the  Pennsylvania  Medical  Society  continue  to  support 
efforts  to  strengthen  this  particular  segment  of  the  medi- 
cal profession,  that  the  Society  should  re-affirm  its  posi- 
tion on  family  practice  boards,  and  that  the  delegates 
to  the  American  Medical  Association  should  be  in- 
structed to  give  support  to  the  establishment  of  such 
family  practice  boards  which  are  in  the  final  stages  of 
development. 

Last  year  the  Committee  reported  that  it  was  con- 
cerned with  a study  of  medical  service  areas.  Since 
the  problem  of  patient  care  is  directly  related  to  the 
numbers  and  kinds  of  physicians  available  to  provide 
that  care,  the  development  of  the  regional  medical 
programs  in  the  state  and  the  pending  development  of 
comprehensive  health  planning  would  seem  to  indicate 
that  such  a study  could  be  carried  out  within  the 
framework  of  these  programs.  We  now  have  a tenta- 
tive proposal  for  the  development  of  this  information 
based  on  the  records  of  the  American  Medical  Associa- 
tion. This  would  cover  a substantial  number  of  the 


it  has  been  recommended  that  a course  in  practical 
counseling  be  developed  for  presentation  in  the  com- 
munities of  this  state  for  physicians  and  clergymen. 

The  concept  of  such  a program  has  been  approved 
by  the  Board  of  Trustees  of  the  Pennsylvania  Medical 
Society  and  the  Pennsylvania  Academy  of  General  Prac- 
tice; leadership  in  developing  course  content  and  faculty 
is  being  provided  by  the  Steering  Committee  for  Post- 
graduate Psychiatric  Education. 

Periodic  Medicine  and  Religion  programs  at  the 
county  medical  society  level  are  still  of  prime  impor- 
tance in  bridging  this  interprofessional  gap  of  rarely 
appreciated  dimensions.  March,  1968  will  be  declared 
Medicine  and  Religion  month. 


physicians  in  the  state,  but  would  not  give  complete 
information. 

Currently  under  study  are  ways  in  which  the  Com- 
mittee can  be  helpful  in  the  Emergency  Room  Train- 
ing Courses  now  being  developed  by  the  Council  on 
Scientific  Advancement.  Also  under  consideration  is 
the  possibility  of  establishing  a family  practice  research 
center. 

The  modern  general  practitioner  is  a primary  physi- 
cian and  can  function  in  many  ways:  in  a mixed 

group;  with  specialists;  in  a general  practice  group; 
in  a special  interest  group  (for  example,  emergency 
room),  or  if  he  is  independently  inclined,  as  a solo 
practitioner.  However  he  chooses  to  practice  he  can 
offer  his  patients  medical  care  of  a quality  second  to 
none  within  his  level  of  training  and  competence. 

We  believe  young  doctors  can  find  professional  ful- 
fillment as  primary  physicians  and  to  this  end  we 
recommend: 

1.  That  Medical  Practice  Days  continue  to  be  spon- 
sored by  the  students,  Interns  and  Residents  Sub- 
committee of  the  Council  on  Public  Service. 

2.  That  the  general  practice  information  center  be 
continued  in  the  Pennsylvania  Medical  Society 
headquarters  and  knowledge  of  its  existence  be 
more  widely  disseminated. 

3.  That  a portion  of  the  Annual  Session  program  be 
devoted  to  group  practice,  aimed  primarily  at 
reaching  the  student,  intern  and  resident. 

4.  That  Pennsylvania  Medicine  publish  articles 
on  group  practice.  These  may  be  abstracts  from 
papers  already  appearing  elsewhere  or  original 
articles  so  long  as  they  are  read  by  the  physi- 
cians in  Pennsylvania. 

5.  That  training  opportunities  in  primary  treatment 
be  established  in  several  medical  schools.  These 
fellowships  could  be  tailored  to  fit  individual 
requirements,  thus  making  it  more  attractive  than 
formal  residencies  and  general  practice.  We 
understand  that  many  of  the  general  practice  resi- 
dencies are  unfilled. 

6.  That  a family  practice  award  be  made  annually. 
This  would  include  an  award  to  the  general 
practitioner  of  the  year  and  an  award  to  the  out- 
standing group  practice  of  the  year.  This  would 
operate  similar  to  the  Benjamin  Rush  Awards 
which  go  to  individuals  and  to  organizations. 


SUMMARY  REPORTS  OF  ADMINISTRATIVE  COUNCILS 

COUNCIL  ON  GOVERNMENTAL  RELATIONS 


Since  passage  of  the  Constitutional  amendment  in 
May,  1967  the  Legislature  will  be  a continuing  body 
like  the  Congress  of  the  United  States.  This  procedure 
will  require  increased  legislative  activity  on  the  part 
of  the  membership  since  individual  bills  will  be  in 
existence  for  two  years  instead  of  dying  at  the  annual 
adjournment.  The  Council  also  expresses  concern  at 
the  inability  of  the  membership  to  react  to  requests 
for  legislative  action. 

The  report  of  the  Council  details  the  1966  Resolu- 
tions referred  to  it,  including  Resolution  No.  66-6, 
entitled  “Relations  between  Medicine  and  Optometry,” 
and  Resolution  No.  66-10,  entitled  “Additional  Air 
Pollution  Control,”  as  well  as  those  portions  of  the 
address  of  the  President  and  President-elect  which  were 
referred  to  the  Council. 

Perhaps  the  single  most  significant  item  in  the  report 
of  the  Council  is  the  request  the  Council  made  to  the 
Board  of  Trustees;  that  the  Pennsylvania  Medical  Soci- 
ety design  a position  paper  with  regard  to  the  imple- 
mentation of  Title  XIX  of  Public  Law  89-97  in  Penn- 
sylvania. The  report  contains  four  major  recommenda- 

COUNCIL  ON  MEDICAL  SERVICE 

The  following  report  summarizes  significant  activities 
and  actions  of  the  Council  on  Medical  Service  during 
the  past  year: 

Continued  to  provide  consultation  to  Blue  Shield 
with  respect  to  administrative  details  involved  in  their 
role  as  intermediary  for  Part  B,  Title  18  of  the  Medi- 
care Law. 

Continued  to  assist  the  Tenth  Councilor  District  in 
developing  a Pilot  Program  designed  to  provide 
Utilization  Review  for  extended  care  facilities  in  ac- 
cordance with  the  requirements  of  Part  A,  Title  18. 

Continued  to  assist  Pennsylvania  Blue  Shield  in  the 
development  and  expansion  of  pilot  programs  using  the 
prevailing  fee  concept. 

Continued  to  maintain  liaison  with  the  Blue  Cross 
Plans  in  Pennsylvania  in  their  role  as  fiscal  intermediary 
of  medicare. 

Provided  professional  advice  to  the  Department  of 
Public  Welfare  and  strongly  urged  the  Department  to 
make  payments  under  the  Title  19  Program  equivalent 
to  fees  being  paid  under  the  Title  18  Program. 

Composed  a position  paper  presented  to  the  Gover- 
nor's Office  which,  among  other  things,  strongly  urged 
the  Governor  to  designate  the  Department  of  Health 
as  the  responsible  State  Agency  for  implementation  of 
Title  19. 

Through  its  activities  with  Pennsylvania  Blue  Shield 
and  representatives  of  the  Office  of  Dependents'  Medi- 
cal Care,  is  pleased  to  report  that  a new  contract  has 


tions:  that  Blue  Shield  be  designated  as  intermediary 
in  Pennsylvania;  that  the  Department  of  Health  of 
Pennsylvania  be  designated  the  single  administrative 
state  agency;  that  Title  XVIII  hospital  standards  be 
assigned  to  Title  XIX  programs,  and  that  physician 
and  hospital  charges  should  be  reimbursed  on  a reason- 
able charge  basis. 

The  Council  also  reports  on  compulsory  generic  pre- 
scribing of  drugs  currently  before  the  Congress,  as  well 
as  amendments  to  the  medicare  program  currently  be- 
fore the  House  Ways  and  Means  Committee. 

The  Commission  on  Forensic  Medicine  which  serves 
under  the  Council  reports  on  successful  activity  with 
respect  to  the  calling  of  a Constitutional  Convention, 
which  will  be  needed  in  order  to  eliminate  the  coroner 
from  the  language  of  the  Constitution,  thereby  making 
way  for  a medical  examiner  system  which  can  then 
be  imposed  by  legislation. 

The  Council  reports  that  there  are  over  two  thousand 
bills  before  the  Legislature  of  which  one  hundred  are 
of  some  degree  of  interest  to  the  Council,  and  proposes 
to  file  a supplemental  report  on  these  at  a later  date. 


been  executed  adopting  the  prevailing  fee  concept  as 
basis  of  payment,  effective  April  1,  1967. 

Recommended  the  appointment  of  a Commission  on 
Health  Facility  Planning  which  was  approved  by  the 
Board  of  Trustees  and  which  has  functioned  since  the 
fall  of  1966. 

Maintained  liaison  with  the  Pennsylvania  Hospital 
Association  through  the  Commission  on  Hospital  Rela- 
tions. 

Continued  to  provide  professional  guidance  and  ad- 
ministrative assistance  to  Councilor  Districts  in  review 
committee  activity. 

Completed  discussions  with  representatives  of  the 
Bureau  of  Vocational  Rehabilitation  of  the  Department 
of  Labor  and  Industry  of  Pennsylvania  in  an  effort  to 
seek  improved  fee  schedules. 

Continued  close  surveillance  over  Society-endorsed 
insurance  programs. 

Completed  a study  in  depth  of  the  nature,  scope  and 
availability  of  malpractice  insurance  coverage  for  Penn- 
sylvania physicians. 

Reported  that  the  Philadelphia  Blue  Cross  of  Penn- 
sylvania has  agreed  to  discontinue  making  arbitrary  de- 
cisions and  will  conform  to  a new  utilization  review 
plan. 

Continued  to  provide  professional  advice  to  Sub- 
committee on  Insurance  of  the  Governor  s Hospital 
Study  Commission  regarding  minimum  standards  of  hos- 
pitalization insurance. 


COUNCIL  ON  PUBLIC  SERVICE 


The  following  is  a summarization  of  Council  activities: 

Radio  and  Television — The  five-minute  weekly  radio 
program  now  is  being  used  regularly  by  nearly  eight 
radio  stations  across  the  state,  almost  twice  the  number 
using  it  eighteen  months  ago;  the  “Instant  News”  ser- 
vice, providing  radio  and  television  stations  with  quickly 
transmitted  health  education  and  socio-economic  spot 
announcements  recorded  by  Pennsylvania  physicians,  is 
unique  in  the  nation  and  the  continual  growth  in  the 
use  of  the  service  shows  its  great  success;  sound-on- 
film  TV  spot  announcements  have  been  produced  on  a 
variety  of  subjects  and  distributed  to  all  television  sta- 
tions in  the  state  on  a regular  basis;  steps  are  under- 
way to  add  visual  material  to  the  “Instant  News”  for- 
mat so  that  TV  stations  will  find  a wider  use  for  the 
physician-recorded  messages;  production  continues  on 
the  series  of  half-hour  television  programs  under  the 
general  title  of  “Live  Longer  and  Like  It.”:  the  series 
has  gained  financial  support  from  outside  organizations; 
more  and  more,  broadcasting  media  representatives  are 
turning  to  the  Pennsylvania  Medical  Society  as  their 
prime  source  of  information  on  any  question  related 
to  Medicine. 

Press  and  Publications — Releases  on  State  Society 
areas  of  concern  have  been  distributed  on  a regular 
basis  to  the  four  hundred  daily  and  weekly  newspapers 
in  the  state.  ...  A weekly  health  education  column, 
under  the  title  of  “Safeguard  Your  Health”  is  mailed 
regularly  to  about  three  hundred  eighty  newspapers, 
service  club  bulletin  editors,  industrial  publications  and 
radio  stations;  guidelines  for  physicians  in  their  rela- 
tions with  the  communications  media  were  adopted  by 
the  AMA  Judicial  Council  early  in  1967  and  were 
mailed  to  all  county  societies  which  were  urged  to  adopt 
them;  the  Monitor,  a compilation  of  news  for  and 
about  physicians,  has  been  sent  regularly  to  the  editors 
of  county  medical  society  bulletins  and  in  quantity  to 
smaller  county  societies  for  distribution  with  meeting 
notices;  a new  Service  Manual,  describing  major  State 
Society  programs,  has  been  mailed  to  key  officers  in 
county  societies. 

Awards — The  Benjamin  Rush  Awards  program  has 
been  implemented  by  an  increased  number  of  county 
medical  societies  and  the  public  relations  benefits  are 
growing;  the  Walter  F.  Donaldson  Awards  for  out- 
standing medical  reporting  in  radio,  television  and  news- 
papers continues  to  grow  in  prestige  and  acceptance. 
The  50-Year  Awards  for  physicians  who  have  been 
practicing  that  span  of  time  is  honoring  an  increasing 
number  of  senior  physicians — eighty-one  by  mid- 1967. 

Speakers  Bureau — This  service  now  is  being  pro- 
moted widely  and  a new  height  of  activity  is  expected 
in  1968. 

Medical  Student  Recruitment — High  school  assembly 
programs,  with  public  relations  as  well  as  recruitment 
benefits,  have  resulted  in  the  formation  of  twenty-nine 
Future  Physicians  Clubs  across  the  state. 

Pennsylvania  Association  of  Medical  Assistants — The 
Council,  acting  as  the  Association’s  advisory  body,  has 


provided  financial  and  staff  support  to  these  friends  of 
medicine  and  an  intensive  membership  drive  is  being 
held. 

General  Exhibits — Veterinary  medicine  cooperation 
resulted  in  a joint  exhibit  at  the  annual  Farm  Show  in 
Harrisburg.  Other  exhibits  were  prepared  and  staffed 
at  the  Philadelphia  Health  Fair  and  various  health 
career  fairs. 

Pamphlets — Thousands  of  copies  of  health  education 
and  socio-economic  literature  produced  by  the  Council 
and  the  AMA  were  distributed  throughout  the  year, 
despite  a substantial  increase  in  the  cost  of  the  material 
obtained  from  the  AMA. 

PR  Aids  for  Counties — “Packages”  of  posters,  leaf- 
lets, radio  and  television  spots  and  news  releases  have 
been  distributed  to  requesting  county  societies  for  health 
education  campaigns. 

Secretary  Visit  Program — A total  of  twenty-two 
county  society  secretaries  have  participated  in  day-long 
visits  to  the  headquarter’s  office  for  briefing  on  State 
Society  activities.  The  program  is  being  expanded  to 
include  executive  secretaries. 

Writing  Projects — This  has  included  the  preparation 
of  State  Society  testimony  before  various  governmental 
bodies. 

Students,  Interns  and  Residents — Programs  have  been 
held  in  both  Philadelphia  and  Pittsburgh  to  promote 
general  practice  among  medical  students;  special  ma- 
terials on  organized  medicine  and  the  socio-economics 
of  medicine  have  been  mailed  periodically  to  interns 
and  residents;  work  is  continuing  on  a socio-economic 
course  for  medical  students,  interns  and  residents  and 
on  various  mechanisms  to  present  the  course;  the  Coun- 
cil has  presented  a proposal  calling  for  the  assignment 
of  mentors  to  interns,  residents  and  new  members  of 
county  medical  societies. 

Disaster  Medical  Care — The  Fifth  Regional  Confer- 
ence on  Disaster  Medical  Care  was  held  in  Pittsburgh 
and  a State  conference  is  planned  for  October;  focus 
of  effort  is  on  community  disaster  planning  and  a Com- 
munity Disaster  Planning  Guide  has  been  produced 
and  distributed;  meetings  have  been  held  with  the 
Governor,  the  Lt.  Governor  and  the  State  Council  of 
Civil  Defense  to  meet  more  fully  our  goal  of  having 
medical  decisions  in  the  hands  of  medical  men. 

Rural  Health — The  activity  of  the  Physician  Place- 
ment Service  has  expanded  considerably  but  many  com- 
munities still  are  in  need  of  additional  physicians;  the 
State  Conference  on  Rural  Health  brought  together 
dozens  of  rural  organizations,  was  hailed  as  a great 
success,  and  another  is  scheduled  for  October  11,  1967 
in  Harrisburg. 

Membership — Data  on  practicing  physicians  in  Penn- 
sylvania who  are  not  members  of  the  State  Society  are 
being  studied  to  devise  a membership  drive  aimed  at 
bringing  State  and  county  society  membership  to  its 
maximum  potential. 


COUNCIL  ON  SCIENTIFIC  ADVANCEMENT 


The  following  information  summarizes  the  activities 
of  the  Council: 

Emergency  Department  Techniques  Conference  will 
be  held  in  the  fall  of  1967  and  in  1968. 

Guidelines  for  teaching  personnel  to  administer 
cardiac  pulmonary  resuscitation  are  being  developed. 
Training  sessions  will  be  held  in  the  fall  of  1967. 

An  Institute  on  Infections  Control  in  Hospitals  and 
Institutions  was  held  June,  1967.  The  Pennsylvania 
Medical  Society  co-sponsored  the  event. 

The  1966  Fall  Conference  on  Scientific  Advancement 
brought  together  representatives  of  county  medical  so- 
cieties, specialty  organizations,  the  Pennsylvania  Health 
Department,  and  the  Council  and  its  commissions.  Its 
purpose  was  to  inform  these  individuals  about  the  ac- 
tivities of  the  Council  and  to  aid  in  the  development 
of  cooperative  relationships.  The  1967  Conference  will 
be  held  November  10  and  11,  1967  in  Harrisburg. 

The  1967  Conference  on  Medical  Education,  held  in 
May,  explored  “Regional  Medical  Programs  and  Penn- 
sylvania Medicine.”  Representatives  of  various  phases 
of  medical  care  discussed  the  regional  medical  pro- 
grams from  their  points  of  view  and  workshop  sessions 
were  held  with  representatives  of  the  three  regional 
medical  programs  of  Pennsylvania. 

“The  Elder  Patient,  Clinical  Features  and  Total  Man- 
agement,” a geriatrics  education  seminar,  was  held  in 
September,  1966  in  Philadelphia.  A second  seminar 
was  held  in  Harrisburg  in  April,  1967. 

A Conference  on  Air  Pollution  will  be  presented  by 
the  Pennsylvania  Department  of  Health  in  the  fall  of 
1967.  A Council  representative  will  be  involved  in 
the  planning  activities. 

Three  regional  Mental  Health  Conferences  were  pre- 
sented during  November  and  December,  1966.  Four 
hundred  and  nineteen  persons  from  twenty-seven  coun- 
ties participated.  Physicians,  as  well  as  other  profes- 
sionals interested  in  the  field,  attended.  Additional  con- 
ferences will  be  held  in  the  fall  of  1967. 

Ambulance  Attendant  Training  Programs,  conducted 
by  the  Pennsylvania  Department  of  Health  in  coopera- 
tion with  the  Council,  trained  1,120  persons  in  the  past 
year.  Six  thousand  and  eighty-one  persons  have  received 
training  since  1960. 

Regional  clinics  and  the  Big  33  State  Clinics  on  high 
school  sports  injuries  have  been  staffed  by  physicians 
supplied  by  the  Council.  The  Council  will  aid  in  the 
planning  and  presentation  of  a program  for  the  Ameri- 
can College  of  Sports  Medicine  to  be  held  at  Penn- 
sylvania State  University  in  1968. 

The  Institute  on  Maternal  and  Child  Health,  held  in 
April,  considered  Fetal  Preservation — Learning  Dis- 
orders in  Childhood. 

The  1967  Community-School  Health  Education 
Workshops,  sponsored  by  the  Inter-Agency  Planning 
Committee,  will  be  held  at  six  locations  this  year. 
The  Pennsylvania  Medical  Society  is  a member  of  the 
Planning  Committee. 

The  Pennsylvania  Cancer  Coordinating  Committee 
received  corttinued  support  by  the  Council,  which  con- 
sidered recofnmendations  of  the  Committee  concerning 
(a)  training  of  interns  in  the  use  of  the  proctosig- 
moidscope;  (b)  uterine  cytologic  examinations;  and  (c) 
the  dangers  of  smoking. 


Support  by  the  Council  was  given  to  Diabetes  Detec- 
tion Week  in  November,  1966. 

The  Pennsylvania  Heart  Coordinating  Committee  was 
supported  by  the  Council,  especially  in  its  work  with 
programs  for  training  in  cardiac  pulmonary  resuscita- 
tion. 

The  problem  of  the  licensure  of  paramedical  per- 
sonnel involved  considerable  effort  of  the  Council.  Sup- 
port was  given  by  the  Pennsylvania  Medical  Society 
to  licensure  of  these  various  persons  by  the  Pennsyl- 
vania Board  of  Medical  Education  and  Licensure. 

The  Council  was  represented  on  a committee  of  the 
nursing  profession,  which  is  seeking  to  establish  guide- 
lines for  the  eventual  transfer  of  nursing  education  from 
diploma  schools  to  baccalaureate  schools. 

A roster  of  physicians  available  for  appointment  to 
the  Pennsylvania  Board  of  Medical  Education  and  Li- 
censure is  being  maintained  by  the  Council  for  the 
Board  of  Trustees. 

Coordination  of  Continuing  Medical  Education  is 
being  activated  on  a regional  basis  with  the  formation 
of  representative  committees.  Planning  for  courses  as 
well  as  working  to  eliminate  duplication  and  over- 
lapping is  the  current  goal. 

Rules  and  regulations  for  infirmary  units  and  nursing 
homes  of  nonprofit  homes  have  been  reviewed  and  the 
Council’s  suggestions  incorporated. 

Proposed  Regional  Faculties  for  training  in  geriatrics 
have  been  proposed  and  are  being  studies. 

A program  of  Coordinated  Home  Services  for  the 
Elderly  has  been  proposed. 

Support  has  been  given  to  measures  which  would 
strengthen  the  role  of  the  Department  of  Health  in  air 
pollution  control,  especially  the  construction  of  ade- 
quate detection  laboratories.  Included  in  the  sugges- 
tions was  one  to  have  a non-government  physician  as  a 
member  of  the  Air  Pollution  Commission. 

Additional  study  was  given  to  the  implementation  of 
the  1966  Mental  Health/Mental  Retardation  Act. 

The  Commission  on  Mental  Health  continued  its 
support  for  a separate  Department  of  Mental  Health. 
The  Council  did  not  support  this  position. 

There  have  been  joint  efforts  among  the  Council,  the 
Committee  on  Medicine  and  Religion,  and  the  Penn- 
sylvania Steering  Committee  for  the  Continuing  Educa- 
tion of  Physicians  in  Psychiatry,  to  develop  a program 
on  counseling  for  physicians  and  the  clergy. 

The  Pennsylvania  Steering  Committee  has  received 
funds  from  the  National  Institutes  of  Mental  Health 
to  support  a coordinator  to  direct  its  program. 

The  newly  formed  Commission  on  Drug  Addiction 
and  Alcoholism  has  proposed  an  educational  and  in- 
formation program  directed  to  physicians  and  the  public. 

Representation  on  the  recently  reactivated  Governor’s 
Advisory  Committee  on  Traffic  Safety  is  at  present 
limited  to  state  employees.  Efforts  are  being  made  to 
secure  medical  society  representation. 

Meetings  will  be  held  with  state  departments  to  dis- 
cuss emergency  care  in  connection  with  traffic  accidents 
and  assigned  risk  insurance  for  the  senior  driver  and 
the  epileptic. 

The  1966  PMS  Occupational  Health  Awards  were 
presented  to  I.R.C.,  Inc.,  of  Philadelphia,  the  Vulcan 


Mold  and  Iron  Company  of  Latrobe  and  the  Bethle- 
hem Steel  Corporation.  These  awards  are  made  in  three 
categories  and  are  designed  to  stimulate  good  occupa- 
tional medical  programs. 

A model  industrial  dispensary  at  the  1967  Annual 
Session  will  serve  as  a working  first-aid  station. 

Modification  of  the  Adapted  Physical  Education  Pro- 
gram and  the  completion  of  a health  education  guide 
are  planned  for  the  coming  year.  The  Commission  is 
cooperating  with  state  departments. 

Study  was  given  to  Resolution  No.  66-20,  Clarifica- 
tion and  Revision  of  Laws  concerning  Sterilization, 


Abortion  and  Contraception. 

A statement  regarding  physical  examinations  for  high 
school  athletes  has  been  sent  to  the  Pennsylvania  Inter- 
scholastic Athletic  Association. 

Measles  immunization  programs  throughout  the  state 
were  made  available  by  county  medical  societies  and 
the  Pennsylvania  Department  of  Health.  Sixty-four 
thousand  children  in  eighteen  counties  have  been  im- 
munized since  the  first  of  the  year. 

The  Council  has  given  support  to  the  Pennsylvania 
Smoking  and  Health  Program  which  is  now  in  its  fifth 
year. 


REPORT  OF  DELEGATES 

TO  AMERICAN  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES 


During  the  past  year  the  Pennsylvania  Medical  Soci- 
ety was  represented  by  a full  complement  of  delegates 
to  the  meetings  of  the  American  Medical  Association 
in  Las  Vegas,  Nevada,  November  28-30,  1966  and  in 
Atlantic  City,  New  Jersey,  June  18-22,  1967.  Many 
alternate  delegates  also  attended  these  meetings. 

As  mandated  by  the  1966  House  of  Delegates,  the 
Pennsylvania  Delegation  introduced  three  resolutions  at 
the  L.as  Vegas  meeting.  The  first  resolution  was  the 
result  of  Resolution  66-5  instructing  the  Pennsylvania 
Delegation  to  introduce  a resolution  regarding  veterans’ 
benefits  for  non-service  connected  disabilities.  This  reso- 
lution was  not  adopted  by  the  AMA  House  of  Dele- 
gates. 

Resolution  66-7  of  the  Pennsylvania  Medical  Society 
concerned  cost  accounting  in  veterans’  hospitals.  This 
resolution  was  adopted  by  the  AMA  House  of  Dele- 
gates with  a mandate  that  the  American  Medical  As- 
sociation request  the  Bureau  of  the  Budget  to  modify 
the  cost  accounting  system  of  veterans’  hospitals  to 
permit  comparison  with  cost  accounting  in  community 
hospitals  to  the  end  that  economy,  efficiency,  and  pa- 
tient-care can  be  properly  assessed  in  veteran’s  hospitals. 

Resolution  66-16  of  the  Pennsylvania  Medical  Society 
instructed  the  Pennsylvania  Delegation  to  the  AMA  to 
introduce  an  appropriate  resolution  to  guard  against 
discrimination  in  organized  medicine.  In  lieu  of  adopt- 
ing the  resolution  presented  by  the  Pennsylvania  Dele- 
gation, the  AMA  House  of  Delegates  re-affirmed  the 
statement  of  policy  adopted  in  1964  as  follows:  “The 
American  Medical  Association  is  unalterably  opposed 
to  the  denial  of  membership  privileges  and  responsi- 
bilities in  county  medical  societies  and  state  medical 
associations  to  any  duly-licensed  physician  because  of 
race,  color,  religion,  ethnic  affiliation,  or  national  origin; 
and  the  American  Medical  Association  calls  upon  all 
state  medical  associations,  all  component  societies,  and 
all  individual  members  of  the  American  Medical  As- 
sociation to  exert  every  effort  to  end  every  instance 
in  which  such  equal  rights,  privileges,  or  responsibilities 
are  denied.” 

Several  months  prior  to  the  1967  annual  meeting  of 
the  AMA  scheduled  for  Atlantic  City,  New  Jersey, 
members  of  the  Pennsylvania  Delegation  received  a 
volume  of  letters  regarding  the  AMA  Group  Disability 
Insurance  Program.  Almost  every  letter  requested  the 
delegates  to  support  the  continuance  of  the  program 
which  was  and  still  is  in  effect. 


This  subject  consumed  a great  deal  of  the  delegates’ 
time  during  the  Atlantic  City  meeting.  The  AMA 
Board  of  Trustees  presented  the  following  three  alterna- 
tive policy  positions  to  the  House  of  Delegates: 

1.  That  the  Association  discontinue  its  sponsorship 
and  endorsement  of  any  group  disability  insurance  pro- 
gram for  its  members, 

2.  That  the  Association  make  every  effort  to  con- 
tinue the  program  without  change  in  the  present  eligi- 
bility provisions  and  premium-benefit  structure,  and 

3.  That  the  Association  continue  a disability  insur- 
ance program  with  modified  eligibility  provisions  and 
a revised  premium-benefit  structure. 

The  Pennsylvania  Delegation,  in  response  to  what  it 
believed  was  the  sentiments  of  the  grassroots  in  Penn- 
sylvania, supported  the  second  proposal;  namely,  that 
the  Association  continue  a program  without  change  in 
the  present  eligibility  provisions  and  premium-benefit 
structure.  The  Chairman  of  the  Delegation  spoke  in 
favor  of  this  proposal  at  the  reference  committee. 

Subsequently  the  House  of  Delegates  adopted  the 
report  of  the  reference  committee  which  recommended 
that  the  House  authorize  the  Board  to  make  every 
effort  to  continue  the  AMA  members  Group  Disability 
Insurance  Program  with  the  same  premium  structure. 

It  is  also  interesting  to  note  that  the  June  meeting 
in  Atlantic  City,  New  Jersey  set  two  AMA  records: 
one  was  attendance,  after  95  percent  of  the  authorized 
delegates  attended  the  initial  session,  100  percent  (242 
delegates  out  of  242)  were  in  their  seats  for  both  the 
second  and  third  sessions.  The  other  record  set  was 
that  the  House  of  Delegates  was  presented  with  151 
items  of  business  on  which  action  had  to  be  taken, 
including  a record  total  of  123  resolutions  from  state 
medical  associations. 

It  is  a pleasure  to  report  that  our  distinguished 
colleague  from  Erie,  Pennsylvania,  Russell  B.  Roth, 
M.D.,  was  again  elected  Vice-Speaker  of  the  House  of 
Delegates  of  the  AMA.  At  the  June  meeting  in  Atlantic 
City,  Dr.  Roth  was  required  to  preside  during  almost 
the  entire  session  because  of  illness  of  the  Speaker, 
Walter  C.  Bornemeier,  M.D.,  of  Chicago,  Illinois.  We 
are  also  pleased  to  report  that  upon  nomination  of  the 
President  of  the  American  Medical  Association.  Elmer 
G.  Shelley,  M.D.,  of  North  East  was  elected  to  succeed 
himself  on  the  Judicial  Council  of  the  AMA  and  was 
subsequently  re-named  Chairman  of  the  Council. 


Quantitative  Immunoglobulin  Assays  in 
Patients  with  Lymphatic  Neoplasms 

The  balance  between  synthesis  and  catabolism,  which  maintains  im- 
munoglobulin levels,  is  primarily  regulated  by  the  type  of  tumor 

MOHAMED  A.  MOBARAK,  M.D.  AND  JEROME  I.  BRODY,  M.D. 


Philadelphia,  Pennsylvania 

The  purpose  of  this  investigation 
was  to  assay  quantitatively 
three  classes  of  human  serum  im- 
munoglobulins in  various  malignant 
lymphoproliferative  states  to  deter- 
mine if  immunoglobulin  patterns  are 
influenced  mainly  by  clinical  variables, 
such  as  disease  duration,  disease  se- 
verity, and  treatment,  or  whether  the 
distribution  of  antibody  proteins  is  an 
inherent  characteristic  of  a specific 
tumor  related  only  in  a minor  way  to 
external  factors.  In  addition,  since 
lymphoid  cells  are  considered  to  be 
the  sources  of  circulating  anti- 
bodies,13 variations  in  the  concentra- 
tions of  these  globulins  might  point 
out  similarities  of  and  differences  be- 
tween constituents  of  lymphatic  neo- 
plasms. The  present  study  has  pur- 
posely excluded  macroglobulinemia, 
multiple  myeloma  and  other  parapro- 
teinemias  since  the  presence  of  ab- 
normal proteins  in  these  diseases  are 
acknowledged  reflections  of  distorted 
cellular  activity.4 

Methods  and  Materials 

Patients.  A total  of  sixty-five  pa- 
tients with  various  malignancies  of 
the  lymph  organs,  and  twenty  healthy 
individuals,  as  controls,  were  included 
in  the  project.  Patients  with  blood 
dyscrasias  were  incorporated  in  the  in- 
vestigation as  they  came  under  surveil- 
lance by  the  Division  of  Hematology 
and,  in  this  sense,  they  represent  an 
unselected  group.  The  relevant  patient 
clinical  data  are  summarized  in 

■ At  the  University  of  Pennsylvania , 
Dr.  Moharak  is  a post-doctoral  re- 
search fellow  in  hematology  and  Dr. 
Brody  is  associate  professor  of  medi- 
cine. 

■ Supported  by  U.S.P.H.S.  training 
grant  5 T 1 C.A  5159-02  and 
U.S.P.H.S.  research  grant  CA  07000- 
04. 


TABLE  I.  A diagnosis  of  Hodg- 
kin’s disease  was  made  when  micro- 
scopic features  prevented  further  sub- 
classification of  this  tumor.  The  vari- 
ous subdivisions  of  this  disease  shown 
in  TABLE  I are  purely  histopatho- 
logic and  do  not  imply  their  use  in 
predicting  the  disease  course.  Past  or 
immediate  treatment  of  all  patients 
consisted  of  external  x-irradiation, 
alkylating  agents,  adrenocortical  ste- 
roids, antimetabolites  and  antineoplas- 
tic alkaloids,  given  separately  or  in 
various  combinations,  as  required  in 
each  individual  case.  The  absence, 
presence  and  degree  of  anemia  was 
considered  the  major  indicator  of  the 
patient's  clinical  condition  at  the  time 
of  the  globulin  determinations. 

Immunoglobulin  assay.  Blood  was 
collected  aseptically  and  allowed  to 
clot  overnight  at  4°C.  Sera  were 
separated  and  used  immediately  or 
stored  under  sterile  conditions  at 
-20°C  until  needed.  If  they  were 
turbid,  the  sera  were  centrifuged  prior 
to  use  in  immunodiffusion.  Prelimi- 
nary immunoelectrophoresis  5 served 
to  exclude  macroglobulinemia  associ- 
ated with  leukemia  or  lymphoma.0 
Ouchterlony  double  diffusion 7 was 
utilized  to  demonstrate  the  identity  of 
each  tested  serum  immunoglobulin 
with  its  corresponding  normal  isolated 
protein  fraction.  The  immunoplate  as- 
say* was  then  used  to  quantitate  in- 
dividual immunoglobulins.8  This 
method  consists  of  incorporating  a 
specific  antibody  to  IgG,  IgA,  and 
IgM  into  an  agar  gel  base  poured  on 
separate  microscope  slides  and  filling 
wells  made  on  each  slide  with  indivi- 
dual test  (unknown)  sera.  The  diame- 
ter of  each  precipitin  ring  developing 
after  incubation,  which  indicates  an 
antigen  antibody  reaction,  is  measured 
and  the  concentration  of  the  particular 
globulin  obtained  by  referring  to  an 


* Hyland  Laboratories,  Los  Angeles,  Calif. 


appropriate  standard  curve.  The 
graph  for  each  immunoglobulin  is 
prepared  by  substituting  sera  of  known 
specific  protein  concentrations  for  the 
test  serum,  plotting  the  precipitin  ring 
diameters  on  semilogarithmic  paper, 
and  drawing  a straight  line  to  the 
best  fit. 

Results 

The  results  of  the  immunoglobulin 
assays  are  shown  in  TABLE  II.  The 
actual  mean  values  of  the  immuno- 
globulins and  their  standard  errors 
(S.E.)  or  ranges  are  given  in  mg 
%.  The  levels  found  in  this  study 
for  normal  individuals  are  concor- 
dant with  similar  recent  determina- 
tions.0 To  facilitate  comparison,  how- 
ever, the  normal  means  were  taken 
as  unity  and  a ratio  constructed  with 
the  corresponding  means  obtained 
with  the  abnormal  sera.  A figure  be- 
low 1 indicates  a decrease  in  the  test 
component  as  compared  to  normal 
and  a number  greater  than  unity  in- 
fers that  the  protein  is  increased.  This 
ratio  was  used  in  the  final  evaluation 
of  the  data  as  described  below.  When 
applicable,  the  statistical  significance  of 
the  observed  mean  differences  was 
computed  by  the  t-test.10 

The  IgG  was  depressed  in  three  of 
the  four  diseases  in  which  the  mature- 
type  lymphocyte  or  its  immediate  im- 
mature relative  was  the  major  cellular 
component  of  the  tumor  (CLL,  ALL, 
and  GFL).  This  diminution  was  sta- 
tistically significant  (P  < .05)  only  in 
CLL.  In  contrast,  IgG  was  increased 
in  the  sera  from  patients  with  LLA, 
the  fourth  lymphocyte-containing  tu- 
mor. The  IgG  was  also  decreased  in 
patients  with  RCS  and  HS  but  ele- 
vated in  the  other  three  forms  of 
Hodgkin’s  disease  (HG,  HP,  HD). 

The  pattern  for  IgA  in  the  sera 
of  patients  with  tumors  consisting 
mainly  of  lymphocytes  was  similar  to 
that  for  the  previous  antibody.  It  was 
lowered  in  CLL  (P  < .01)  and  ALL, 
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TABLE  I 

Clinical  Data  of  Study  Patients 


Age 

Sex 

Treated 

Duration 

(Years) 

Anemia 

Disease* 

Range 

M 

F 

No 

Yes 

Present** 

<1 

1-3 

3-5 

>5 

Absent 

Mild 

Moderate 

Severe 

CLL 

37-75 

9 

10 

3 

9 

7 

4 

5 

3 

7 

3 

6 

7 

3 

ALL 

.'3-64 

4 

2 

2 

1 

3 

5 

1 

1 

3 

2 

LLA 

38-68 

8 

6 

3 

5 

6 

4 

3 

3 

4 

8 

5 

1 

GFL 

51-62 

2 

1 

2 

1 

1 

2 

3 

RCS 

32-80 

3 

3 

1 

2 

3 

3 

3 

4 

2 

HS 

42-48 

1 

1 

2 

2 

1 

1 

HG 

31-67 

1 

4 

3 

2 

2 

3 

2 

3 

HP 

36-56 

2 

2 

2 

1 

1 

2 

1 

1 

2 

1 

1 

HD 

37-52 

2 

4 

2 

1 

3 

3 

1 

2 

3 

3 

Totals 

32 

33 

20 

19 

26 

22 

20 

9 

14 

25 

22 

13 

5 

*CLL — Chronic  Lymphocytic  Leukemia 
ALL — -Acute  Lymphoblastic  Leukemia 
LLA — Lymphocytic  Lymphoma 
GFL — Giant  Follicular  Lymphoma 
RCS — Reticulum  Cell  Sarcoma 


HS — Flodgkin’s  Sarcoma 
HG — Hodgkin’s  Granuloma 
HP — Hodgkin’s  Paragranuloma 
**At  the  time  of  the  study. 


raised  in  only  one  instance  of  GFL 
and  elevated,  as  with  IgG,  in  LLA. 
In  the  more  heterogeneous  neoplasms 
the  distribution  was  different  from 
IgG.  Except  for  HG,  in  which  a 
1.03  ratio  was  observed,  the  IgA  was 
depressed  in  all  the  remaining  dys- 
crasias. 

The  levels  of  IgM,  however,  were 
distinctly  dissimilar  from  those  of  the 
other  two  immunoglobulins.  This  pro- 
tein was  depressed  in  every  disease 
group  studied  except  for  a single  case 
of  HS,  in  which  an  elevated  value 
of  220  mg  percent  was  observed.  In 
this  case,  the  IgM  was  not  high 
enough  nor  was  the  immunoelectro- 
phoretic  configuration  of  such  a na- 
ture to  justify  its  classification  as  sec- 
ondary macroglobulinemia.  Accord- 
ingly, the  serum  was  included  in  the 
series.  The  depression  of  IgM  was 
statistically  significant  in  both  CLL 
and  ALL  (P  < .01). 

Not  a single  patient  in  the  group 
investigated  had  completely  normal 
immunoglobulins. 

Of  prime  importance  and  major  in- 
terest was  the  consistent  failure  to 
correlate  the  immunoglobulin  pat- 
terns, as  shown  in  TABLE  II,  with 
the  variables  of  treatment,  disease 
duration,  and  anemia  listed  in  TABLE 
I.  Patients  who  were  ill  for  a rela- 
tively short  period  of  time,  who  were 
not  anemic,  and  who  had  never  re- 
ceived antineoplastic  therapy  were  just 
as  apt  to  have  low  immunoglobulin 
levels  as  individuals  with  more  pro- 


longed and  severe  clinical  disease.  The 
converse  situation  also  pertained.  In 
other  words,  patient  I with  CLL  at 
point  X in  his  disease,  untreated,  hav- 
ing A grams  percent  hemoglobin, 
had  immunoglobulin  levels  similar  to 
patient  II  with  CLL,  at  point  Y in 
his  clinical  course,  who  had  been 
treated,  and  who  had  B grams  percent 
hemoglobin.  The  other  clinical  en- 
tities followed  suit. 

Discussion 

The  observation  that  patients  with 
a particular  neoplasm  who  had  re- 
ceived specific  forms  of  treatment, 
who  had  severe  anemia,  or  who  had 
their  disease  for  a comparatively 
longer  time,  demonstrated  antibody 
concentrations  which  did  not  differ 
from  those  of  individuals  with  diame- 
trically opposite  clinical  variables,  im- 
plies that  the  balance  between  pro- 
tein synthesis  and  catabolism,1113 
which  maintains  immunoglobulin  lev- 
els, is  primarily  regulated  by  the  in- 
dividual type  of  tumor  rather  than  by 
external  influences  which  appear  to  be 
only  secondarily  implicated  in  this 
control.14  This  does  not  mean  that 
serial  assays  might  not  have  detected 
minor,  periodic  fluctuations  in  im- 
munoglobulins. This  conclusion  is  in 
accord,  however,  with  the  transient 
effects  of  chemotherapy  on  im- 
munity15 and  immunoglobulin  lev- 
els 10  as  recently  described. 

The  associated  finding  that  hema- 
topoietic malignancies  with  close  mor- 


phologic similarities,  such  as  chronic 
lymphocytic  leukemia  (CLL)  and 
lymphocytic  lymphoma  (LLA),  dem- 
onstrate nonidentical  immunoglobulin 
patterns  of  IgG  and  IgA  strongly  sug- 
gests that  cellular  appearance  and 
function  do  not  necessarily  have  to 
be  concordant.  It  has  been  shown  in 
this  17  and  other  laboratories  18-  19  that 
the  immunoglobulin  content  and  im- 
mune reactivity  of  even  the  normal 
lymphocyte  is  variable  and  may  de- 
pend on  the  organ  in  which  this  cell 
is  located.  The  corresponding  distribu- 
tion of  immunoglobulins  in  acute  and 
chronic  lymphocytic  leukemias  may 
indicate  an  unsuspected  biochemical 
parallel  between  the  lymphoblast  and 
the  mature-type  neoplastic  lymphocyte 
and  is  another  example  of  this  form 
of  discrepancy.  Constant,  statistically 
significant  depression  of  all  three  cir- 
culating antibody  globulins  in  CLL 
reflects  the  limited  immunologic  com- 
petence of  the  lymphocyte  in  this  dis- 
ease,20- 21  since  there  appears  to  be 
a good  correlation  between  the  cells 
synthesizing  immunoglobulins  and 
their  associated  serum  concentra- 
tions.22 

Finally,  the  consistent  depression  of 
IgM  in  the  patients  studied  infers  that 
this  immunoglobulin,  which  is  phylo- 
genetically 23  and  ontogenetically 24 
primitive,  and  which  is  the  first  anti- 
body produced  following  initial  anti- 
genic challenge,25  is  most  sensitive  to 
the  alterations  which  occur  in  these 
malignant  blood  dyscrasias.  The  pres- 
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TABLE  II 


Summary  of  Immunoglobulin  Values 


Diag- 

nosis* 

No. 

Cases 

IgG 

IgA 

IgM 

mg%** 

ratio 

mg% 

ratio 

mg% 

ratio 

Normal 

20 

1117 

282 

118 

“i” 

±70 

±24 

±13 

CLL 

19 

886 

.79f 

146 

.57+ 

56 

.49+ 

±91 

±36 

±9 

ALL 

6 

931 

.83 

225 

.79 

59 

.50+ 

±94 

±80 

±10 

LLA 

14 

1214 

1.07 

299 

1.06 

109 

.92 

±107 

±44 

±21 

GFL 

3 

850— 

.74— 

200- 

- .71  — 

82— 

.68— 

950 

.85 

440 

1.56 

84 

.72 

RCS 

6 

1012 

.90 

216 

.76 

97 

.82 

±150 

±90 

±20 

HS 

2 

725— 

.64— 

123- 

- .43— 

90— 

.76— 

1100 

.98 

155 

.55 

220 

1.86 

HG 

5 

1225 

1.08 

291 

1.03 

87 

.73 

±102 

±32 

±13 

HP 

4 

1300 

1.16 

205 

.71 

84 

.70 

±142 

±86 

±15 

HD 

6 

1419 

1.27 

244 

.86 

82 

.62 

±64 

±85 

±17 

* Abbreviations  as  in  Table  I. 

**  Given  as  means  + S.E.  except  when  less  than  four  patients  were  available  at  which  time 
the  range  is  indicated, 
t Statistically  significant. 


ent  study  suggests  that  reduced  IgM 
in  the  serum  of  a patient  suspected 
clinically  of  having  a malignant  lym- 
phoma, but  in  whom  the  presence  of 
this  disease  has  not  been  documented, 
is  additional  support  for  this  tentative 
diagnosis. 

Summary 

Three  classes  of  human  immuno- 
globulins, IgG,  IgA,  and  IgM,  were 
assayed  quantitatively  in  sera  from 
sixty-five  patients  with  various  lym- 
phatic neoplasms.  IgG  was  depressed 
in  chronic  lymphocytic  leukemia, 
acute  lymphoblastic  leukemia  and 
giant  follicular  lymphoma  but  elevated 
in  lymphocytic  lymphoma.  It  was  al- 
so depressed  in  the  sera  of  patients 
with  reticulum  sarcoma  and  Hodg- 
kin’s sarcoma  but  elevated  in  Hodg- 
kin's granuloma,  Hodgkin’s  paragran- 
uloma and  Hodgkin’s  disease.  The 
patterns  for  IgA  were  similar  to  those 
for  IgG.  The  results  for  IgM,  how- 
ever, were  distinctly  different  from 
those  for  the  other  immunoglobulins 
since  this  protein  was  decreased  in 
every  patient  group  studied  except  in 
one  case  of  Hodgkin’s  sarcoma.  It 
was  concluded  that  immunoglobulin 
concentrations  were  unrelated  to  the 
variables  of  treatment,  disease  dura- 
tion, and  clinical  condition.  Immuno- 
globulin levels  probably  reflect  in- 
herent characteristics  of  specific  neo- 
plasms and  are  influenced  only  in  a 
minor  way  by  external  factors.  Final- 
ly, IgM,  the  most  primitive  and  emer- 
gent form  of  immunoglobulin,  appears 
to  be  most  sensitive  to  the  alterations 
which  take  place  in  malignancies  of 
the  lymphoid  organs. 
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The  Mediatric“Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 

Mediatric  can  help  them  lead  a more  active,  useful  life 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geriatric  pa- 
tients may  indicate  an  underlying  disorder  that  may 
require  immediate  attention-and  definitive  therapy. 
But,  with  or  without  an  underlying  functional  illness, 
the  patients’  physical  and  emotional  well-being  may 
be  enhanced  by  adjunctive  steroid-nutritional  ther- 
apy. That's  why  so  many  patients  just  like  these  are 
suitable  candidates  for  MEDIATRIC  from  their  very 
first  visit. 

“A  steroid-nutritional  compound  (Mediatric)  was 
used  in  100  patients  to  relieve  some  of  the  symptoms 

caused  by  degenerative  changes  of  aging ” This 

therapy  resulted  in  improvement  of  75  per  cent  of  the 
patients. 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


The  estrogen  component  is  PREMARIN®  (conju- 
gated estrogens -equine),  the  orally  active,  natural 
estrogen  most  widely  prescribed  for  its  physiologic 
and  metabolic  benefits.  The  combination  of  estrogen 
and  methyltestosterone  can  help  maintain  an  anabolic 
balance  to  forestall  premature  estrogen-related  de- 
generative changes. 

MEDIATRIC  also  supplies  a small  amount  of 
methamphetamine  to  provide  a gentle  mood  uplift; 
and  nutritional  supplements  specially  selected  to 
meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients  alert 
and  active;  helps  relieve  general  malaise,  easy  fatiga- 
bility, vague  pains  in  the  bones  and  joints,  and  lack  of 
interest  so  often  associated  with  declining  gonadal 
hormone  secretion. 


contraindication:  Carcinoma  of  the 
prostate,  due  to  methyltestosterone 
component. 

i warning:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment 
with  the  Tablets  or  Capsules,  nor  is  ces- 
sation of  response  predictable.  Periodic 
examinations  and  laboratory  studies  of 
pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal 


bleeding,  breast  tenderness  or  hirsutism 
may  occur. 

suggested  dosages:  Male  and  female: 
1 Tablet  or  Capsule,  or  3 teaspoonfuls 
Liquid,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stim- 
ulation of  breast  and  uterus,  cyclic  ther- 
apy is  recommended  (3  week  regimen 
with  1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this  1 week 
rest  period). 


In  the  male:  A careful  check  should  be 
made  on  the  status  of  the  prostate  gland 
when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  752  - MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000. 

No.  252  — MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910- MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces  and  1 gallon. 


i 


Steroid-nutritional  compound  MT™rc  SSSESfe 


Conjugated  estrogens-equine  ( PREMARIN®) 

Methyltestosterone 

Methamphetamine  HC1 

Cyanocobalamin 

Intrinsic  factor  concentrate 

Thiamine  HCI 

Thiamine  mononitrate 

Riboflavin 

Niacinamide 

Pyridoxine  HCI 

Calcium  pantothenate 

Ferrous  sulfate  exsiccated 

Ascorbic  acid 


CAPSULE 

LIQUID 

contains: 

contains: 

0.25  mg. 

0.25  mg. 

2.5 

mg. 

2.5  mg. 

1.0 

mg. 

1.0  mg. 

2.5 

meg. 

1.5  meg. 

8.0 

mg. 

- 

- 

5.0  mg. 

10.0 

mg. 

- 

5.0 

mg. 

- 

50.0 

mg. 

- 

3.0 

mg. 

- 

20.0 

mg. 

- 

30.0 

mg. 

- 

100.0 

mg. 

- 

(Contains 
15%  alcohol) 
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Experiences  In  Vietnam 

A physician  describes  Vietnamese  medical  care  and  health  problems 
after  serving  a two  month  tour  as  a Volunteer  Physician 


KELLY  M.  BERKLEY,  M.D. 
Philadelphia,  Pennsylvania 

Peace  without  arms  describes  in 
rather  broad  terms  the  objec- 
tives of  the  civilian  program  in 
Vietnam  in  which  I had  an  opportunity 
to  work  as  a Volunteer  Physician  to 
Vietnam  during  January  and  Febru- 
ary 1967.  I wanted  to  try  to  answer 
for  myself  by  personal  experience 
the  question,  “What  are  the  health 
needs  in  Vietnam?”  I write  this  paper 
so  others  who  do  not  have  the  op- 
portunity might  share  this  experience. 

What  can  a Volunteer  Physician  ac- 
complish in  a two  month  period?  In 
a broad  sense,  it  might  be  stated  that 
whatever  he  accomplishes  is  part  of 
the  psychological  warfare  program; 
that  is,  an  immediate  impact  program 
of  demonstrating  to  the  Vietnamese 
that  the  American  doctor  does  care 
enough  for  the  Vietnamese  people  to 
leave  practice,  teaching,  and  research, 
or  whatever  to  come  to  Vietnam  to 
help  them  with  their  health  problems. 

Background 

In  January  1965  or  thereabouts, 
President  Johnson  asked  William 
Walsh,  M.D.,  of  the  PeopIe-to-People 
Health  Foundation,  Inc.  in  Washing- 
ton, D.  C.,  to  start  a project  in 
Vietnam  similar  to  the  one  he  had 
started  with  Project  HOPE.  The  S.  S. 
HOPE  is  a hospital  ship  which  sails 
to  developing  countries,  to  treat  pa- 
tients and  start  self-help  programs.  In 
the  Fall  of  1966,  the  sponsorship  of 
the  project  was  shifted  to  the 
American  Medical  Association,  whose 
job  now  is  to  recruit,  select,  brief, 
and  place  volunteer  physicians  in  po- 
sitions in  Vietnam  for  two  month  pe- 
riods under  contracts  with  the  State 
Department  through  the  United  States 
Aid  to  International  Development 
Agency.  By  January  1967,  nearly  two 
hundred  volunteer  physicians  had 
served  in  this  capacity.  Some  served 
more  than  one  tour  of  duty  and  others 
remained  for  periods  up  to  a year  or 
two  in  Vietnam  in  such  positions  as 

® Dr.  Berkley  is  associated  with 
Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia. 


regional  health  officers,  coordinators, 
and  advisors  to  the  Minister  of  Health. 
A second  organization  is  the  Military 
Provincial  Hospital  Assistance  Pro- 
grams, known  as  MILPHAP.  These 
programs  were  started  by  Australia, 
Korea,  Republic  of  Philippines,  Iran, 
Nationalist  China,  and  the  United 
States  as  Free  World  teams  to  assist 
and  advise  the  Vietnamese  in  their 
health  problems. 

The  American  teams  are  run  by 
Army  and  Air  Force  medical  officers. 
The  teams  all  vary.  Basically  there 
are  two  or  three  military  doctors,  a 
medical  administrative  officer,  and 
medical  corpsmen.  Some  teams  have 
nurses  and  anesthesiologists  in  addi- 
tion. The  team  with  which  the  au- 
thor worked  had  two  Army  captains 
and  eleven  corpsmen.  Some  of  the 
corpsmen  were  in  the  regular  Army; 
others  were  completing  their  obligatory 
service.  Two  of  the  corpsmen  who 
worked  with  me  were  conscientious 
objectors. 

Because  not  all  of  these  teams  have 
all  the  medical  capabilities  needed, 
the  Volunteer  Physicians  for  Vietnam 
complemented  these  Free  World  teams 
in  many  capacities  such  as  “primary" 
physicians,  pediatricians,  surgeons,  in- 
ternists, and  psychiatrists. 

Personal  Experience 

There  were  twelve  doctors  in  our 
group  which  left  San  Francisco  De- 
cember 28,  1966;  five  surgeons,  one 
psychiatrist,  four  internists,  and  two 
established  and  experienced  general 
practitioners.  We  were  joined  in  Hong 
Kong  by  one  lady  doctor  from  India. 

All  of  us  had  questions,  many  of 
which  had  no  answers.  In  Saigon  we 
endured  a waiting  period  for  process- 
ing and  briefing;  most  of  us  were  anxi- 
ous to  get  to  work.  The  only  infor- 
mation I could  get  about  where  I was 
going  was,  “Its  an  area  with  lots  of 
action!”  Whether  or  not  a post  ex- 
change facility  for  buying  basic  nec- 
essities was  present  was  not  known 
by  the  liaison  officer  in  Vietnam.  I 
suspected  none  was  present  and  pre- 
pared for  such  a contingency. 


Finally,  after  a week  of  concern 
and  anxiety,  and  when  we  were  with- 
in a few  hours  in  being  able  to  find 
out  for  ourselves,  we  were  told  a little 
bit  about  the  local  situation  by  our 
regional  health  officer. 

At  this  session  we  were  together 
for  the  last  time.  One  by  one  the 
men  were  flown  to  their  respective 
stations.  I was  the  last  to  leave; 
finally  arriving  about  5:00  p.m.  in 
Moc  Hoa,  the  principal  village  in 
Kien  Tuong  Province  in  the  Delta  Re- 
gion. When  I arrived,  there  was  noth- 
ing there  except  a small  shelter  and 
an  ambulance.  Not  too  far  away  I 
could  see  the  Hospital  with  a Red 
Cross  on  the  roof.  I knew  then  that 
I was  within  walking  distance  of  where 
I was  to  work.  I asked  the  driver 
of  the  ambulance  to  take  me  to  the 
Hospital.  He  suggested  that  he  take 
me  to  the  American  Civilian  Head- 
quarters, which  he  did.  There  I met 
the  Provincial  Representative,  Mr.  Ar- 
thur Elmore.  The  Provincial  Repre- 
sentative is  the  Ambassador’s  Repre- 
sentative at  this  particular  level.  He 
is  responsible  for  housing,  security 
and  safety  of  all  civilians  in  the  Prov- 
ince. as  well  as  for  the  operation  of 
civilian  programs  in  the  Province. 

It  was  from  him  I learned  what  the 
goals  and  objectives  of  the  State  De- 
partment were  and  how  they  were  be- 
ing accomplished. 

During  the  time  I spent  there,  the 
organization  of  United  States  Aid  to 
International  Development  (USAID) 
was  changed  to  a broader  type  or- 
ganization called  OCO — Office  of 
Civilian  Operations.  In  essence, 
LISAID  now  comes  under  OCO.  With 
this  type  organization,  the  Provincial 
Representative  is  the  leader  and  is 
equivalent  in  status  to  the  American 
Military  Commander  in  the  Province. 
The  Provincial  Representative  was  al- 
so the  American  civilian  counterpart 
of  the  Province  Chief,  a Major,  who 
was  an  appointed  official.  The  pur- 
pose of  all  Americans,  both  military 
and  civilian,  in  this  area  was  essential- 
ly to  advise  and  stimulate  the  Viet- 
namese people  to  help  themselves.  In 
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broadest  terms,  the  concept  could  be 
stated  as  assisting  in  the  "birth  of  a 
new  nation.”  Naturally,  it  is  the  hope 
of  all  Americans  there  that  the  Viet- 
namese will  decide  that  the  govern- 
ment most  suited  to  their  needs  is  a 
democratic  one.  Our  purpose  is  to 
demonstrate  by  example  the  Ameri- 
can way  of  life  and  to  provide  them 
security  and  morale  support  until  they 
can  make  up  their  minds  what  form 
of  government  is  best  suited  to  their 
needs. 

The  Province  is  a relatively  small 
governmental  unit  somewhat  like  a 
county  or  state.  Moc  Hoa  was  a vil- 
lage of  7,000  in  a Province  of  50,000. 
This  Province  was  besieged  by  floods 
four  months  of  the  year.  Evidence 
of  the  last  flood  was  still  present,  but 
now  that  the  floods  were  over,  Mr. 
Elmore  expressed  the  feeling  "the 
World  has  forgotten  about  us.”  A 
great  event  in  his  life  was  the  com- 
pletion of  the  radio  tower  so  that  he 
could  say  "come  in,  World!” 

In  addition  to  the  medical  program 
in  the  peace  without  arms  concept, 
there  were  many  programs  going  on 
simultaneously;  the  Chieu  Hoi,  the 
Pacification  Program,  Counter-Revo- 
lutionary Development  Program,  New 
Life  Development  Program,  an  Ad- 
visory Program  to  the  Popular  Forces 
and  Regional  Forces,  Refugee  Pro- 
gram, Educational  Program,  Psycho- 
logical Warfare,  and  the  Health  Pro- 
gram. All  of  these  programs  come 
under  the  jurisdiction  of  the  Provin- 
cial Representative. 

The  job  of  the  military  in  this 
Province  is  to  search  out  and  destroy 
the  enemy.  The  objective  in  1967  was 
to  secure  the  area.  This  job  was  in 
the  hands  of  a special  forces  team 
(“The  Green  Berets”).  There  were 
four  teams  in  the  Province — three  “A” 
teams  and  one  “B”  team.  All  of  the 
teams  lived  in  military  compounds. 
The  “B”  team  was  commanded  by  a 
Lt.  Col.  with  approximately  twenty  of- 
ficers and  thirty  enlisted  men. 

The  Commanding  officer  was  re- 
sponsible for  the  housing  and  se- 
curity of  the  MILPHAP  team.  The 
Provincial  Representative  was  respon- 
sible for  the  operation  of  the  team. 

The  Practice  of  Medicine 

The  Provincial  Hospital  was  a one 
hundred  bed  hospital  staffed  by  one 
Vietnamese  doctor,  one  chief  nurse 
(a  man),  two  nurses  trained  for  one 
year,  and  twelve  paramedical  health 
workers. 

There  was  one  building  which 
housed  the  outpatient  clinic,  adminis- 
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tration,  nurses’  sleeping  quarters  and 
two  medical  wards.  In  addition  there 
was  a surgical  ward  building  and  a 
maternity  building. 

Electrical  power  was  provided  by 
one  generator  which  could  be  used 
only  eight  hours  a day  except  in  dire 
emergencies.  There  was  one  power 
line  from  the  village  generator  to  the 
hospital  which  operated  from  7:00 
p.m.  to  7:00  a.m.  but  provided  very 
little  illumination  at  night. 

Unchlorinated  water  was  piped  to 
a cistern  on  the  hospital  grounds  and 
to  the  surgery  building.  Supplies, 
shipped  in  by  air  from  a medical  de- 
pot, were  in  short  supply.  Many 
times  we  were  out  of  bandages,  clean 
linen,  and  sterile  supplies. 

Equipment  present  was  very  basic. 
There  was  one  Wangensteen  suction 
apparatus,  one  anesthesia  machine  and 
one  sterilizer.  There  was  no  ortho- 
pedic equipment  or  appliances  except 
wire,  wood  and  aluminum  splints.  We 
were  without  plaster  of  Paris  for  over 
a month. 

War  casualties  among  civilians  were 
brought  in  almost  daily.  Without 
proper  equipment,  many  were  given 
initial  treatment  and  then  evacuated 
to  a hospital  in  Can  Tho  where  there 
were  better  facilities.  At  one  time  we 
were  deluged  with  eighty  civilian  cas- 
ualties when  the  village  of  Moc  Hoa 
was  mortared.  The  Viet  Cong  at- 
tempted to  eradicate  artillery  in  the 
center  of  the  village  with  an  81  mm 
mortar:  the  mortar  shells  fell  short 

and  landed  in  a housing  area.  Many 
women  and  children  were  injured.  We 
treated  90  percent  of  them  and  evacu- 
ated about  10  percent.  There  were 
ten  deaths  from  the  attack.  Half  of 
the  wounds  were  quite  superficial.  The 
other  half  were  of  major  consequence. 

There  were  many  frustrations  work- 
ing in  an  understaffed,  underequipped, 
underbudgeted  hospital  with  untrained 
personnel.  Nevertheless,  during  the 
month  of  February  we  did  eighty 
surgical  procedures.  Most  of  the  pro- 
cedures were  debridements  of  gunshot 
or  shrapnel  wounds.  The  wounds  were 
left  open  following  the  principles  es- 
tablished in  the  military  service.  Of 
the  procedures  done  for  trauma,  there 
was  one  splenectomy,  one  small  bowel 
resection,  a colostomy  for  a wound 
of  the  left  colon,  and  two  exploratory 
laparotomies — one  with  negative  find- 
ings, the  other  with  finding  of  a gun- 
shot wound  of  the  liver.  Other  surgi- 
cal procedures  were  appendectomies, 
herniorrhaphies,  drainage  of  an  ame- 
bic abscess,  and  one  cystostomy.  The 
last  was  an  unusual  case  of  congenital 


absence  of  an  urethra  in  a three  day 
old  premature  infant  girl  weighing  2.2 
Kg.  She  recovered  to  be  discharged 
to  her  parents. 

The  medical  diseases  encountered 
were  those  seen  in  young  people  to 
age  of  thirty-five  for  the  most  part. 
There  was  an  occasional  case  of  ap- 
pendicitis, meningitis,  rabies,  diph- 
theria, amebiasis,  plague,  hookworm 
disease,  dengue-like  febrile  illness,  as- 
caris  infestation  and  probably  polio. 
Abscesses  and  traumatic  injuries  such 
as  burns,  minor  amputations,  and  gun- 
shot wounds  comprised  the  major 
amount  of  surgical  work.  Pulmonary 
disease,  including  tuberculosis,  made 
up  the  major  part  of  the  medical 
work. 

The  health  needs  of  the  Province 
were  many.  No  matter  where  I looked 
I could  see  problems;  problems  to 
which  there  were  solutions,  but  the 
solutions  were  dependent  upon  man- 
power and  financial  resources. 

An  attempt  was  made  to  help  in 
the  rural  areas.  Two  corpsmen  were 
sent  into  each  of  two  district  dispen- 
saries to  help  the  Vietnamese  health 
worker  and  to  stimulate  in  the  Viet- 
namese interest  in  using  health  facili- 
ties. A school  immunization  program 
was  begun.  In  one  of  the  dispensaries, 
the  work  was  blocked  by  a midwife. 
In  the  other  dispensary,  some  progress 
was  made.  There  were  other  dispen- 
saries but  none  secure  enough,  mili- 
tarily speaking,  to  man  with  American 
personnel. 

The  attitude  of  the  Vietnamese  to- 
ward acceptance  of  modern  medical 
care  varied.  Chinese  medicine  still 
was  being  practiced.  I saw  patients  on 
whom  round  suction  cups  had  been 
applied,  supposedly  to  "draw  out”  the 
pain.  Traditional  treatment  for  head- 
aches was  to  pinch  the  skin  of  the 
neck  until  ecchymoses  were  produced 
or  to  apply  “oil  of  wintergreen”  to  the 
forehead.  There  were  drugstores 
which  provided  the  herbs  and  other 
sundries  for  the  treatment  of  diseases 
by  the  methods  of  the  Chinese. 

The  French  introduced  many  injec- 
table medicines,  the  use  of  which  must 
have  been  on  an  empiric  basis.  Cam- 
phor was  widely  used,  more  or  less 
as  a placebo.  Unfortunately,  the 
syringes  and  needles  used  for  this 
purpose  were  not  always  clean  or 
sterile.  There  was  a large  supply  of 
atropine  and  pitressin,  both  of  which 
were  liberally  used.  The  Vietnamese, 
when  ill,  would  readily  accept  an  in- 
jection. Thus,  confidence  in  this  mode 
of  therapy  seemed  to  be  much  greater 
than  in  orally  administered  medicines. 
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The  Vietnamese  did  not  understand 
the  value  of  prophylactic  immuniza- 
tions. During  the  time  of  the  flood, 
a large  scale  program  of  immuniza- 
tion for  plague  was  established.  In 
order  to  get  the  people  to  accept  in- 
jections, a bowl  of  hot  soup  was  of- 
fered as  incentive  and  reward.  “No 
shot,  no  soup"  was  the  slogan  used 
to  accomplish  this  goal. 


Conclusion 

As  I lived  and  worked  each  day 
(including  Saturday  and  Sunday, 
which  were  no  different  from  any 
other  day),  I was  impressed  by  the 
need  for  health  education  and  medi- 
cal education,  not  only  for  the  people 
at  large  but  for  the  paramedical  health 
workers,  both  Vietnamese  and  Ameri- 
can. It  is  evident  that  these  needs 
could  only  be  met  by  long  term  pro- 


grams in  medical  education.  If  we  are 
to  meet  the  request  of  President  John- 
son in  his  State  of  the  Union  message 
of  1966,  that  the  job  of  educators  is 
to  train  people  to  meet  the  health 
needs  of  the  World,  then  there  is 
much  to  be  done.  This  will  come 
much  closer  to  realization  when  the 
attitude  of  our  citizens  approaches 
the  ideal  that  “medical  education  is 
everyone's  responsibility.” 


UU’N  m 

AM  A 21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 

Plan  to  attend  this  year's  AMA  Clinical  Convention  in  Houston,  Texas. 

Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease:  Cardiovascular  Surgery: 

New  Cares:  Ophthalmology:  Geriatrics:  Arthritis:  Gastroenterology: 

Cancer:  Antibiotics:  Endocrinology:  General  Surgery:  Dermatology: 

Aerospace  Medicine:  Obstetrics  and  Gynecology:  Psychiatry:  Pediatrics; 

Genitourinary  Diseases,  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 

Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency.  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient,  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 


COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
• SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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in 

digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B»  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies, Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692—6—3943 


fflfnfhrop 


announces 

a breakthrough  in  the 
control  of  pain 


Tnhvill 

brand  of  J 0 

pentazocine 

(as  lactate) 

a potent,  injectable  non-narcotic 

For  every  physician 
who  has  ever  prescribed  morphine 


Talwin  is  the  new  potent  non-narcotic  injectable 
analgesic  which  is  indicated  for  relief  of  all  types 
and  degrees  of  pain  in  acute  and  chronic  dis- 
orders. Talwin  30  mg.  is  usually  as  effective  an 
analgesic  as  morphine  10  mg.  or  meperidine  75  to 
100  mg.,  but  needs  no  narcotics  controls.  The 
duration  of  action  of  Talwin  may  sometimes  be 
less  than  that  of  morphine. 

A brochure  incorporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  can  play 
in  your  practice. 

You  can  depend  on  Talwin  to  relieve  pain: 

WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site*  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  agef  of  the  patient 


Talwin  is  relatively  free  from  adverse  effects  of 

J 

morphine,  such  as  constipation,  urinary  retention, 
or  severe  respiratory  depression. 

It  has  been  used,  in  varying  dosages,  in  over 
12,000  patients  for  relief  of  pain  of  medical  dis- 
orders, of  active  labor  and  postoperative  pain; 
also  for  preoperative  or  preanesthetic  medication,  j| 
and  as  an  adjunct  to  anesthesia. 


Talwin  does  not  require  a narcotics  prescription 

The  World  Health  Organization  Expert  Committee  on] 
Dependence-Producing  Drugs  concluded  that  “... there 
was  no  need  at  this  time  for  narcotics  control  of  penta- 
zocine [Talwin]  internationally  or  nationally.”  (WHC 
Tech.  Rep.  Ser.,  No.  343,  1966,  p.  6.) 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  ly 
Winthrop  Laboratories  will  be  of  great  value  to  you  anc 
your  patients  for  whom  you  may  have  to  prescribe  n 
potent  analgesic. 

♦Talwin  should  not  be  used  for  patients  with  increased  intracranial  pressur 
head  injury  or  pathologic  brain  conditions. 
tUntil  sufficient  experience  is  gained,  it  should  not  be  administered  to  childre  J 
under  12  years  of  age. 


Talwin— brand  of  pentazocine  (as  lactate) 

Contraindications:  Increased  Intracranial  Pressure,  Head  Injury, 
or  Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is 
undesirable.  Talwin  (brand  of  pentazocine)  should  not  be  adminis- 
tered in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea, 
or  respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects 
attributable  to  the  use  of  Talwin  have  been  seen  in  extensive  repro- 
ductive studies  in  animals;  however,  like  all  new  drugs,  Talwin 
should  be  given  with  caution  to  pregnant  women.  A large  number 
of  patients  in  labor  have  received  the  drug  with  no  adverse  reac- 
tions other  than  those  that  occur  with  commonly  used  strong 
analgesics.  However,  as  with  other  strong  analgesics,  Talwin  should 
be  used  with  caution  in  women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
euphoria  have  been  noted,  ambulatory  patients  should  be  warned 
not  to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand 
)f  pentazocine)  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
brand  of  pentazocine)  should  be  administered  only  with  caution 
md  in  low  dosage  to  patients  with  respiratory  depression  (e.g., 
rom  other  medication,  uremia,  or  severe  infection),  obstructive 
espiratory  conditions,  or  cyanosis. 

’ atients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic- 
mtagonist,  patients  dependent  on  narcotics  and  receiving  Talwin 
nay  occasionally  experience  certain  withdrawal  symptoms.  Talwin 
hould  be  given  with  special  caution  to  such  patients.  It  has  been 
ibserved  that  some  patients  previously  given  narcotic-analgesics 
or  one  month  or  longer  had  mild  withdrawal  symptoms  when  the 
Irug  was  replaced  with  the  analgesic,  Talwin.  After  a short  period 
f adjustment  the  subjects  were  usually  able  and  willing  to  con- 
inue  taking  Talwin,  and  relief  of  pain  was  satisfactory. 

Jonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to 
e indicative  of  antagonism  to  the  opiate  may  be  observed  rarely 
nth  administration  of  Talwin  to  patients  receiving  opiates  for  a 
hort  time.  Intolerance  or  untoward  reactions  are  seldom  observed 
fter  administration  of  Talwin  to  patients  who  have  received  single 
oses  or  who  have  had  limited  exposure  to  narcotics. 

npaired  Renal  or  Hepatic  Function.  Although  laboratory  tests 
ave  not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or 
lcreases  renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
■red  with  caution  to  patients  with  such  impairment.  Extensive 
ver  disease  appears  to  predispose  to  greater  side  effects  (e.g., 
11,  harked  apprehension,  anxiety,  dizziness,  sleepiness)  from  the  usual 
inical  dose,  and  may  be  the  result  of  decreased  metabolism  of  the 
rug  by  the  liver. 

eijl 

'yocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  penta- 
rcine)  should  be  used  with  caution  in  patients  with  myocardial 
in;  farction  who  have  nausea  or  vomiting. 

diary  Surgery.  Until  further  experience  is  gained  with  the  effects 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
mtion  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 

Iverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
01  fects  associated  with  morphine,  such  as  constipation,  urinary  re- 
ntion,  or  severe  respiratory  depression.  Furthermore,  Talwin 
;oduces  less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

over  12,000  patients  who  received  Talwin  intramuscularly,  sub- 
taneously,  or  intravenously,  nausea,  the  most  frequent  adverse 
rect,  occurred  in  approximately  5.0  per  cent.  In  decreasing  order 
1 occurrence  were  vertigo,  dizziness  or  lightheadedness;  vomiting; 

; d euphoria.  Respiratory  depression  was  reported  as  an  adverse 
be  I -action  in  1.0  per  cent. 

le  incidence  of  each  of  the  other  adverse  effects  was  well  below 
3 per  cent:  constipation,  circulatory  depression,  diaphoresis,  un- 
ity retention,  alteration  in  mood  (nervousness,  apprehension, 
-pression,  floating  feeling),  hypertension,  sting  on  injection,  head- 


ache, dry  mouth,  flushed  skin  including  plethora,  altered  uterine 
contractions  during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  administration  of 
Talwin  (brand  of  pentazocine).  Furthermore,  each  of  the  following 
adverse  reactions  occurred  in  less  than  0.1  per  cent:  tachycardia, 
visual  disturbance  (blurred  vision,  diplopia  and  nystagmus),  hallu- 
cinations, disorientation,  weakness  or  faintness,  muscle  tremor, 
chills,  allergic  reactions  including  edema  of  the  face,  taste  altera- 
tion, insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in  one 
patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in 
adults  (never  apnea),  even  with  large  amounts.  A small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor  had 
transient  apnea.  The  incidence  of  temporary  diminution  in  the  rate 
or  strength  of  uterine  contractions  is  low  after  administration  of 
Talwin,  similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients  receiving 
Talwin,  one  investigator  further  stated  that  the  drug  may  increase 
uterine  activity.)  Generally,  no  significant  fetal  heart  rate  change 
occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have 
revealed  no  significant  abnormalities.  A minimum  and  probably 
insignificant  increase  in  the  per  cent  of  eosinophils  in  peripheral 
blood  counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adidts,  Excluding  Patients  in  Labor. 
Average  recommended  single  parenteral  dose  is  30  mg.,  by  intra- 
muscular, subcutaneous,  or  intravenous  route;  may  be  repeated 
every  three  to  four  hours.  Pain  has  been  relieved  in  most  patients 
witli  not  more  than  three  doses  daily.  Infrequently,  selected  pa- 
tients have  received  single  doses  as  high  as  60  mg.  Patients  in 
Labor.  A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has  given  ade- 
quate pain  relief  to  some  patients  in  labor  when  contractions 
become  regular,  and  this  dose  may  be  given  two  or  three  times  at 
two-  to  three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand 
of  pentazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received 
Talwin  for  prolonged  periods  (e.g.,  over  300  days)  experienced 
no  withdrawal  symptoms  even  when  administration  was  stopped 
abruptly;  furthermore,  there  was  no  tolerance  to  the  analgesic 
effect. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  syringe  with 
soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has 
not  produced  apnea  or  severe  respiratory  embarrassment  in  adults, 
even  in  large  doses.  Occasionally,  however,  moderate  respiratory 
depression  may  occur.  Means  of  maintaining  proper  oxygenation 
should  be  available  in  case  of  overdosage  or  respiratory  depres- 
sion, and  methylphenidate  (Ritalin®)  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine,  are  not 
effective  respiratory  stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin  (pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  so- 
dium bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben 
as  preservative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 

M/mthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016  (USOM) 
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When  moderate 
to  severe  anxiety 

strikes  home... 
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outbursts 


for  moderate  to  severe  anxiety 

Mellaril' 

thioridazine) 
25  mg.  t.i.d.^ 

SAN  DOZ 


His  slovenly  room 
and  habits  create 
more  tension. 
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the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 
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See  following  page  for  prescribing  information. 


When  moderate  to  severe 
anxiety  strikes  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


or 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 


FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephcdrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG— -Formula,  dosage  and  package  identi 
cal  to  Mudrane— except— 100  mg.  glyceryl  guaiacolatt 
replaces  the  potassium  iodide.  The  value  of  Mudrant 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  i 
contraindicated.  Mudrane  GG  is  prepared  for  this  group 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  i 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjustei 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  fo 
pediatric  patients  and  those  who  think  they  cannot  swal 
low  tablets.  Dispensed  in  pint  and  half  gallon  bottles 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Project  HOPE 


A 15, 000  ton  reconverted  hospital 
ship  has  earned  a place  in  the 
world  of  medicine  as  the  sym- 
bol of  health,  productivity  and  hope 
to  people  of  three  continents. 

The  U.S.S.  Consolation,  a veteran 
of  World  War  II  and  the  Korean  con- 
flict, was  refitted  and  renamed  the 
S.  S.  HOPE  (Health  Opportunity 
for  People  Everywhere).  The  ship  be- 
gan its  maiden  voyage  on  September 
20,  1960  from  San  Francisco;  destina- 
tion, Indonesia  and  South  Vietnam 
Missions  followed  to  Peru  (1962-63), 
Ecuador  (1963-64),  Guinea  (1964- 
65),  Nicaragua  (1966),  and  at  present 
Colombia.  Each  voyage  averages  ten 
months.  The  first  return  of  the  ship 
to  Asia  since  1960  and  the  seventh 
medical  mission  undertaken  in  its 
eight  year  history  is  scheduled  for 
1968  when  the  project  will  visit  Cey- 
lon. 

Purpose  and  Basis 

The  objective  of  HOPE  is  essential- 
ly a teaching  one  although  neces- 
sarily there  is  treatment  involved. 
Briefly,  Project  HOPE’S  goal  is  to 
bring  the  skills  and  techniques  devel- 
oped by  the  American  medical  profes- 
sion to  the  people  of  other  nations  in 
their  own  environment,  adapted  spe- 
cifically to  their  needs  and  their  way 
of  life.  Members  of  HOPE’S  medical 
staff  are  assigned  to  work  in  small 
teams  with  counterparts  from  develop- 
ing nations.  This  arrangement  enables 
American  staff  members  to  pass  along 
modern  techniques  and  the  latest  med- 
ical knowledge  under  actual  working 
conditions.  Part  of  the  medical  staff 
works  on  board;  others  form  mobile 
inland  teams.  Staff  members  work 
with  physicians,  surgeons,  dentists, 
health  officers,  sanitation  officials, 
nurses,  medical  school  leaders,  mid- 

I wives  and  technicians — all  members  of 
the  host  country  medical  community. 

Training  is  conducted  through  ac- 
tual hospital  procedures,  class  room 

I lectures  and  discussions,  motion  pic- 
tures and  film  strips.  Teaching  is 
stressed  for  its  lasting  effect  on  local 
health  conditions.  Local  medical  peo- 
ple are  taught  and  in  turn  are  able  to 
teach  others,  thus  spreading  the  im- 
pact of  the  HOPE  staff. 

An  International  People-to-People 
Endeavor 

HOPE  began  in  the  fall  of  1958 
SEPTEMBER,  1967 


when  William  B.  Walsh,  M.D.  of 
Washington,  D.  C.  initiated  a project 
aimed  at  international  goodwill  and 
understanding  through  personal  con- 
tact. At  that  time,  the  People-to- 
People  Health  Foundation,  Inc.  was 
established  as  an  independent  non- 
profit corporation  formed  to  carry 
out  a cooperative  health  program  be- 
tween the  American  people  and  the 
people  of  the  developing  nations  of 
the  world.  Dr.  Walsh  observed,  “go- 
ing through  those  remote  parts  of  the 
world  just  for  the  purpose  of  treat- 
ment would  be  like  walking  through 
quicksand.  So  we  shall  go  with  a dif- 
ferent purpose — one  of  teaching  and 
training.”  Since  then.  Project  HOPE 
has  successfully  passed  on  a legacy  of 
medical  knowledge. 

More  Than  ‘Here  Today, 

Gone  Tomorrow’ 

Since  the  establishment  of  a good 
health  base  in  a developing  country 
requires  many  years,  the  impact  of  an 
S.  S.  HOPE  visit  is  followed  by  a 
land-based  program.  In  some  areas 
this  program  is  comprehensive,  enter- 
ing into  the  various  aspects  of  medical 
and  paramedical  education;  in  other 
areas  it  is  aimed  at  more  specific 
needs.  In  cooperation  with  the  local 
educational  institutions,  government 
and  health  authorities,  the  people  of 
HOPE  continue  as  teachers  and  co- 
workers as  long  as  the  need  remains. 
In  this  way  the  care  expressed  through 
HOPE  efforts  endures  beyond  the 
short  year  the  ship  remains  in  a coun- 
try’s harbor.  Although  the  S.  S. 
HOPE  is  anchored  at  Cartagena,  Co- 
lombia this  year,  land-based  medical 
programs  continue  in  Vietnam,  Peru, 
Ecuador  and  Nicaragua. 

In  addition  to  medical  aid  and 
training  the  S.  S.  HOPE  contributes 
substantial  benefits  in  other  areas  as 
well. 

Literature — many  of  the  countries 
visited  by  HOPE  have  limited,  often 
antiquated,  medical  books  and  jour- 
nals. Wherever  the  white  ship  goes 
she  leaves  behind  thousands  of  mod- 
ern volumes  on  medicine  and  surgery. 
For  example:  six  thousand  volumes 

in  Indonesia,  two  thousand  in  South 
Vietnam,  ten  thousand  in  Peru  and 
Ecuador. 

Nutrition — the  HOPE  carries  with 
it  an  “iron  cow”  which  produces  for 


distribution  12,000  half-pints  of  milk 
weekly  as  a practical  dietary  aid  to 
help  combat  malnutrition  and  tuber- 
culosis. 

Expression — Project  HOPE  is  not 
politically  sponsored,  is  not  wholly 
tax  supported,  is  not  part  of  a propa- 
ganda scheme.  It  is  received  by  the 
people  of  those  countries  it  visits  as 
an  entity  of  medical  help  whose  exis- 
tence results  from  Americans  who 
care  about  the  health  needs  of  others. 
Richard  M.  Nixon  fairly  well  sums 
up  the  significance  of  HOPE  when 
he  says,  “American  goodwill  to  people 
throughout  the  world  can  have  no  bet- 
ter representation  than  the  dedicated 
men  and  women  of  Project  HOPE.” 
And  Americans  apparently  do  care, 
with  time,  skills  and  money.  A few 
of  the  Pennsylvania  members  of  the 
HOPE  staff  who  have  served  or  are 
now  serving  in  Colombia  this  year  in- 
clude: 

Physicians  in  first  rotation  (Febru- 
ary 15— April  15,  1967) 

L.  Morris  Johnson,  M.D.,  General 
Surgery,  Smethport 

H.  Ford  Clark,  M.D.,  Ophthal- 
mology, Huntingdon 

J.  Paul  Decker,  M.D.,  Pathology, 
Philadelphia 

Pennsylvanians  serving  on  the 
HOPE  staff  throughout  1967  include: 

Georgianna  Barnes,  Medical  Tech- 
nician. Folsom 

Dorothy  D.  Burkholder,  Nurse, 
Wayne 

Doris  A.  Edwards,  Assistant  Di- 
rector of  Nursing  Service,  Spring  City 
Mary- Louise  Foltz,  Nurse,  Newtown 
Ruth  A.  Horak,  Dietician,  Mt. 
Pleasant 

Catherine  Huntington,  Nurse,  Phil- 
adelphia 

Carol  M.  Levin,  Physical  Thera- 
pist, Belleveron 

Barbara  Miller,  Nurse,  Philadelphia 
Williams  W.  Peters,  Hospital  Ad- 
ministrator, Greensburg 

Mary  E.  Stanziola,  Nurse,  Hazleton 
Rosemary  E.  Zink,  Nurse,  Blue 
Bell 

In  addition  to  the  physicians  on  ro- 
tation and  the  staff  members,  student 
volunteers  supplement  the  staff  and 
rotators  each  summer.  This  sum- 
mer's student  volunteers  include: 

Louis  B.  Balizet,  Hatboro,  The  Jef- 
ferson Medical  College  of  Philadelphia 
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Edward  M.  Gunn,  Jr.,  Chevy 
Chase,  Md.,  University  of  Pennsyl- 
vania 

David  E.  Rosenman,  Philadelphia, 
The  Jefferson  Medical  College  of 
Philadelphia 

The  S.S.  HOPE  is  scheduled  to 
visit  Ceylon  in  1968.  At  the  invita- 
tion of  the  Ceylonese  government  and 
Ceylonese  medical  associations, 
HOPE  personnel  will  be  working  for 
ten  months  with  medical  personnel  in 
Columbo  (the  capital)  and  Kandy. 
Educational  exchange  programs  will 
be  conducted  in  medicine,  dentistry, 
nursing,  public  health,  medical  tech- 
nology, pharmacy  and  other  paramed- 
ical specialities.  Dr.  Walsh,  founder, 
president  and  medical  director  of 


Project  HOPE,  headed  the  project’s 
survey  team  to  Ceylon.  Among  the 
other  members  of  the  team  was 
George  A.  Hahn,  M.D.,  professor  of 
obstetrics  and  gynecology,  Jefferson 
Medical  College.  According  to  Dr. 
Walsh,  “the  mission  to  Ceylon  will 
be  HOPE’S  most  advanced  training 
program  to  date.  The  Ceylonese  med- 
ical profession  is  highly  respected,  and 
we  are  proud  to  have  been  invited  to 
work  with  them.  Together,  I feel  cer- 
tain we  will  be  able  to  bring  about 
measurable  progress  in  medicine  and 
health  for  the  Republic  of  Ceylon.” 
Financing — About  five  million  dol- 
lars annually  is  needed  to  sustain  the 
operation  of  the  S.S.  HOPE  and 
Project  HOPE’S  land-based  programs. 
The  project  depends  primarily  upon 


private  resources  and  receives  tax-free 
contributions  from  thousands  of  in- 
dividuals and  groups,  including  sup- 
port from  organized  labor,  business 
and  industry.  It  also  has  received  fi- 
nancial assistance  in  lieu  of  a mari- 
time subsidy  from  the  United  States 
Government  for  operation  of  the  ves- 
sel. 

Individual  contributions  provide  a 
substantial  amount  of  the  overall 
funds  needed  for  successful  operation 
of  the  ship  of  HOPE.  National  head- 
quarters of  the  HOPE  offices  is  lo- 
cated at  2233  Wisconsin  Avenue, 
N.W.,  Washington,  D.C.  20007 
with  the  closest  regional  office  for 
most  Pennsylvania  physicians  being 
1201  Chestnut  Street,  Room  1410, 
Philadelphia,  Pennsylvania  19107. 


AMA  Convention  to  Include  Medical  Aspects  of  Sports  Program 


The  team  physician  and  the  prac- 
titioner who  has  athletes  among  his 
patients  should  find  many  topics  of 
interest  at  the  9th  National  Conference 
on  the  Medical  Aspects  of  Sports 
scheduled  for  the  AMA  Convention 
on  Sunday,  November  26. 

Clinical  problems  in  athletics,  sports 
cardiology,  knee  injuries,  the  1968 
Olympics  at  Mexico  City,  and  special- 
ized sports  will  be  topics  of  forums 
and  discussions. 

Morning,  afternoon,  and  evening 
sessions  will  be  at  the  Hotel  America 
and  are  sponsored  by  the  AMA  Com- 
mittee on  the  Medical  Aspects  of 
Sports.  Speakers  will  include  physi- 
cians experienced  in  sports  medicine 
and  other  widely  recognized  sports 
authorities.  Those  attending  will  have 
opportunities  after  each  session  to  dis- 
cuss special  problems  with  the  speak- 
ers. 

Featured  speaker  at  the  conference 
luncheon  will  be  Eduardo  Hay,  M.D., 
of  Mexico  City,  director  general  of 
the  Centro  Deportivo  Olimpico  Mexi- 
cano,  who  will  discuss  preparations 
for  the  1968  Olympic  Games. 

A session  later  in  the  day  will  dis- 
cuss the  U.S.  Olympic  athlete.  Speak- 
ers will  include  the  U.S.  Olympic  team 
physician,  Daniel  F.  Hanley,  M.D., 
of  Brunswick,  Maine;  the  U.S.  Olym- 
pic vice  president  Merritt  H.  Stiles, 

• of  Spokane,  Wash.,  and  the 
cutive  secretary  of  the  National 
Athi  ic  Trainers  Association,  William 
E.  Newell,  R.P.T.,  Lafayette,  Ind. 


Some  program  highlights: 

The  problem  of  gastroenteritis  is 
both  significant  and  perplexing  to 
athletes  who  need  to  be  in  top  shape 
daily,  at  home  and  on  the  road.  Clay- 
ton L.  Thomas,  M.D.,  of  Wilbraham, 
Mass.,  member  of  the  U.S.  Olympic 
Committee’s  Medical  and  Trainers 
Services  Committee,  will  discuss  mea- 
sures that  can  be  taken  to  minimize 
this  threat. 

The  relationship  of  cardiac  prob- 
lems to  athletic  participation  will  be 
discussed  by  Kenneth  D.  Rose,  M.D., 
director  of  research  at  the  University 
of  Nebraska  Health  Service,  Lincoln. 
Dr.  Rose  has  done  research  in  medical 
telemetry,  and  will  discuss  how  the 
heart  actually  responds  during  exer- 
cise, as  disclosed  by  telemetric  read- 
ings. 

Nutrition’s  role  in  enabling  maxi- 
mum physical  performance  will  be 
the  topic  of  the  Army’s  authority  on 
the  subject,  C.  Frank  Consolazio,  head 
of  the  Bioenergetics  Division  of  the 
Army’s  medical  research  and  nutri- 
tion laboratories  at  Denver. 

“Foolishness  and  Folklore  in  Sports” 
will  be  the  topic  of  Fred  L.  Allman, 
Jr.,  M.D.,  of  Atlanta,  president  of 
the  American  College  of  Sports  Medi- 
cine and  orthopedic  consultant  for 
University  of  Georgia  varsity  teams. 

Joining  Dr.  Allman  in  a forum  on 
Quackery  in  Sports  will  be  William 
M.  Fowler,  Jr.,  M.D.,  of  Los  Angeles, 
who  will  discuss  the  reasons  for  con- 


demning use  of  various  drugs  known 
to  be  used  by  some  healthy  athletes. 

The  physician  who  many  give  credit 
for  converting  “weight  lifting”  to 
“weight  training"  as  a beneficial  pro- 
gram for  physical  education  and  re- 
habilitation and  for  preventing  ath- 
letic injuries  will  outline  his  training 
principles.  Thomas  L.  DeLorme, 
M.D.,  Boston,  Mass.,  will  be  a par- 
ticipant in  one  of  two  forums  on 
clinical  problems  in  athletics. 

Richard  C.  Schneider.  M.D.,  neuro- 
surgical consultant  to  the  University 
of  Michigan  athletic  department.  Ann 
Arbor,  will  discuss  the  medical  con- 
siderations of  returning  an  athlete  to 
competition  following  a concussion. 

Other  speakers  in  the  forums  on 
clinical  problems  will  be  Frank  L. 
Raney,  Jr.,  M.D.,  of  San  Francisco, 
who  will  speak  on  rib  injuries;  Rob- 
ert E.  Anderson.  M.D..  of  Ann  Arbor, 
Mich.,  who  will  report  his  findings  on 
genito-urinary  injuries,  as  related  to 
sports  participation;  and  Donald  J. 
Erickson,  M.D.,  of  the  Mayo  Clinic, 
Rochester,  Minn.  Dr.  Erickson  will 
discuss  the  practicality  and  proper 
use  of  various  injury-treatment  de- 
vices in  the  athletic  setting. 

Three  afternoon  discussion  sessions 
will  be  on  the  Olympics  and  the  Amer- 
ican Athlete,  Specialized  Sports  and 
Sports  Cardiology. 

For  further  information,  write  the 
Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Associa- 
tion, 535  N.  Dearborn  St..  Chicago, 
111.,  60610. 
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PENNSYLVANIA  MEDICINE 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


Soyalac 

SOLVES  THE 
PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 
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Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’s  about  to  be  pleasantly  surprised 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen*Vee”  K (potassium  phenoxymethyl  penicillin). 
It's  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer  than 
with  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis  and  treat- 
ment of  streptococcal  infections;  treatment  of  pneumococcal,  gonococcal,  and 
susceptible  staphylococcal  infections;  prophylaxis  of  rheumatic  fever  in  patients 
with  a previous  history  of  the  disease. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms;  history  of 
penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  controlled)^ 
rare  but  more  frequent  in  patients  with  previous  penicillin  sensitivity,  bronchial 
asthma  or  other  allergies.  Resuscitative  (epinephrine,  aminophylline,  pressor 
amines)  and  supportive  (antihistamines,  methylprednisolone  sodium  succinate) 
arugs  should  be  readily  available.  Other  rare  hypersensitivity  reactions  include 
ihropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia.  In  suspected 
/persensitivity , evaluation  of  renal  and  hematopoietic  systems  is  recommended. 


Precautions:  In  suspected  staphylococcal  infections,  perform  proper  laboratory 
studies  including  sensitivity  tests.  If  overgrowth  of  nonsusceptible  organisms 
occurs  (constant  observation  is  essential),  discontinue  penicillin  and  take  appro- 
priate measures.  Whenever  allergic  reactions  occur,  withdraw  penicillin  unless 
condition  being  treated  is  considered  life  threatening  and  amenable  only  to 
penicillin.  Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should  be  tested 
serologically  for  at  least  3 months.  When  lesions  of  primary  syphilis  are  sus- 
pected, dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcal  infections  with  full  therapeutic  dosage  for  at  least  10 
days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In  staphylococcal 
infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization):  Skin 
rashes,  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
serum  sickness-like  reactions,  including  chills,  fever,  edema,  arthralgia  and  pros- 
tration. Severe  and  often  fatal  anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000  units),  500 
mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  ana  250  mg.  (400,000, 
units)  per  5 cc. 


Pen  Vee  K 


Part  2 


Medical  Training  Facilities  and 
Medical  Practice  in  Pennsylvania 

A preliminary  draft  of  a report  of  the  Task  Force  concerning  a study 
on  admission  policy  of  schools  of  medicine,  dentistry  and  nursing 

ALBERT  R.  PECHAN,  CHAIRMAN 

Task  Force  on  Admission  Policy  of  Schools  of  Medicine,  Dentistry  and  Nursing 
Harrisburg,  Pennsylvania 


Briefly  then,  some  600  medical  stu- 
dents are  being  graduated  each  year 
from  Pennsylvania  medical  schools  at 
a current  cost  to  the  Commonwealth 
of  approximately  $16,300  per  gradu- 
ate. Who  are  these  students?  Where 
do  they  live?  What  is  their  family 
background?  What  is  their  medical 
aptitude?  The  following  paragraphs 
and  tables  present  data  relevant  to 
these  questions.  Table  II  shows  dis- 
tributions of  students  in  all  the  Penn- 
sylvania medical  schools  combined,  in- 
cluding the  Philadelphia  College  of 
Osteopathy.  TABLES  III-A,  III-B, 
III-C,  III-D,  III-E,  III-F,  and  III-G 
show  similar  distributions  for  each  of 
the  schools  individually,  by  year  of 
admission.  This  facilitates  compari- 
sons between  schools  and  variations 
within  schools  from  year  to  year. 
These  tables  present  single  variable 
distributions  of  the  students  enrolled 
in  the  Pennsylvania  medical  schools  in 
the  school  year  1966-1967,  by  state 
of  residence,  race,  religious  prefer- 
ence, Medical  College  Admission  Test 
score,  and  father’s  occupation.  Since 
national  Medical  College  Admission 
Test  scores  are  available,  TABLES  IV 
and  V are  included  in  order  to  com- 
pare the  students’  abilities  as  shown 
by  these  tests  at  the  Pennsylvania 

’ medical  schools,  with  those  of  the  na- 

’ 

: tion  as  a whole.  TABLE  IV  presents 
the  average  score  of  the  four  parts  of 

j.  the  Medical  College  Admission  Test 

i score,  for  each  school  individually; 

1 for  the  Pennsylvania  residents  in  each 
school;  for  the  six  medical  schools 
combined,  excluding  the  Philadelphia 
College  of  Osteopathy;  and  for  the 
students  in  all  medical  schools,  ex- 
cluding schools  of  osteopathy,  for  the 
nation  as  a whole.  Comparable  data 
is  shown  in  TABLE  V for  the  science 
part  of  the  Medical  College  Admis- 
sion Test  scores.  As  regards  TABLES 


IV  and  V,  it  should  be  noted  that 
the  scores  of  Pennsylvania  residents 
are  very  closely  related  to  the  scores 
of  the  students  as  a whole,  and  the 
scores  of  the  students  at  the  six  medi- 
cal schools  in  Pennsylvania  are,  on 
the  average,  well  above  those  of  the 
students  in  the  United  States  as  a 
whole.  Although  the  scores  of  stu- 
dents at  the  Philadelphia  College  of 
Osteopathy  are  not  included  in  this 
average,  they  are  shown  in  the  table 
separately.  Averages,  of  course,  only 
tell  part  of  the  story  since  the  dis- 
tributions vary  greatly.  For  example, 
consider  the  distributions  of  the  scores 
in  TABLE  II,  the  second  bank  of 
the  data.  Column  2 indicates  a rather 
balanced  distribution  for  the  school 
as  a whole.  On  the  other  hand,  in  a 
comparison  of  column  5 (the  Phila- 
delphia College  of  Osteopathy)  and 
column  6 (the  University  of  Penn- 
sylvania), the  former  has  66  percent 
of  its  students  with  average  MCAT 
scores  less  than  500,  while  the  latter 
has  50  percent  of  its  students  with 
scores  above  600.  TABLE  III  indi- 
cates that,  in  general,  there  has  been 
a trend  toward  higher  over-all  MCAT 
scores.  The  over-all  averages  in 
TABLE  IV  corroborate  this  finding, 
but  show  that  it  also  holds  true  for 
the  nation  as  a whole.  TABLE  V 
shows  less  progress  in  the  science  part 
of  the  scores. 

The  fact  that  the  average  MCAT 
score  of  the  students  attending  Penn- 
sylvania schools  is  higher  than  in  the 
nation  as  a whole  may  mean  that  the 
Pennsylvania  graduates  have  more 
ability  on  the  average  than  the  aver- 
age medical  school  graduate  in  the 
United  States.  This  could  result  in  an 
expected  income  to  them  above  the 
average  United  States  physician. 
Median  income  of  Pennsylvania  phy- 
sicians in  1960  was  over  $10,000. 


The  median  income  in  the  State  for 
all  males  over  fourteen  was  $4,652. 
In  addition  to  this  possible  higher 
earning  potential,  many  of  these  stu- 
dents come  from  families  whose  in- 
come can  be  expected  to  be  above  the 
average.  See,  for  example,  the  last 
bank  of  the  data  on  TABLE  II.  This 
bank  relates  to  the  father’s  occupa- 
tion. Column  2 shows  that  60  per- 
cent (13  percent  plus  47  percent)  of 
the  students  in  the  seven  schools  com- 
bined are  from  families  in  which  the 
father  is  in  a professional,  technical, 
or  managerial  occupation.  These  per- 
centages range  from  42  percent  at  the 
College  of  Osteopathy,  to  69  percent 
at  Jefferson  Medical  College.  These 
are  two  or  three  times  as  high  as  the 
corresponding  percentage  in  these  oc- 
cupations of  Pennsylvania  males  aged 
forty-five  to  sixty  in  the  experienced 
labor  force  (20  percent  in  the  1960 
Census).  Moreover,  as  State  appro- 
priations have  increased,  the  percent- 
age of  medical  students  coming  from 
these  families  appear  to  have  in- 
creased. It  may  be  noted,  further- 
more, that  the  median  income  of  pro- 
fessional and  technically  employed 
males  in  Pennsylvania  was  $6,465  in 
1960  as  compared  to  the  State-wide 
median  of  $4,652. 

Although  none  of  the  schools  ask 
any  questions  regarding  race  or  reli- 
gious affiliation  prior  to  admission, 
five  of  them  (Hahnemann,  Jefferson, 
Osteopathic,  Pennsylvania,  and 
Temple)  do  obtain  statements  con- 
cerning religious  preference  at  time  of 
registration.  The  third  bank  in 
TABLE  II  shows  the  distribution  of 
the  students  by  their  statements  of 
religious  preference.  Column  2 shows 
that  of  the  student  body  of  1966-1967, 
26  percent  indicated  Catholic  prefer- 
ence, 32  percent  Jewish,  and  32  per- 
cent Protestant;  10  percent  showed  no 
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religious  preference.  Columns  3,  4,  5, 
6,  and  of  8 TABLE  II  indicate  that 
among  these  five  schools  the  percent- 
age ranges  from  15  percent  to  33 
percent  for  Catholic  preference,  28 
percent  to  38  percent  for  Jewish,  and 
25  percent  to  38  percent  for  Protes- 
tant. Distributions  of  the  total  Penn- 
sylvania population  by  religious  affili- 
ation can  only  be  indicated,  since  the 
methods  of  reporting  church  member- 
ship differ  widely  even  within  a single 
denomination.  All  available  data  in- 
dicate a wide  divergence  between  the 
distribution  of  medical  students  and 
the  population  as  a whole,  however. 
For  example,  the  Pennsylvania  De- 
partment of  Internal  Affairs  reported 
that  of  the  total  Pennsylvania  popu- 
lation of  11,459,000,  there  were 
3,577,000  members  of  Catholic 


churches  (31  percent)  and  2,563,000 
members  of  Protestant  churches  (22 
percent).  In  addition,  the  department 
reported  that  12,906  Jewish  families 
were  associated  with  Reformed  syna- 
gogues and  23,768  Jewish  families 
were  associated  with  Conservative  syn- 
agogues. By  converting  the  number 
of  families  into  a count  of  individuals, 
it  would  appear  that  approximately 
132,000  (or  1 percent)  were  of  the 
Jewish  faith.  This  number  does  not 
include  Jews  associated  with  Orthodox 
synagogues.  According  to  the  Ameri- 
can Jewish  Yearbook  of  1965,  there 
were  443,475  Jews  in  Pennsylvania  in 
1964 — which  was  4 percent  of  the 
State’s  population. 

Nationally,  the  membership  in  reli- 
gious bodies,  out  of  the  total  United 
States  population  of  some  188  million, 


was  as  follows  in  1964:  24  percent 
Catholics,  36  percent  Protestants,  and 
3 percent  Jews. 

Although  the  Jewish  representation 
in  Pennsylvania  medical  schools  is  far 
in  excess  of  the  Jewish  representation 
in  either  the  Pennsylvania  or  United 
States  population,  this  does  not  neces- 
sarily indicate  that  medical  school  ad- 
mission policies  give  preference  to 
Jews.  The  larger  representation  of 
Jews  among  medical  students  suggests 
a greater  interest  in  the  medical  pro- 
fession on  the  part  of  Jewish  students. 
The  experience  of  residents  of  New 
York  State  substantiates  this  hypothe- 
sis. New  York  has  9.3  percent  of 
the  population  of  the  United  States, 
while  15.5  percent  of  the  students 
entering  medical  schools  in  the  United 
States  come  from  New  York,  and  40 


TABLE  II 

Percentage  Distributions  of  Pennsylvania  Medical  Students, 
By  Selected  Characteristics,  By  School 
1966 


Medical  School 


All 

Schools 

Hahnemann 

Jefferson 

Osteopathic 

University 

of 

Pennsylvania 

University 

of 

Pittsburgh 

Temple 

Woman’s 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

Total  Enrollment 

3,084 

427 

664 

361 

501 

378 

549 

204 

Residence 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

62 

72 

66 

67 

50 

61 

74 

30 

New  Jersey 

12 

12 

16 

15 

12 

6 

10 

9 

New  York 

10 

9 

7 

7 

9 

16 

5 

32 

Highest  remaining  state 

3 

3 

2 

3 

2 

5 

1 

6 

All  other  states 

13 

4 

9 

8 

27 

12 

10 

23 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

600  or  over 

26 

12 

36 

1 

50 

30 

21 

14 

500-599 

61 

77 

61 

33 

48 

63 

72 

68 

Under  500 

13 

11 

3 

66 

2 

7 

7 

18 

Race 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

White 

98 

98 

100 

98 

99 

98 

99 

92 

Negro 

1 

1 

a 

2 

1 

1 

1 

2 

Other 

1 

1 

a 

. . 

a 

1 

a 

6 

Religious  Preference 

100%b 

100% 

100% 

100% 

100% 

NA 

100% 

NA 

Catholic 

26^ 

33 

28 

32 

15 

NA 

22 

NA 

Jewish 

32b 

38 

31 

33 

33 

NA 

28 

NA 

Protestant 

32b 

25 

28 

35 

36 

NA 

38 

NA 

Other,  None,  or  Unknown 

10b 

4 

13 

16 

NA 

12 

NA 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 

13 

9 

16 

8 

18 

12 

14 

9 

Other  Professional, 

Technical  or  Managerial 

47 

50 

53 

34 

49 

46 

44 

47 

Sales  or  Other  White  Collar 

17 

17 

15 

19 

16 

19 

17 

18 

Craftsman,  Farmer  or 
Other  Blue  Collar 

11 

13 

10 

11 

7 

14 

11 

14 

Other  or  Unknown 

12 

11 

6 

28 

10 

9 

14 

12 

.verage  score  for  the  four  parts  of  the  Medical  College  Admission  Test, 
ss  than  .5  percent,  b Based  on  the  live  schools  that  furnished  data  on 

- ' — Not  available. 

S'  : Data  furnished  by  the  Pennsylvania  Medical  Schools. 
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TABLE  III-A 

Percentage  Distributions  of  Students,  By  Selected  Characteristics 
Hahnemann  Medical  College 


By  Year  of  Admission 


All 

Years 

1966 

Year  of 
1965 

Admission 

1964 

1963 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total  Enrollment 

427 

110 

108 

103 

106 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

72 

70 

70 

74 

69 

New  Jersey 

12 

14 

6 

10 

14 

New  York 

9 

10 

10 

9 

7 

Highest  remaining  state 

3 

2 

4 

3 

5 

All  other  states 

4 

4 

10 

4 

5 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

12 

13 

17 

10 

8 

500-599 

77 

81 

79 

78 

70 

Under  500 

11 

6 

4 

12 

22 

Race 

100% 

100% 

100% 

100% 

100% 

White 

98 

96 

100 

99 

96 

Negro 

1 

2 

1 

Other 

1 

2 

1 

3 

Religious  Preference 

100% 

100% 

100% 

100% 

100% 

Catholic 

33 

30 

29 

31 

41 

Jewish 

38 

35 

42 

40 

37 

Protestant 

25 

30 

27 

24 

17 

Other,  None  or  Unknown 

4 

5 

2 

5 

5 

f ather’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 

9 

13 

7 

9 

6 

Other  Professional,  Technical 
or  Managerial 

50 

53 

47 

44 

55 

Sales  or  Other  White  Collar 

17 

13 

19 

18 

19 

Craftsman,  Farmer  or  Other 
Blue  Collar 

13 

12 

10 

18 

12 

Other  or  Unknown 

11 

9 

17 

11 

8 

* Average  score  for  the  four  parts  of  the  Medical  College  Admission 
SOURCE:  Data  furnished  by  Hahnemann  Medical  College. 

Test. 

TABLE  1II-C 

Percentage  Distributions  of  Students,  By  Selected  Characteristics 
Philadelphia  College  of  Osteopathy 
By  Year  of  Admission 

All 

Years 

1966 

Year  of  Admission 
1965  1964 

1963 

a) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total  Enrollment 

361* 

94 

91 

93 

81 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

67 

61 

66 

74 

69 

New  Jersey 

15 

17 

15 

12 

16 

New  York 

7 

12 

8 

6 

2 

Highest  remaining  state 

3 

3 

2 

1 

6 

All  other  states 

8 

7 

9 

7 

7 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

1 

3 

1 

1 

500-599 

33 

40 

33 

33 

25 

Under  500 

66 

57 

66 

67 

74 

Race 

100% 

100% 

100% 

100% 

100% 

White 

98 

98 

100 

97 

99 

Negro 

2 

2 

3 

1 

Other 

. . 

Religious  Preference 

100% 

100% 

100% 

100% 

100% 

Catholic 

32 

43 

34 

23 

28 

Jewish 

33 

29 

31 

35 

37 

Protestant 

35 

28 

35 

42 

35 

Other,  None  or  Unknown 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.)  8 

Other  Professional,  Technical 

7 

8 

12 

6 

or  Managerial 

34 

41 

43 

33 

21 

Sales  or  Other  W hite  Collar 
Craftsman,  Farmer  or  Other 

19 

18 

11 

20 

25 

Blue  Collar 

11 

13 

11 

8 

11 

Other  or  Unknown 

28 

21 

27 

27 

37 

* Average  score  for  the  four  parts  of  the  Medical  College  Admission  Test, 
a.  Includes  2 admitted  prior  to  1963. 

SOURCE:  Data  furnished  by  Philadelphia  College  of  Osteopathy. 


Percentage  Distributions  of  Students,  By  Selected  Characteristics 
Jefferson  Medical  College 
By  Year  of  Admission 


All 

Year  of  Admission 

Years 

1966 

1965 

1964 

1963 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total  Enrollment 

6641 

174 

171 

154 

156 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

66 

58 

60 

68 

78 

New  Jersey 

16 

21 

19 

14 

8 

New  York 

7 

8 

7 

7 

4 

Highest  remaining  state 

2 

3 

2 

3 

3 

All  other  states 

9 

10 

12 

8 

7 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

36 

45 

46 

32 

22 

500-599 

61 

53 

53 

67 

72 

Under  500 

3 

2 

1 

1 

6 

Race 

100% 

100% 

100% 

100% 

100% 

White 

100 

99 

99 

99 

100 

Negro 

b 

1 

Other 

b 

1 

1 

Religious  Preference 

100% 

100% 

100% 

100% 

100% 

Catholic 

28 

31 

26 

29 

28 

Jewish 

31 

32 

27 

34 

34 

Protestant 

28 

27 

29 

28 

26 

Other,  None  or  Unknow  n 

13 

10 

18 

9 

12 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 
Other  Professional,  Technical 

16 

16 

19 

12 

17 

or  Managerial 

53 

54 

55 

53 

48 

Sales  or  Other  White  Collar 
Craftsman,  Farmer  or  Other 

15 

18 

12 

14 

17 

Blue  Collar 

10 

7 

7 

16 

12 

Other  or  Unknown 

6 

5 

7 

5 

6 

* Avergae  score  for  the  four  parts  i 

of  the  Medical  College 

■ Admission 

Test. 

a Includes  9 admitted  prior  to  1963. 
b Less  than  .5  percent. 

SOLUCE:  Data  furnished  by  Jefferson  Medical  College. 

TABLE 

lll-D 

Percentage  Distributions  of  Students,  By  Selected  Characteristics 

University  of  Pennsylvania  School 

of  Medicine 

By  Year  of  - 

Admission 

All 

Year  of  Admission 

Years 

1966 

1965 

1964 

1963 

(i) 

(2) 

(3) 

(4) 

(S) 

(6) 

Total  Enrollment 

501* 

133 

126 

119 

116 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

50 

44 

44 

54 

55 

New  Jersey 

12 

14 

11 

13 

9 

New  York 

9 

11 

10 

7 

9 

Highest  remaining  state 

2 

2 

5 

4 

3 

All  other  states 

27 

29 

30 

22 

24 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

50 

55 

49 

49 

49 

500-599 

48 

45 

47 

49 

49 

Under  500 

2 

4 

2 

2 

Race 

100% 

100% 

100% 

100% 

100% 

White 

99 

100 

98 

99 

99 

Negro 

1 

2 

1 

Other 

b 

1 

Religious  Preference 

100% 

100% 

100% 

100% 

100% 

Catholic 

15 

16 

14 

12 

16 

Jewish 

33 

28 

27 

41 

38 

Protestant 

36 

40 

40 

30 

36 

Other,  None  or  Unknown 

16 

16 

19 

17 

10 

Father's  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 
Other  Professional,  Technical 

18 

20 

21 

14 

16 

or  Managerial 

49 

49 

48 

50 

50 

Sales  or  Other  White  Collar 
Craftsman,  Farmer  or  Other 

16 

15 

16 

17 

15 

Blue  Collar 

7 

5 

4 

7 

11 

Other  or  Unknown 

10 

11 

11 

12 

8 

* Average  score  for  the  four  parts  of  the  Medical  College  Admission  Test, 
a Includes  7 admitted  prior  to  1963. 
b Less  than  .5  percent. 

SOURCE:  Data  furnished  by  University  of  Pennsylvania  School  of  Medicine. 
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TABI  E III-E 


TABLE  III-E 


Percentage  Distributions  of  Students,  By  Selected  t haracteristics 
University  of  Pittsburgh  School  of  Medicine 
By  Year  of  Admission 


All 

Years 

Year  of  Admission 
7966  1965  1964 

1963 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total  Enrollment 

378* 

108 

93 

89 

82 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

61 

56 

59 

72 

63 

New  Jersey 

6 

7 

3 

6 

9 

New  York 

16 

18 

14 

15 

18 

Highest  remaining  state 

5 

6 

4 

4 

5 

AH  other  states 

12 

13 

20 

3 

5 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

30 

35 

35 

24 

27 

500-599 

63 

60 

62 

69 

62 

Under  500 

7 

5 

3 

7 

11 

Race 

100% 

100% 

100% 

100% 

100% 

White 

98 

96 

97 

98 

100 

Negro 

1 

2 

1 

Other 

1 

2 

2 

2 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 
Other  Professional,  Technical 

12 

14 

12 

10 

13 

or  Managerial 

46 

47 

51 

45 

42 

Sales  or  Other  W hite  Collar 
Craftsman,  Farmer  or  Other 

19 

16 

16 

19 

23 

Blue  Collar 

14 

13 

13 

18 

11 

Other  or  Unknown 

9 

10 

8 

8 

11 

* Average  score  for  the  four  parts  of  the  Medical  College 
a Includes  6 admitted  prior  to  1963. 

Admission 

Test. 

SOURCE:  Data  furnished  by  University  of 

TABLE 

Pittsburgh  School  of  Medicine. 

1II-G 

Percentage  Distributions  of  Students,  By  Selected  Characteristics 
Woman’s  Medical  College 

By  Year  of  Admission 

All 

Year  of  Admission 

Years 

1966 

1965 

1964 

1963 

a) 

(2) 

(3) 

(4) 

(S) 

(6) 

Total  Enrollment 

204* 

66 

56 

38 

37 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

30 

29 

23 

26 

46 

New  Jersey 

9 

9 

9 

11 

5 

New  York 

32 

35 

32 

40 

19 

Highest  remaining  state 

6 

5 

7 

5 

14 

All  other  states 

23 

22 

29 

18 

16 

MCAT  Score* 

100% 

100% 

100% 

100% 

100% 

600  or  over 

14 

21 

16 

11 

5 

500-599 

68 

77 

70 

78 

46 

Under  500 

18 

2 

14 

11 

49 

Race 

100% 

100% 

100% 

100% 

100% 

White 

92 

87 

93 

94 

94 

Negro 

2 

2 

2 

3 

3 

Other 

6 

11 

5 

3 

3 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 
Other  Professional,  Technical 

9 

11 

14 

8 

3 

or  Managerial 

47 

39 

45 

55 

51 

Sales  or  Other  White  Collar 
Craftsman,  Farmer  or  Other 

18 

20 

21 

16 

16 

Blue  Collar 

14 

15 

16 

11 

14 

Giber  or  Unknown 

12 

15 

4 

10 

16 

a-  -core  for  the  four  parts  of  the  Medical  College  Admission  Test, 
a * ' 7 ;-ti miffed  prior  lo  1963. 

SOl  i D • . famished  by  Woman’s  Medical  College. 


Percentage  Distributions  of  Students,  B\  Selected  Characteristics 
Temple  University  School  of  Medicine, 

By  Year  of  Admission 


All 

Years 

1966 

Year  of  Admission 
1965  1964 

1963 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total  Enrollment 

549* 

145 

138 

135 

127 

Residence 

100% 

100% 

100% 

100% 

100% 

Pennsylvania 

74 

72 

71 

76 

77 

New  Jersey 

10 

11 

11 

9 

9 

New  York 

5 

6 

5 

3 

5 

Highest  remaining  state 

1 

1 

3 

2 

2 

All  other  states 

10 

10 

10 

10 

7 

MCAT  Score  " 

100% 

100% 

100% 

100% 

100% 

600  or  over 

21 

30 

24 

18 

14 

500-599 

72 

65 

71 

78 

71 

Under  500 

7 

5 

5 

4 

15 

Race 

100% 

100% 

100% 

100% 

100% 

White 

99 

99 

99 

99 

99 

Negro 

1 

1 

1 

1 

Other 

b 

1 

Religious  Preference 

100% 

100% 

100% 

100% 

100% 

Catholic 

22 

19 

23 

23 

24 

Jewish 

28 

36 

28 

25 

22 

Protestant 

38 

38 

35 

35 

44 

Other,  None  or  Unknown 

12 

7 

14 

17 

10 

Father’s  Occupation 

100% 

100% 

100% 

100% 

100% 

Physician  (M.D.  or  O.D.) 
Other  Professional,  Technical 

14 

10 

12 

21 

12 

or  Managerial 

44 

45 

47 

43 

40 

Sales  or  Other  White  Collar 
Craftsman,  Farmer  or  Other 

17 

20 

18 

14 

16 

Blue  Collar  - 

11 

13 

10 

11 

10 

Other  or  Unknown 

14 

12 

13 

11 

22 

* Average  score  for  the  four  parts  of  the  Medical  College  Admission  Test, 
a Includes  4 admitted  prior  to  1963. 
b Less  than  .5  percent. 

SOURCE:  Data  furnished  by  Temple  University  School  of  Medicine. 

The  first  bank  of  data  in  TABLE  II, 
column  2 shows  that  New  Jersey  and 
New  York  are  the  two  states  with  the 
highest  representation  in  Pennsylvania 
medical  schools — outside  of  Pennsyl- 
vania. Woman's  Medical  College  has 
the  largest  percentage  from  New  York 
(32  percent)  which  is  even  larger  than 
the  percentage  of  students  from  Penn- 
sylvania. The  University  of  Pittsburgh 
is  next,  with  16  percent  from  New 
York.  Neither  of  these  schools  has  a 
record  of  the  religious  preference  of 
its  students.  Jefferson  Medical  Col- 
lege has  the  largest  percentage  from 
New  Jersey.  Again,  in  this  distribu- 
tion, income  appears  to  be  a factor; 
the  states  (other  than  Pennsylvania) 
from  which  most  of  the  students  come, 
are  the  states  with  the  highest  per 
capita  income.  For  example,  the  per 
capita  income  of  both  New  York  and 
New  Jersey  was  S3. 242  in  1965,  as 
compared  to  Pennsylvania's  $2,727. 

Perhaps  the  people  most  underrep- 
resented in  Pennsylvania  medical 
schools  are  the  Negroes.  As  is  shown 
in  the  third  bank  of  TABLE  II, 
column  2,  only  1 percent  of  the  stu- 
dents in  Pennsylvania  medical  schools 
(Continued  on  page  125.) 
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Smog.smaze  or  smust.effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.1,2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,’’  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

W„„e  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study2 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.3 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.3 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
'air  defense”  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
row  to  treat  the  patient  so  affected  rests  basically  on 
he  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
larsh  dry  cough  — all  the  symptoms  that  make  com- 
non  cold  sufferers  feel  miserable  and  interfere  with 
heir  sleep— can  be  alleviated  with  medications  of 
he  oral  nasal  decongestant/antihistamine  combina- 
ion  type.  The  burning  sensation  in  the  throat,  sore- 
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nasal  congestion 
due  to  seasonal 
allergies  and 
summer  cold 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


( Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  following  page ) 


It  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 


Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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TABLE  IV 

Average  MCAT  Scores  of  Medical  Students 
By  Year  of  Admission,  by  Medical  School,  and  by  Pennsylvania  Residence 

1963-1966 


Year  of  Admission 

Medical  School  1963-1966  1963  1964  1965  1966 


All  United  States 

Medical  Schools  N.A. 


are  Negro,  some  of  whom  are  non- 
American  Negroes.  In  comparison, 
7.5  percent  of  all  Pennsylvania  resi- 
dents, and  10.5  percent  of  all  United 
States  residents  are  Negro.  It  has  been 
suggested  that  the  MCAT  scores  tend 
to  understate  the  potential  of  Negro 
students,  and  if  the  race  of  applicants 
were  known  at  the  time  of  applica- 
tion, the  admissions  committees  could 
take  the  race  into  consideration  at  the 
time  of  decision. 

II.  Internships  in  Pennsylvania 
Hospitals 

Medical  education  has  to  varying 
degrees  consisted  of  both  theoretical 
classroom  training  and  practical  bed- 
side experience.  The  early  hospitals 
were  charitable  institutions  where  the 
young  doctor,  having  heard  lectures 
and  passed  examinations,  obtained 
practical  experience  under  the  guid- 
ance of  a master.  Such  practical  clini- 
cal experience  was  recognized  as  an 
essential  factor  of  medical  training  as 
early  as  the  beginning  of  the  seven- 
teenth century. 

Today  medical  students  obtain  clini- 
cal training  in  conjunction  with  their 
medical  school  training.  The  last  two 
years  they  receive  concentrated  clini- 
cal training  in  hospitals  affiliated  with 
the  medical  schools.  It  is  still  deemed 
necessary,  however,  that  the  new  grad- 
uate obtain  further  practical  experi- 
ence by  serving  an  internship  under 
in  organized  hospital  training  pro- 
gram which  has  been  approved  by  the 
American  Medical  Association. 

The  hospitals  appear  eager  to  have 
nterns  who,  while  they  are  gaining 
practical  experience,  can  help  in  the 
:are  and  treatment  of  their  patients. 


All  Pennsylvania 

Medical  Schools 

All  Students  571 

Pennsylvania  Residents  568 

Hahnemann  Medical  College 
All  Students  547 

Pennsylvania  Residents  543 

Jefferson  Medical  College 

All  Students  583 

Pennsylvania  Residents  579 

University  of  Pennsylvania 

All  Students  598 

Pennsylvania  Residents  599 

University  of  Pittsburgh 

All  Students  571 

Pennsylvania  Residents  566 

Temple  University 

All  Students  561 

Pennsylvania  Residents  560 

Woman’s  Medical  College 

All  Students  543 

Pennsylvania  Residents  537 


In  fact,  they  are  so  eager  to  obtain 
these  internships  that  they  furnish  liv- 
ing quarters  near  the  hospital  and  offer 
salaries  for  the  privilege  of  “training” 


545 

549 

560 

N.A. 

556 

570 

579 

579 

554 

567 

577 

576 

531 

543 

559 

554 

529 

539 

554 

549 

561 

582 

596 

593 

557 

582 

592 

593 

595 

595 

598 

604 

596 

592 

606 

602 

560 

567 

580 

577 

552 

562 

577 

573 

549 

562 

566 

568 

550 

563 

565 

566 

501 

546 

549 

565 

507 

541 

544 

571 

the  young  doctors.  In  the  United 
States  as  a whole  in  1965,  54  percent 
of  the  internships  in  hospitals  not 
affiliated  with  medical  schools  offered 


SOURCES:  Journal  of  American  Medical  Association,  1966  and  data  furnished  by  individual 

medical  schools. 

NOTE:  Philadelphia  School  of  Osteopathy  is  omitted  since  schools  of  Osteopathy  are  not  in- 

cluded in  the  national  average. 
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A UNIQUE  SERVICE 

FOR  A NEW  CONCEPT 

THE  CONCEPT:  Why  not  tailor  the  Medications  you  Dispense  to  encompass  the  Vagaries  of  the  ills  of 
your  patient?  Instead  of  tailoring  your  patients  to  standard  medication  that  is  often  only  partially  effective. 

THE  SERVICE:  Take  this  standard  medication,  add  or  subtract  the  essentials  or  non  essentials  or  re- 
write it  completely,  then  send  the  ensuing  formulae  to  us.  Now,  for  the  first  time  it  is  not  necessary  to 
order  50M  or  25M  of  your  Special.  We  will  encapsulate  as  little  as  10M  or  5M.  Or  you  may  want  a 
trial  run  of  1000  to  test  and  perfect  your  Private  Formula. 

Send  for  a Quotation  today! 

PHILADELPHIA  CAPSULE  CO.,  INC. 

6525  Germantown  Avenue 
PHILADELPHIA,  PA.  19119 


EPTEMBER,  1967 
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TABLE  V 

Average  MCAT  Science  Scores  of  Medical  Students 
By  Year  of  Admission,  by  Medical  School,  and  by  Pennsylvania  Residence 

1963-1966 


Year  of  Admission 

Medical  School  1963-1966  1963  1964  1965  1966 


All  United  States 

Medical  Schools  N.A. 


a salary  of  over  $4,000,  and  only  28 
percent  of  the  internships  in  hospitals 
affiliated  with  medical  schools  offered 
a salary  of  over  $4,000. 

The  problem  of  placing  medical 
school  graduates  in  hospitals  for  in- 
ternships is  solved  by  means  of  the 
National  Intern  Matching  Program. 
The  approved  available  internships  are 
listed  and  the  medical  school  seniors 
name  their  first  three  choices  of  hos- 
pitals at  the  same  time  that  the  hos- 
pitals send  a list  of  their  choices  of 
students.  In  the  matching  program  of 
1965-1966,  727  hospitals  participated 
nationally  and  73  Pennsylvania  hos- 
pitals offered  internship  programs. 
The  hospitals  in  Pennsylvania  had 
better  response  than  the  United  States 
as  a whole- — as  is  shown  in  the  follow- 
ing Table  A. 

The  distribution  of  interns  in  Penn- 
sylvania reflects  the  attraction  of 
metropolitan  areas.  Table  B below 
shows  the  distribution  of  authorized 
internships  in  Pennsylvania  in  1965- 
1966  and  the  number  and  percent 
filled  by  region. 

Although  there  were  629  graduates 
of  Pennsylvania  medical  schools  in 
1966,  only  300  interned  in  Pennsyl- 
vania hospitals.  Of  the  remaining  396 
interns  in  Pennsylvania  hospitals,  179 
were  graduated  from  other  medical 
schools  in  the  United  States  and  Can- 


All  Pennsylvania 

Medical  Schools 

All  Students  569 

Pennsylvania  Residents  568 

Hahnemann  Medical  College 
All  Students  552 

Pennsylvania  Residents  547 

Jefferson  Medical  College 

All  Students  580 

Pennsylvania  Residents  576 

University  of  Pennsylvania 

All  Students  590 

Pennsylvania  Residents  593 

University  of  Pittsburgh 

All  Students  575 

Pennsylvania  Residents  570 

Temple  University 

All  Students  566 

Pennsylvania  Residents  566 

Woman’s  Medical  College 

All  Students  516 

Pennsylvania  Residents  512 
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568 

535 

560 
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591 

587 
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591 

581 
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603 

583 

549 
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590 

575 

544 

579 

588 

564 
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574 

566 

566 

564 

575 

563 

564 

468 

511 

523 

545 

483 

512 

513 

551 

Distribution 

of  United  States  and  Pennsylvania 
by  the  Percent  of  Internships  Filled 
1965-1966 

Hospitals 

Percent  of 

United  States 

Pennsylvania 

Internships  Filled 

Hospitals 

Hospitals 

100% 

15% 

16% 

50% -99% 

28% 

49% 

25% -49% 

14% 

25% 

l%-24% 

15% 

6% 

0 

28% 

4% 

Authorized  Internships 
and  the  Number  Filled  in  Pennsylvania 
by  Region 
1965-1966 


Region 

Authorized 

Internships 

Total 

Interns 

Percent 

Internships 

Filled 

Allegheny  County 

203 

130 

64% 

Philadelphia 

453 

378 

83% 

Remainder  of  State 

352 

188 

53% 

Total 

1,008 

696 

69% 

ada  and  217  were  graduated  from 
foreign  medical  schools.  Where  the 
300  Pennsylvania  interns  attended 
school  is  shown  in  Table  C on  top 
of  next  page. 

III.  A Comparison  of  the  Production 

and  Supply  of  Physicians:  Penn- 
sylvania and  Similar  States 

During  the  past  decade.  Pennsyl- 
vania, with  approximately  6 percent 
of  the  United  States  population,  has 
contributed  about  1 1 percent  of  the 
money  appropriated  by  all  states  com- 
bined for  medical  schools.  It  has  been 
maintained  that  such  appropriations  to 
privately-controlled  medical  schools 
increase  both  the  opportunities  of 
Pennsylvanians  to  obtain  a medical 
education  and  the  number  of  physi-  ; 
cians  available  to  the  members  of  the 
Pennsylvania  community.  TABLE  VI  ' 
presents,  for  Pennsylvania  and  nine 
similar  states,  the  principal  factors  in- 
volved in  an  assessment  of  the  above 
desired  results — namely,  each  state's 
percentage  of  the  United  States  total 
of:  entering  medical  students;  medical 
school  graduates;  and  increase  in  the 
number  of  physicians:  together  with 
the  population  as  a bench  mark  tor 


Distribution  of  Pennsylvania  Medical  School  Graduates 
by  Place  of  Internship 


All 

Penna.  University  University 

Region  of  Medical  of  of 


Internship 

Schools 

Hahnemann 

Jefferson 

Penna. 

Pittsburgh 

Temple 

Woman’s 

Allegheny  County 

32 

0 

4 

0 

26 

1 

1 

Philadelphia 

165 

24 

53 

41 

4 

27 

16 

Remainder  of  State 

103 

19 

36 

8 

4 

34 

2 

Not  interning  in  Pennsylvania 

329 

51 

64 

75 

50 

62 

27 

the  decade  1955  to  1965.  In  order 
to  evaluate  the  differences  the  factors 
are  shown  on  CHART  I,  with  the 
population  as  a basis.  In  other  words, 
if  the  entering  students,  graduates,  and 
increase  in  physicians,  were  each  some 
fixed  percent  of  the  population  for  all 
states,  all  of  the  symbols  on  the  chart 
would  fall  on  the  line  drawn  showing 
the  population.  That  is,  the  line  repre- 
sents the  expected  values  for  each  state 
according  to  its  population.  Specifi- 
cally, Pennsylvania  has  almost  3 per- 
cent more  graduates  (indicated  by  0) 


than  would  be  expected  by  its  popu- 
lation but  has  a 2.4  percent  smaller 
increase  in  physicians  (indicated  by 
◄ ) than  would  be  expected  by  its 
population.  California,  on  the  other 
hand,  has  fewer  medical  graduates  but 
a greater  increase  in  physicians  than 
its  population.  New  Jersey  has  slightly 
more  than  the  expected  increase  in 
physicians,  in  spite  of  the  fact  that  it 
produces  very  few  medical  graduates. 

The  black  dots  represent  the  num- 
ber of  entering  students.  These  are 
most  closely  related  to  the  population 


line.  In  other  words,  except  for  Cali- 
fornia and  New  York,  a comparatively 
stable  portion  of  the  population  of  the 
states  under  observation  entered  medi- 
cal school  in  the  decade  1955  to  1965. 
The  students  in  1965  follow  the  same 
pattern.  Except  for  New  York,  with 
seven  per  ten  thousand  population  at- 
tending medical  school,  and  Califor- 
nia, with  but  three  per  ten  thousand 
population,  the  remainder  of  the  states 
ranged  mostly  from  four  to  five  per 
ten  thousand  population.  Whether 
these  1965  first-year  medical  students 


Chart  I 

Pennsylvania  Medical  School  Enrollment  and  Commonwealth  Appropriations 
for  Fiscal  Years  1955-1956  to  1966-1967: 

Percentage  Increases  as  Compared  with  1955-1956 
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Sources:  The  Journal  of  the  American  Medical  Association,  education  numbers  for  pertinent  years; 
Office  of  the  Auditor  General,  records;  records  of  the  individual  medical  schools. 
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TABLE  VII 


Number  and  Average  Tuition  of  Students  Entering  Medical  Schools 
in  the  United  States  in  1965-1966 
by  State  of  Residence  and  by  Type  of  School 


All  Private  Medical  Schools  Public  Medical  Schools 


State  of 

Medical 

Schools 

In 

State 

Out-of-State 

In 

State 

Out-of-State 

Residence 

Number 

Tuition 

Number 

Tuition 

Number 

Tuition 

Number 

Tuition 

Number 

Tuition 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

(11) 

California 

573 

$1,114 

116 

$1,682 

163 

$1,663 

254 

$491 

40 

$1,181 

Connecticut 

116 

1,584 

5 

1,600 

89 

1,699 

22 

1,114 

Illinois 

483 

1,182 

144 

1,786 

108 

1,682 

197 

450 

34 

1,274 

Indiana 

234 

819 

35 

1,681 

195 

655 

4 

1,293 

Massachusetts 

207 

1,640 

78 

1,761 

89 

1,669 

40 

1,341 

Michigan 

343 

886 

38 

1,680 

299 

779 

6 

1,187 

New  Jersey 

374 

1,476 

274 

1,680 

59 

750 

41 

1,155 

New  York 

1,315 

1,449 

429 

1,843 

423 

1,637 

371 

824 

92 

1,268 

Ohio 

386 

1,211 

39 

1,560 

110 

1,697 

212 

882 

25 

1,319 

Pennsylvania 
Totals  and 

595 

1,340 

427 

1,250 

128 

1,692 

40 

1,175 

Average  for 
10  States 

4,626* 

$1,286 

1,238 

$1,601 

1,457 

$1,669 

1,587 

$700 

344 

$1,236 

* These  4,626 

students  represent 

54  percent 

of  all  students  who  entered  United 

States  Medical  schools 

in  1965-66, 

and  the  10  states  account 

for  50  percent  of  the  United  States  population. 

SOURCE:  Calculations  based  on  data  from  the  Journal  of  American  Medical  Association,  1966. 


entered  public  or  privately-operated 
schools,  in  or  outside  their  state  of 
residence,  is  shown  in  TABLE  VII 
which  also  presents  the  average  tui- 
tion for  each  category. 

The  states  included  in  the  discus- 
sion make  up  50  percent  of  the  United 
States  population.  The  4,626  students 
who  are  residents  of  these  states  ac- 
count for  54  percent  of  all  the  first- 
year  medical  students  in  the  United 
States  in  1965-1 966. 1 They  paid  an 
average  of  $1,286  tuition.  As  was  ob- 
served in  TABLE  I,  the  average  stu- 
dent attending  Pennsylvania  medical 
schools  in  1965-1966  paid  $1,380  tui- 
tion; at  that  time  Temple  was  the 
only  Pennsylvania  medical  school  with 
reduced  tuition  for  Pennsylvania  resi- 
dents. With  the  reduction  of  tuition 
for  Pennsylvania  residents  at  the  Uni- 
versity of  Pittsburgh  in  1966,  the  aver- 
age tuition  of  students  in  Pennsylvania 
medical  schools  dropped  to  $1,287. 


i This  overrepresentation  is  due  in  large  part 
to  New  York,  which  has  9.3  percent  of  the 
United  States  population  and  15.3  percent  of 
the  medical  students. 


Of  the  4,626  students  in  TABLE 
VII,  42  percent  attended  publicly- 
operated  medical  schools,  for  which 
they  paid  an  average  tuition  of  $795; 
those  attending  public  schools  within 
their  own  state  paid  on  the  average 
of  $700;  while  those  attending  public 
school  outside  their  state  of  residence 
paid  $1,236.  In  contrast,  the  average 
tuition  of  students  attending  private 
medical  schools  was  $1,638  ($1,601 
within  the  state  of  residence  and 
$1,669  outside  their  state  of  resi- 
dence). Illinois  is  the  only  state  hav- 
ing as  low  a tuition  fee  in  1965  for 
residents  as  Temple.  Moreover,  the 
only  Pennsylvania  medical  school 
charging  a higher  tuition  than  the 
average  private  school  was  the  Uni- 
versity of  Pennsylvania  with  a tuition 
fee  of  $1,850  (TABLE  I-D). 

Briefly  then,  Pennsylvania’s  pri- 
vately-controlled medical  schools  (ex- 
cept for  the  University  of  Pennsyl- 
vania) have  substantially  lower  tui- 
tion fees  than  are  to  be  found  in 
privately-operated  medical  schools  in 
the  United  States  generally.  The 


newly  established  fee  schedules  at 
Temple  and  the  University  of  Pitts-  ■ 
burgh  have  higher  than  average 
charges  for  out-of-state  students  at-  || 
tending  publicly-operated  schools  and 
lower  than  average  charges  for  Penn- 
sylvania residents. 

As  regards  attendance,  the  magni- 
tude of  the  fee  in  the  publicly- 
controlled  institutions  appears  to  have 
little  influence  upon  the  number  at- 
tending. The  percentage  of  California 
students  entering  medical  schools  with  1 
a tuition  of  $495,  falls  well  below  the 
“expected”  line,  and  Illinois,  with  a 
tuition  of  $450,  is  slightly  below  the 
“expected.” 

Probably,  therefore,  neither  the  ca- 
pacity in  the  schools  nor  the  fee  is 
the  determining  factor  in  attendance  1 
at  medical  schools.  The  Pennsylvania  s 
experience  with  the  reduced  fees  as 
noted  earlier  is  consistent  with  this 
conjecture. 

NEXT  MONTH:  Final  part  of  three 
part  series. 
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PENNSYLVANIA  MEDICINE 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

OFFICE  SURGERY 

SAMUEL  D.  KRON,  M.D.,  Director 

AT  ITS 

SOUTHERN  DIVISION 

ON 

WEDNESDAY  AFTERNOONS 
From  1 to  4 p.m. 

October  4,  1967 
Through  November  22,  1967 

Through  actual  demonstrations  on  patients,  this  course  aims 
to  teach  those  minor  diagnostic  and  therapeutic  surgical  procedures 
that  can  be  performed  safely  in  the  office  by  generalists  and 
industrial  physicians.  The  case  demonstrations  will  be  accom- 
panied by  comments  pertaining  to  indications,  equipment  and 
technic.  Each  session  is  a separate  entity,  so  that  missing  one 
will  not  detract  from  the  others.  This  course  is  acceptable  for 
Credit  by  The  American  Academy  of  General  Practice. 

For  brochure  and  application  form,  write  to 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
ALBERT  EINSTEIN  MEDICAL  CENTER 
PHILADELPHIA,  PENNSYLVANIA  19141 


A 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

ARTHRITIS,  RHEUMATISM  AND 
ALLIED  DISEASES 

GEORGE  E.  EHLRICH,  M.D. 

PHILIP  R TROMMER,  M.D. 

Directors 

AT  ITS 

NORTHERN  DIVISION 

ON 

WEDNESDAY  AFTERNOONS 
From  2 to  5 p.m. 

October  11,  1967 
Through  December  13,  1967 

This  course  is  designed  to  help  the  physician  evaluate  a patient 
who  presents  with  pain  of  joints,  muscles,  or  other  supporting 
structures,  decide  on  and  interpret  work-up,  and  offer  the  ap- 
propriate treatment.  This  course  is  acceptable  for  Credit  by  The 
American  Academy  of  General  Practice. 

For  brochure  and  application  form,  write  to 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
ALBERT  EINSTEIN  MEDICAL  CENTER 
PHILADELPHIA,  PENNSYLVANIA  19141 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

BASIC  ELECTROCARDIOGRAPHY 

HARRY  GOLDBERG,  M.D.,  Director 
RICHARD  S.  MONHEIT,  M.D.,  Associate  Director 

AT  ITS 

NORTHERN  DIVISION 

ON 

WEDNESDAY  AFTERNOONS 
From  2 to  5 p.m. 

October  11,  1967 
Through  January  31,  1968 

(Excluding  November  22,  December  20,  December  27,  1967) 

This  is  a comprehensive  course  covering  the  basic  principles 
of  electrocardiography  and  the  various  types  of  electrocardiographic 
alterations  that  follow  disease  processes.  The  schedule  has  been 
arranged  so  that  two  hours  of  practical  electrocardiographic 
demonstrations  and  interpretations  follow  the  didactic  lecture. 
Wherever  possible,  the  electrocardiograms  made  in  the  hospital 
the  preceding  day  will  be  analyzed  and  discussed,  or  the  subject 
matter  of  a didactic  lecture  may  be  further  illustrated  by  slide 
demonstrations.  A brief  question  and  answer  period,  related  to 
the  subjects  covered  during  the  afternoon,  will  conclude  each 
session.  This  course  is  acceptable  for  Credit  by  The  American 
Academy  of  General  Practice. 

For  brochure  and  application  form,  write  to 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
ALBERT  EINSTEIN  MEDICAL  CENTER 
PHILADELPHIA,  PENNSYLVANIA  19141 
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ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

DERMATOLOGY 

BERTRAM  SHAFFER,  M.D. 

IRA  LEO  SCHAMBERG,  M.D. 

Co-Directors 

AT  ITS 

NORTHERN  DIVISION 

ON 

THURSDAY  AFTERNOONS 

From  1 to  3:30  p.m. 

September  21,  1967 
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The  course  consists  of  practical  clinical  instruction  in  the  diag- 
nosis and  management  of  common  skin  diseases.  Focus  is  primarily 
upon  patients  attending  the  Dermatology  Clinic  who  are  presented 
to  the  students  for  examination,  followed  by  discussion  of  differ- 
ential diagnosis,  therapy,  and  prognosis.  Sessions  are  informal 
and  questions  by  the  students  are  encouraged.  Case  presentations 
will  be  followed  by  a one  hour  lecture  which  will,  in  most  cases, 
include  color  slides  illustrating  dermatologic  diseases.  This  course 
is  acceptable  for  Credit  by  The  American  Academy  of  General 
Practice. 

For  brochure  and  application  form,  write  to 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
ALBERT  EINSTEIN  MEDICAL  CENTER 
PHILADELPHIA.  PENNSYLVANIA  19141 
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This  pain  is 
getting  on 
mu  nerves. 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons — as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


EDITORIALS 


Talking  With  People 


If  you  are  practicing  medicine  as 
a profession  rather  than  plying  a trade, 
you  will  already  have  seen  your  obliga- 
tion to  take  a larger  view  of  the  world. 
You  will  know  that  you  must  see  be- 
yond your  office  and  your  individual 
patients,  in  order  to  grasp  the  whole 
man. 

The  kind  of  physician  who  can  thus 
view  humanity  will  be  seeking  oppor- 
tunities to  contribute  to  a better  and 
fuller  life  with  higher  levels  of  human 
well-being.  Such  a doctor  will  not 
need  to  be  shown  the  innumerable  in- 
terrelations between  Medicine  and  so- 
ciety in  general.  Neither  will  he  need 
to  be  told  how  much  our  scene  is 
shifting  with  the  passage  of  time;  his 
studies  of  history  will  have  taught  the 
need  to  make  adjustments  to  keep  up 
with  the  times.  Our  idealized  physi- 
cian will  be  constantly  aware  that 
Medicine  is  not  an  isolated  discipline 
but  an  integral  part  of  our  culture. 
He  will  know  that  its  contacts  and 
interchanges  are  too  great  and  too 
numerous  to  be  entrusted  to  a handful 
of  physicians.  We  need  more  doctors 
who  will  step  out  of  their  small  world 
to  relate  with  all  branches  of  our  so- 
ciety. 

Hardly  any  aspect  of  being  a part 
of  our  changing  world  could  be  more 
important  than  the  subject  of  com- 
munications. We  have  not  lacked  dis- 
cussions of  this  subject.  We  have 
been  told  that  we  need  more  and  bet- 
ter communications  between  individual 
doctors  and  among  our  various  or- 
ganizations. We  know  that  we  must 
give  time  and  effort  to  make  the  public 
aware  of  our  problems  and  our  efforts 
to  solve  them.  We  have  been  informed 
of  all  sorts  of  attempts  to  improve  the 
methods  by  which  we  relate  to  the 
public,  and  particular  emphasis  has 
been  laid  on  the  fact  that  it  is  the 
job  of  every  practitioner. 

All  these  attempts  toward  better 
communication  have  tended  to  em- 
phasize the  written  word  as  a means 
of  informing  ourselves  about  our  ac- 
tivities or  of  telling  the  public  about 
ourselves.  There  has,  of  course,  also 
been  exploitation  of  the  spoken  word: 
we  have  been  exhorted  to  improve  our 


skills  in  public  speaking  as  well  as 
our  abilities  to  write. 

There  is  a tendency  to  forget  that 
our  language  is  in  essence  our  spoken 
language.  Native  speakers  of  American 
English  learn  their  abilities  naturally 
in  childhood.  This  may  be  contrasted 
with  the  written  language  which  is 
a human  contrivance  to  express  the 
more  fundamental  skill,  the  art  of 
speaking.  Speaking  is  a more  potent 
means  of  communication  for  nearly 
all  of  us. 

This  editorial  is  a plea  for  us  to 
employ  and  develop  our  talent  for 
this  less  pretentious  mode  of  commu- 
nicating— the  arts  of  conversation  and 
of  conference,  of  negotiation  and  de- 
bate. I suggest  that  we  be  on  the 
lookout  for  opportunities  to  step  into 
conversations  in  order  to  explain  our 
problems  and  proposals,  our  difficul- 
ties and  achievements.  I suggest  that 
we  be  anxious  and  ready  to  join  in 
the  discussions  at  all  kinds  of  meet- 
ings and  gatherings  in  order  to  ex- 
plain our  cause.  I say  that  we  should 
point  up  our  abilities  at  argument  and 
debate  and  should  practice  our  powers 
of  persuasion  in  order  to  state  our 
case  to  best  advantage,  when  the  oc- 
casion arises.  Medicine  is  too  often 
tongue-tied  when  confronted  by  the 
politician  with  his  argument  for  con- 
verting our  profession  into  a huge, 
government-controlled  public  utility. 
We  sit  silent  or  speak  but  feebly  when 
the  labor  leader  states  his  arguments 
for  fully  prepared  group  practice. 
There  is  use  for  these  talents  in  speak- 
ing with  hospital  boards  of  trustees, 
at  meetings  of  voluntary  health 
agencies  and  in  many  similar  situa- 
tions. 

A very  useful  side-effect  of  develop- 
ing these  skills  in  talking  with  people 
will  be  noted  in  a significant  better- 
ment of  the  doctor’s  ability  to  deal 
with  his  patients.  For,  talking  with 
patients  is  a most  important  part  of 
diagnosis  and  treatment  and  of  all  the 
other  things  the  doctor  must  do. 

But  it  is  not  only  in  talking  with 
people  that  the  physician  gains.  Lis- 
tening is  as  much  a part  of  this  im- 
portant branch  of  communications. 


The  give  and  take  is  a vital  part  of 
shaping  our  opinions  and  outlook. 

It  is  an  important  method  of  mak- 
ing us  aware  of  the  way  our  fellow 
citizens  are  reacting  to  the  changes 
in  our  social  order.  This  type  of 
communicating — speaking  and  being 
spoken  to — can  make  us  into  far  more  1 
effective  members  of  the  society  to 
which  we  belong.  We  can  thus  be- 
come far  more  responsive  to  its  needs 
and  opportunities.  Perhaps  it  may  be 
justifiable  to  surmise  that  most  people 
commonly  form  the  great  majority 
of  their  convictions  from  the  general 
impressions  received  from  such  con- 
versations and  arguments.  The  “aver-  j 
age  citizen”  bases  his  opinions,  except 
in  a small  percentage  of  exceptions,  j 
on  a slowly-acquired,  loosely  organized 
collection  of  impressions  and  facts. 
A belief  based  on  a closely-reasoned 
series  of  arguments  is  the  exception. 
In  view  of  this,  making  even  a single  ' 
small  contribution  to  truth  can  be  an  | 
important  step  in  the  right  formation 
of  your  neighbor’s  opinion.  One 1 
should  not  be  silent  just  because  there 
is  no  time  or  opportunity  for  a com-  I 
plete  and  logical  presentation. 

Reflection  shows  that  such  small 
accretions  of  experience  and  informa- 
tion make  up  the  generality  of  the 
premises  upon  which  our  own  lives 
are  based.  We  need  the  interchange 
of  conversing  with  our  neighbors. 
And,  even  if  we  do  not  manage  to  , 
implant  a single  bit  of  fundamental  . 
truth  in  the  mind  of  our  listener  the  ! 
occasion  is  not  lost.  Your  willingness 
to  present  your  case  and  your  sin- 
cerity in  doing  so  may  sway  your  audi- 
ence even  if  no  reasoning  takes  place. 
At  the  least  you  may  make  your  hearer 
more  open  to  future  truth. 

I say  that  talking  with  people  can 
be  one  of  the  most  important  things 
a physician  can  do.  It  can  be  the 
means  of  furthering  very  many  of 
the  aspects  of  caring  for  people  which 
make  up  the  business  of  organized 
medicine  and  of  the  individual  physi- 
cian. 

— C.B.L.  1 
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Dulcolax* 

>isacodyl 


rew  drugs  work  as  predictably 
is  Dulcolax.You  can  expect 
hat  when  your  office  patient 
akes  Dulcolax  at  home,  it  will 
)e  as  effective  as  you  said  it 
vould  be.Your  patient  will  be 
gratified,  too. 

'he  reliability  of  Dulcolax 
items  from  its  unique  mode  of 
iction.The  drug  works 
iirectly  on  nerve  endings  in 
he  colonic  mucosa,  producing 
normal  peristalsis  throughout 
he  large  intestine.  It  does 
lot  rely  on  systemic  absorption 
or  its  effect. 

his  reliable  action  provides 
irompt  relief  of  constipation, 
t also  makes  Dulcolax  par- 


ticular useful  for  prepping  the 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted.  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


aneral  Dosage  Information:  Adults:  When  an  ordinary  laxative  effect 
desired,  1 to  3 tablets  or  1 suppository  usually  suffices.  Tablets 
jst  be  swallowed  whole,  not  chewed  or  crushed,  and  should  not  be 
ken  within  one  hour  of  antacids  or  milk.  Children:  1 or  2 tablets, 
ipending  on  age  and  severity  of  condition  Tablets  must  not  be  given 
a child  too  young  to  swallow  them  whole.  For  infants  and  children 
ider  2 years  of  age,  half  a suppository  is  usually  effective.  Above  this 
le  a whole  suppository  is  usually  advisable.  Side  Effects:  As  with  any 
<ative,  abdominal  cramps  are  occasionally  noted,  particularly  in 


severely  constipated  persons.  High  dosage  may  result  in  loose, 
unformed  stools.  Contraindication:  Contraindicated  only  in  acute  sur- 
gical abdomen.  Availability:  Tablets  (5  mg.)  and  suppositories  (10  mg  .). 
By  prescription  or  recommendation. 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 
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You  may  # 
be  prescribing 

Hygroton, 

chlorthalidone 


You  usually  prescribe  one  tablet  daily, 
but  every  once  in  a while  you  like 
to  cut  the  dosage.  So  instead  of  giving 
the  100  mg.  tablet  every  other  day 
breaking  it  in  half,  why  not  prescribe 
: new  half-strength  tablet  every  day? 

Se  ext  page  for  a brief  precautionary 
statement. 


but  you 

don't  know  the 
half  of  it. 


Broad  scope  diuretic 


Hygroton  is  indicated  in  certain  con- 
ditions where  the  newer  nonthiazide 
diuretics  are  not  recommended, 
e.g. hypertension, edema  of  pregnancy, 
premenstrual  edema,  edema  in 
obesity  states,  steroid  edema. 


However,  the  newer  diuretics  are 
probably  superior  to  Hygroton  in  acute 
pulmonary  edema  and  the  nephrotic 
syndrome  or  any  condition  where 
the  glomerular  filtration  rate  is 
significantly  low. 


Indications 

Hypertension 

Such  as  hypertension  with  or  without 
congestive  failure,  where  Hygroton 
can  be  used  alone  or  in  conjunction 
with  other  agents 

(Precaution:  Antihypertensive  therapy 
with  Hygroton  should  always  be 
initiated  cautiously  in  post- 
sympathectomy patients  and  in 
patients  receiving  ganglionic  blocking 
agents  or  other  potent  anti- 
hypertensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 
may  potentiate  hypotension.) 

Edema 

Such  as  edema  associated  with: 
congestive  heart  failure 
or  renal  disease 

(Precaution:  Because  of  the  possi- 
bility of  progression  of  renal  damage, 
periodic  determination  of  the  BUN 
is  indicated.  Discontinue  if  the 
BUN  rises.) 
or  hepatic  cirrhosis 
(Hypoproteinemia,  if  present,  must 
be  corrected  concomitantly. 
ecaution:  Take  special  care: 
continue  if  liver  dysfunction 
'ravated,  since  hepatic  coma 
3 precipitated.) 
or  Si  administration 
or  obea  ;:iy 

or  the  prenvf  tstrual  syndrome 
or  pregnancy,  deluding  toxemia 


(Warning:  Use  with  caution  in  preg- 
nant patients,  since  the  drug  may 
cross  the  placental  barrier  and 
adverse  reactions  which  may  occur  in 
the  adult,  e.g.  thrombocytopenia, 
hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.,  are 
potential  problems  in  the  newborn.) 


potassium  supplements  given, 
provided  the  patient  does  not  have 
marked  oliguria. 

Take  special  care  in  severe  ischemii 
heart  disease  and  in  patients  receivi 
corticosteroids,  ACTH,  or  digitalis. 
Salt  restriction  is  not  recommended 


Contraindications 

Severe  Renal  or  Hepatic  Disease 
and  Demonstrated  Hypersensitivity 

Other  general  warnings, 
precautions  and 
adverse  reactions 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments,which  should  be  used  only  when 
adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small 
bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept 
in  mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supple- 
ments immediately  if  abdominal  pain, 
distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur. 


Adverse  reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti 
pation  and  cramping,  dizziness,  we< 
ness,  restlessness,  hyperglycemia, 
hyperuricemia,  headache,  muscle 
cramps,  orthostatic  hypotension, 
aplastic  anemia,  leukopenia,  throm 
cytopenia,  agranulocytosis,  dysuriz 
impotence,  transient  myopia,  skin 
rashes,  urticaria,  purpura,  necrotizi 
angiitis,  acute  gout,  and  pancreatiti 
when  epigastric  pain  or  unexplaine 
G.l.  symptoms  develop  after  prolont 
administration.  Other  reactions 
reported  with  this  class  of  compoui  > 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitizatio 

Average  Dosage:  50-100  mg.  with 
breakfast  daily. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
50  mg.  in  bottles  of  100  and  1000. 


Precautions:  Electrolyte  imbalance, 
sodium  and/or  potassium  deple- 
tion may  occur.  If  potassium  deple- 
tion should  occur  during  therapy, 
Hygroton  should  be  discontinued  and 


Please  see  full  Prescribing  Inform; 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporc 
Ardsley,  New  York  10502 


: >n 

i 


Clinical  Investigation: 

Why  Make  It  More  Difficult? 


Many  investigators  have  been  pon- 
dering the  effect  of  the  policy  state- 
ment of  the  Food  and  Drug  Adminis- 
tration regarding  the  use  of  investiga- 
tional drugs  on  humans.  In  fact  many 
have  even  decided  to  abandon  their 
interest  in  a field  in  which  they  have 
spent  a great  part  of  their  professional 
life.  This  is,  indeed,  most  unfortunate. 

It  seems  to  me  that  the  issue  at  the 
moment  is  the  question  of  whether 
or  not  the  public’s  interest  is  better 
served  by  rigid  controls  or  if,  in  fact, 
the  public  may  be  the  loser  because 
of  the  regulations.  The  real  issue  is 
how  many  lives  were  lost  in  the  past 
because  of  the  lack  of  FDA  regula- 
tions versus  how  many  lives  will  be 
lost  because  the  investigator  is  not 
permitted,  or  does  not  feel  that  he 
is  permitted,  to  investigate  because  of 
these  restrictions.  It  would,  indeed, 
be  tragic  if  more  lives  were  lost  be- 
cause of  the  existence  of  too  many 
regulations. 

Let  us  examine  for  the  moment  a 
statement  contained  in  the  “Letters” 
section  of  Science  (April  21,  1967) 
which  was  written  by  Dr.  Maurice  B. 
Visscher,  an  eminent  scientist.  This 
is  what  he  had  to  say:  “An  example 
of  the  general  bureaucratic  preference 
for  negative  rather  than  positive  action 
is  the  case  of  a colleague  who  was 
for  more  than  three  months  refused 
permission  to  test  for  a new  purpose 
a potentially  life-saving  drug  which 
had  already  been  used,  without  evi- 
dence of  toxicity,  on  half  a million 
humans  in  other  countries  for  a dif- 
ferent purpose.  He  had  submitted  a 
great  deal  of  toxicity  data  but  still 
more  was  demanded.  It  happens  that 
a million  or  more  persons  a year 
die  of  ventricular  fibrillation,  which 
this  drug  might  prevent  in  many  in- 
■ stances.” 

What  Dr.  Visscher  is  saying  is  that 
many  people  may  die  of  ventricular 
fibrillation  while  the  investigator  is 
waiting  for  the  FDA  to  satisfy  itself 
that  a potentially  safe  drug  is  safe. 
If  this  is  the  case,  then  indeed  the 
public  interest  is  not  being  properly 
protected.  One  has  to  agree  with  Vis- 
scher that  the  public  interest  demands 
that  the  risks  of  inaction,  as  well  as 
the  risks  of  action,  must  be  taken  into 
consideration  in  decision-making  re- 
garding the  clinical  testing  of  drugs. 

I do  not  propose  to  examine  in  de- 
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tail  the  declaration  of  Helsinki,  for 
the  simple  reason  that  many  editorials 
and  speakers  have  examined  it  to  the 
point  of  exhaustion.  I am  sure  that 
most  people  in  clinical  investigation 
could  by  now  recite  it  from  memory. 
The  real  fact  of  the  matter  is  that 
we  now  have  the  laws  written  by 
Congress,  and  the  FDA  is  charged 
with  the  responsibility  of  the  adminis- 
tration of  these  laws.  If  experience 
should  show  that  the  law  as  it  was 
written  is  not  in  the  best  interest  of 
the  public,  as  well  as  the  scientific 
investigator,  then  it  is  high  time  that 
the  Congress  be  asked  to  correct  any 
injustices  that  may  exist  and  rewrite 
the  law  as  it  has  in  a thousand  other 
instances  in  the  history  of  our  govern- 
ment in  this  country. 

It  is  my  conviction  that  it  is  not 
in  the  best  interest  of  the  patient 
under  many  circumstances  to  inform 
him  that  he  is  to  receive  a new  drug 
or,  even  worse,  to  inform  him  that 
he  is  to  receive  a placebo.  Further, 
as  I have  said  elsewhere,  there  are 
times  when  it  is  unethical  and  immoral 
to  even  consider  the  use  of  a placebo 
when  one  investigates  a new  thera- 
peutic agent  in  the  treatment  of  a life- 
endangering  disease. 

The  trouble  in  which  we  find  our- 
selves today  lies  in  the  fact  that  the 
government  and  some  individuals  in 
high  places  are  trying  to  legislate  mor- 
ality, and  it  simply  cannot  be  done. 
Morality  is  a part  of  the  inner  man, 
it  is  like  his  religion,  it  cannot  be 
legislated. 

Every  responsible  investigator 
knows,  or  should  know,  that  it  is 
wrong  to  carry  out  human  experimen- 
tation when  the  experimentation  may 
be  hazardous  and  not  in  the  best 
interest  of  the  patient.  To  return 
for  a moment  to  the  matter  of  the 
use  of  the  placebo  (control)  to  estab- 
lish the  effect  of  a new  therapeutic 
agent  in  the  treatment  of  a heretofore 
uniformly  or  almost  uniformly  fatal 
disease,  this  in  my  opinion  is  immoral. 
On  the  other  hand,  there  is  nothing 
immoral  or  unethical  about  using 
strict  controls  when  one  investigates 
the  effect  of  a new  agent  or  a new 
method  in  the  treatment  of  a non-life- 
endangering  disease. 

It  seems  to  me  that  there  must  be 
a middle-ground  in  this  whole  area 
of  clinical  investigation.  By  this  I 


mean,  surely  we  must  be  able  to  find 
an  area  which  lies  somewhere  be- 
tween too  much  and  too  little  regula- 
tion. 

I have  one  suggestion  that  may  be 
worth  consideration.  Let’s  return  the 
matter  of  the  best  interest  of  the  pa- 
tient or  the  research  subject  to  the 
investigator  in  a manner  that  should 
be  acceptable  to  him.  Most  good  clini- 
cal research  is  done  in  medical  in- 
stitutions. By  that  I mean  in  hospitals 
which  are  either  government  owned, 
privately  owned,  or  those  attached  to 
teaching  institutions.  Likewise,  much 
good  clinical  investigation  is  carried 
on  in  clinics.  Every  institution,  either 
privately  or  publicly  supported,  should 
have  a director  of  research  or  a re- 
search committee.  The  investigator 
should  first  of  all  register  his  study 
with  the  committee  or  the  director  of 
research,  and  these  people  should  be 
charged  with  the  responsibility  to  see 
that  the  best  interest  of  the  patient  is 
protected  before  approving  a project 
to  be  undertaken.  The  matter  of 
safety  of  the  therapeutic  agent  and 
toxicity  data  would  be  carefully  ap- 
praised before  the  study  was  under- 
taken. If  approved  by  the  director  or 
the  committee,  the  investigator  would 
then  from  time  to  time  make  progress 
reports  to  them,  and  finally  the  inves- 
tigator should  be  allowed  to  proceed 
and  to  publish  his  data.  This  method 
does  not  exclude  the  individual  in  pri- 
vate practice  from  doing  clinical  in- 
vestigation since  he,  also,  usually  has 
a hospital  or  an  institutional  affiliation 
available  to  him.  He  also  would  sim- 
ply outline  his  project  to  the  research 
committee  or  the  director  of  research 
in  the  institution  with  which  he  is 
affiliated. 

In  my  opinion,  the  whole  matter 
of  informed  consent  is  absurd.  If  the 
investigator  wishes  to  inform  the  pa- 
tient that  he  is  going  to  try  a new 
drug  or  a new  method  which  in  the 
opinion  of  the  investigator  might  be 
helpful,  all  well  and  good;  but  if, 
in  his  opinion,  it  is  not  in  the  best 
interest  of  the  patient  to  tell  him,  let’s 
forget  it!  If,  as  I have  already  in- 
dicated, the  study  involves  a non-life- 
endangering  disease  and  a control 
series  is  justified,  it  is  wholly  ridic- 
ulous for  a committee  or  a govern- 
ment agency  to  rule  that  the  patient 
must  be  so  informed. 

There  is  another  very  important 
consideration  in  this  vast  area  of  de- 
velopment of  new  therapeutic  agents, 
namely,  the  pharmaceutical  industry 
of  this  country.  This  industry  has  sup- 
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ported  clinical  investigation  in  every 
possible  way.  The  industry  has  also 
invested  millions  of  dollars  in  the  de- 
velopment of  new  drugs,  and  they 
have  in  their  institutions  scientists  and 
businessmen  who  are  individuals  of 
great  ability.  If  they  (the  industry) 
cannot  function  effectively  because  of 
ever-increasing  government  controls, 
then  it  is  high  time  something  be  done 
to  correct  any  inequities  that  now 
exist.  The  public,  I might  add,  also 
has,  in  addition  to  its  health  involved 
in  the  development  of  better  drugs, 
millions  of  dollars  invested  in  the  stock 
of  these  companies.  Thus  there  is  in 
addition  to  the  health  factor  a great 
economic  factor  involved  in  clinical 
investigation.  It  is  surprising  that  the 
public  has  not  before  now  been  aware 
of  the  possible  impact  of  too  much 
government  control  on  their  financial 
investments  in  the  pharmaceutical  in- 
dustry. 

Finally,  it  is  my  belief  that  most 
individuals  in  clinical  research  and 
industry  are  men  of  good  character 
and  with  a deep  sense  of  moral  and 
ethical  responsibility.  To  be  sure, 
there  are  a few  who  would  not  quali- 
fy by  these  standards,  but  I repeat 
that  the  Congress  will  never  be  able 
to  write  laws  to  eliminate  this  minor- 
ity. Let  the  institutions  and  the  in- 
dividuals in  the  institutions  in  which 
the  clinical  research  is  to  be  done, 
as  well  as  those  in  the  pharmaceutical 
industry,  police  themselves. 

WALLACE  M.  HERRELL.  M.D. 

Editor-in-Chief 

Internal  Medicine  Digest 

Reprinted  from  IMD.  2:  7,  July, 
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The  Value  of  HOPE 

The  Ugly  American  gets  this  title 
in  the  mind's  eye  of  his  foreign  cousin 
for  a number  of  reasons.  These  are 
difficult  to  categorize  but  could  be 
over-simplified  and  represented  by  one 
word,  materialism.  We  represent  the 
haves,  and  the  have  nots  resort  to  name 
calling.  Or,  the  genuine  thinker  fails 
to  see  that  the  American  can  produce 
poetry  or  philosophy  without  the  cold, 
discomfort  or  tuberculosis  of  the  gar- 
rett.  And  perhaps  we  do  have  a ten- 
dency to  think  of  the  dollar  as  a 
macea.  If  the  situation  seems  out 
of  joint  one  need  only  get  a govern- 
t grant  to  find  and  apply  the 
remedy. 

The  prevalence  of  this  view  of  the 


citizen  of  the  United  States  has  cer- 
tainly limited  our  ability  to  accom- 
plish many  of  our  objectives  in  the 
world.  And  it  may  be  that  a part  of 
our  failure  does  arise  because  there 
is  some  overdependence  on  material 
solutions  to  world  problems.  A re- 
evaluation  of  fundamental  values  can 
certainly  only  do  good.  We  may  well 
re-examine  our  needs  of  an  increase 
of  faith,  hope  and  charity. 

An  example  of  such  an  effort  is 
noted  in  an  article  on  page  105  of 
this  issue.  It  concerns  HOPE  in  an 
individualized  sense  but  the  other  two 
virtues  are  as  strongly  represented. 
We  can  all  join  in  spurring  on  the 
work  of  Dr.  Walsh  and  his  numerous 
co-workers  in  the  project  of  Health 


Mail  Call 

Carte  Blanche  Narcotics 

The  State  Board  of  Medical  Educa- 
tion and  Licensure  at  a meeting  held 
on  June  29-30,  1967  was  informed 
there  is  an  unusual  amount  of  forgery 
on  prescription  blanks  taken  from 
doctors’  offices  and  from  hospitals. 

This  Board  will  appreciate  it  if  you 
will  publish  in  your  magazine  that 
it  is  the  opinion  of  this  Board  that 
physicians  should  not  have  their  nar- 
cotic numbers  printed  on  prescription 
blanks. 

Sincerely, 

Walter  R.  Seip,  M.D. 

Vice-Chairman 

State  Board  of  Medical 
Education  and  Licensure 

Keratoconjunctivitis 

To:  All  Physicians  in  Pennsylvania 
Dear  Doctor: 

At  the  Wills  Eye  Hospital  in  Phila- 
delphia during  the  past  three  months 
there  have  been  seen  approximately 
85  cases  of  follicular  conjunctivitis 
which  have  proved  to  be  a type  of 
epidemic  keratoconjunctivitis.  The 
etiologic  agent  has  been  found  to  be 
adenovirus  type  8.  From  one-fifth 
to  one-fourth  of  these  patients  had 
experienced  tonometry.  Ophthalmolo- 
gists in  other  cities  in  Pennsylvania 
have  seen  a similar  increase  in  the 
number  of  cases  of  keratoconjunctivi- 
tis. It  is  estimated  that  in  Philadelphia 


Opportunity  for  People  Everywhere. 

Moreover,  over  and  above  the  fun- 
damental value  of  the  efforts  of  the 
“Hopies”  which  counteract  the  impres- 
sion of  materialism  as  an  American 
characteristic,  there  are  many  other  ad- 
vantages. Not  the  least  is  the  fact  that 
this  is  essentially  a private  endeavor 
(although  the  Government  has  come 
forth  to  help).  Such  a project,  individ- 
ually concerned,  and  supported  by  in- 
dividual volunteers  certainly  deserves 
the  enthusiastic  support  of  a profes- 
sion which  thrives  on  individual  striv- 
ing. HOPE  embodies  all  the  things 
which  lie  beneath  the  credo  of  Amer- 
ican Medicine. 

— C.B.L. 


the  85  cases  seen  at  the  Wills  Eye 
Hospital  represent  no  more  than  10 
percent  of  the  total  number. 

Transmission  is  by  direct,  or  im- 
mediate indirect  contact.  Swimming 
pools  may  be  suspected  but  unproved 
sources  of  infection. 

This  situation  is  being  brought  to 
your  attention  so  that  indicated  con- 
trol and  preventive  measures  may  be 
instituted. 

For  the  time  being  it  is  recom- 
mended that  all  cases  of  conjunctivitis 
be  considered  as  probable  epidemic 
keratoconjunctivitis  until  proved  to  be 
otherwise.  In  the  interim,  precautions 
to  prevent  the  spread  of  the  infection 
from  patient  to  patient  should  be 
taken : 

1.  Instruments  used  in  examination 
of  any  patient  with  conjunctivitis 
should  be  heat-sterilized. 

2.  If  a tonometer  has  been  used, 
the  foot-plate  should  be  sub- 
jected to  10  to  15  seconds  ex- 
posure to  an  alcohol  lamp  flame. 
After  flaming  the  foot-plate  may 
be  washed  in  ethyl  alcohol. 

3.  Special  care  should  be  used  in 
hand  washing,  preferably  with 
an  effective  detergent. 

4.  Please  report: 

(a)  any  unusual  incidence  or  oc- 
currence of  follicular  con- 
junctivitis which  may  ap- 
pear to  be  associated  with 
use  of  an  ophthalmic  solu- 
tion; 

(b)  any  information  concerning 
individual  cases  or  groups 
of  cases  of  conjunctivitis 
which  might  be  significant 
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to  the  Division  of  Com- 
municable Department  of 
Health,  Room  702  Health 
and  Welfare  Building,  Har- 
risburg, Pa.  17120. 

5.  Conjunctival  swabs  may  be  taken 
and  shipped  in  a screw  capped 
culture  tube  of  plain  broth  or 
a screw  capped  tube  of  sterile 
normal  saline  to  the  Common- 
wealth of  Pennsylvania,  Depart- 
ment of  Health,  Division  of 
Laboratories,  2100  West  Girard 
Avenue,  Philadelphia,  Pa.  19130. 

Sincerely, 

Thomas  W.  Georges,  Jr.,  M.D. 

Secretary  of  Public  Welfare 

Acting  Secretary  of  Health 

For  additional  information  the  fol- 
lowing references  may  be  consulted: 

1.  Bell,  Joseph  A.,  et  al.,  Pharyngo- 
conjunctival  Fever,  J.A.M.A.,  March 
26,  1955,  Vol.  157,  No.  13,  pp  1083- 
1092. 

2.  Cockburn,  T.  Aidan,  et  al.,  Epi- 
demic Keratoconjunctivitis:  A Study 
of  A Small  Epidemic,  American  Jour- 
nal of  Ophthalmology,  Vol.  36,  No. 
10,  October  1953,  pp  1367-1372. 

PMS  Speakers  Bureau 
Interest  Mounts 

I was  delighted  to  read  in  the  July 
1967  issue  of  Pennsylvania  Medi- 
cine of  the  formation  of  the  Speakers’ 
Bureau. 

In  accordance  with  your  request, 
I will  be  delighted  to  have  my  name 
added  to  your  list  of  speakers. 

I think  you  should  also  know  that 
the  Philadelphia  County  Medical  So- 
ciety has  maintained  an  active  Speak- 
ers’ Bureau  for  many  years. 

Many,  many  thanks. 

Sincerely  yours, 

Alan  Rubin,  M.D. 

Chairman,  Subcommittee  on 
Health  Education 
(Speakers’  Bureau) 

Philadelphia  County  Medical 
Society 

Session  67  Draws 
MWN  Query 

Dear  Dr.  Lechner: 

On  looking  over  the  schedule  for 
“Session  ’67’’  in  your  July  issue,  1 
noticed  a day’s  program  on  cardio- 
vascular diseases  for  nurses  and  para- 
medical personnel.  Do  you  know 
whether  this  will  be  the  first  time  a 


state  society  has  put  on  such  a pro- 
gram in  conjunction  with  its  annual 
session?  If  so,  it  would  make  a good 
advance  item  for  this  magazine,  and 
possibly  a subject  for  photo  coverage. 
Whom  should  I ask  for  details? 

Personal  regards. 

Sincerely, 

Alan  M.  Kennedy 
Associate  Editor 
MEDICAL  WORLD  NEWS 

Philadelphia  Medicine 
Credits 

As  you  know,  Philadelphia  Medi- 
cine has  been  kind  enough  to  pub- 
lish my  comments  on  “Self-Examina- 
tion and  Detection  of  Breast  Cancer” 
(Vol.  63  No.  14:  601  & 603,  July 
20,  1967).  You  have  also  received 
these  comments,  expressed  in  but 
slightly  different  language,  and  it  oc- 
curred to  me  that  you  might  want  to 
acknowledge  in  a footnote  that  Phil- 
adelphia Medicine  has  published  an 
article  on  the  same  subject.  The  ac- 
cepted editorial  policy  on  such  mat- 
ters is  unfamiliar  to  me.  My  sole  in- 
terest, of  course,  is  in  “spreading  the 
word”  to  as  many  readers  as  possi- 
ble! 

Sincerely  yours, 

J.  Gershon-Cohen,  M.D. 

Philadelphia 


n ♦y  c y.£M7iou&  SL> 

maaasiK. 


WERE 

SPECIALISTS 
IN  FITTING 


"SPECIAL"  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

—ALLENTOWN— 

• UP-TOWN  STORES  ♦ CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 


SESSION  '67 


FREE 

PROCTOSCOPIC  EXAMINATION 

Register  at  the  exhibit  booth  of  the  American  Cancer  Society 
Educational  exhibit  area,  Sheraton  Ballroom 
Wednesday,  Thursday,  Friday  9-12  and  2-4 

Sponsored  by  the  Philadelphia  County  Medical  Society  Subcommittee 
on  Cancer  and  the  Pennsylvania  and  Philadelphia  Division  of  the 
American  Cancer  Society. 

FREE 

HEARING  SCREENING  TEST 

Exhibits  area,  Sheraton  Ballroom  during  exhibit  hours 

Sponsored  by  the  Philadelphia  County  Medical  Society  Subcommittee 

on  Hearing  Problems 
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Battered  Child  Law 


This  bill,  H-979,  was  signed  into 
law  on  Monday,  August  14  (see  front 
cover,  this  issue)  and  reads  as  follows: 

“An  act:  Relating  to  gross  physical 
neglect  of,  or  injury  to,  children  under 
eighteen  years  of  age;  requiring  reports 
in  such  cases  by  examining  physicians 
or  heads  of  institutions  to  county  pub- 
lic child  welfare  agencies;  imposing 
powers  and  duties  on  county  public 
child  welfare  agencies  based  on  such 
reports;  and  providing  penalties. 

"The  General  Assembly  of  the  Com- 
monwealth of  Pennsylvania  hereby 
enacts  as  follows: 

“Section  1 . Purpose — The  General 
Assembly  intends  that  the  reports  re- 
quired by  this  act  shall  result  in  pro- 
tective services  being  made  available 
on  behalf  of  children  about  whom  re- 
ports are  made,  in  an  effort  to  prevent 
further  neglect  or  injury,  to  enhance 
their  welfare  and  to  preserve  their 
family  life  whenever  possible. 

“Section  2.  Definitions — As  used  in 
this  act: 

“Physician”  means  a doctor  of  medi- 
cine or  doctor  of  osteopathy  licensed 
to  practice  medicine  in  this  Common- 
wealth, and  a medical  or  osteopathic 
intern  or  resident  of  a hospital. 

“Institution”  means  a private  or 
public  hospital  or  other  facility  pro- 
viding medical  diagnosis,  treatment  or 
care. 

“Section  3.  Reports  by  Physicians — 
Any  physician,  whose  examination  of 
a child  less  than  eighteen  years  of  age 
discloses  evidence  of  gross  physical 
neglect  or  injury  not  explained  by  the 
available  medical  history  as  being  ac- 
cidental in  nature,  or  suffering  from 
any  wound  or  other  injury  inflicted  by 
his  own  act  or  by  the  act  of  another  by 


means  of  a knife,  gun,  pistol  or  other 
deadly  weapon,  shall  immediately  re- 
port in  accordance  with  the  provisions 
of  this  act.  If  such  physician  has  ex- 
amined the  child  pursuant  to  services 
as  a member  of  the  staff  of  an  institu- 
tion, he  shall  notify  the  person  in 
charge  of  the  institution,  who  shall 
make  such  report  or  cause  it  to  be 
made. 

“Section  4.  Reports;  To  Whom 
Made;  Nature  and  Content — An  im- 
mediate oral  report,  followed  by  a 
report  in  writing,  WITHIN  FORTY- 
EIGHT  HOURS,  shall  be  made  to 
the  public  child  welfare  agency  of  the 
county  in  which  the  child  lives. 

“The  report  shall  contain: 

( 1 ) The  names  and  addresses  of  the 
child  and  of  his  parents  or  other 
persons  responsible  for  his  care: 

(2)  The  age  of  the  child; 

(3)  The  nature  and  extent  of  the 
child's  injury  or  physical  neglect; 

(4)  Evidence  of  previous  injuries 
and  any  other  information  which  the 
physician  believes  may  be  helpful  in 
establishing  the  cause  of  the  injuries 
or  neglect,  and  the  identity  of  the 
perpetrators,  IF  KNOWN. 

“Section  5.  Action  by  Child  Wel- 
fare Agency  on  Receipt  of  Report — 
Within  forty-eight  hours  the  county 
public  welfare  agency  shall  investigate 
the  circumstances  of  the  neglect  or 
injury  and  the  home  in  which  the  child 
lives.  It  shall  provide  such  child  wel- 
fare services  as  are  designed  to  protect 
the  child  and  to  preserve  the  family. 
When  further  action  is  required  to  pro- 
tect the  child,  the  county  public  child 
welfare  agency  shall  file  a petition  with 
the  Juvenile  Court.  If  it  appears  that 


a criminal  act  has  been  committed, 
the  county  public  child  welfare  agency 
shall  so  advise  the  appropriate  law  en- 
forcement agency. 

“SECTION  6.  REGISTERS— 
EACH  COUNTY  PUBLIC  CHILD 
WELFARE  AGENCY  SHALL 
MAINTAIN  AND  KEEP  UP-TO- 
DATE  A REGISTER  OF  ALL 
CASES  REPORTED  TO  IT  UNDER 
THIS  ACT  AND  INCLUDING  THE 
FINAL  DISPOSITION  THEREOF. 
EACH  COUNTY  PUBLIC  CHILD 
WELFARE  AGENCY  SHALL 
TRANSMIT  A COPY  OF  EACH 
SUCH  REPORT  TO  THE  DEPART- 
MENT OF  PUBLIC  WELFARE 
WHICH  SHALL  MAINTAIN  AND 
KEEP  UP-TO-DATE  A STATE- 
WIDE CENTRAL  REGISTER  OF 
ALL  REPORTS  MADE  IN  THE 
STATE. 

“Section  7.  Immunity  from  Liability 
— Any  physician  or  other  person  who 
participates  in  the  making  of  a re- 
port pursuant  to  this  act  shall  be  im- 
mune from  any  liability,  civil  or 
criminal. 

“Section  8.  Evidence  Not  Privileged 
— In  any  judicial  proceeding  resulting 
from  a report  pursuant  to  this  act, 
the  physician-patient  privilege  shall  not 
apply  in  respect  to  evidence  regarding 
a child's  injuries  or  physical  neglect  or 
the  cause  thereof. 

“Section  9.  Penalty — Violation  of 
any  of  the  provisions  of  this  act  shall 
constitute  a summary  offense  and  shall 
be  punishable  by  a fine  not  exceeding 
three  hundred  dollars  ($300).  and  in 
default  thereof,  imprisonment  not  ex- 
ceeding ninety  days. 

“Section  10.  Effective  Date — This 
act  shall  take  effect  January  1.  1968." 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 

FACILITIES:  Modem  well-equipped  laboratories;  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  A.  Sodeman,  M.D.,  Dean  and 
Vice  President  for  Medical  Affairs 


7m  tin/t  of 
c mlin. s 


a continuing  service  Jbr  older  amer icons 


Pennsylvania  physicians  continue  to  reach  the  elder 
public  through  "The  Time  of  Our  Tives,”  a series  of  pro- 
grams for  the  aging,  appearing  on  WITF-TV,  Education 
Channel  33  in  Hershey. 

Nathan  Sussman,  M.D.,  a Harrisburg  gerontologist,  dis- 
cussed "Sex  and  the  Senior  Citizen”  with  Fred  Huston, 
host  of  the  series.  In  discussion.  Dr.  Sussman  emphasized 
that  the  personal  physician  and  the  physician  oriented  in 
geriatric  medicine  are  best  suited  to  serve  as  educator  or 
councilor  to  the  aging  in  problems  of  sex.  He  urged  the 
development  of  sex  education  courses  for  older  persons  on 
a par  with  those  that  have  been  developed  for  teenagers. 
Dr.  Sussman  went  a step  farther  to  recommend  sex  edu- 
cation for  the  thirty-five  to  fifty  age  group  to  acquaint 
them  with  the  problems  they  will  face  in  their  later  years. 


Nathan  Sussman,  M.D.,  (left)  and  host  Fred  Huston 

Joseph  T.  Freeman,  M.D.,  Philadelphia,  a member  of 
the  PMS  Council  on  Scientific  Advancement  and  chairmen 
of  its  Commission  on  Chronic  Illness  and  Geratrics,  and 
Clarence  A.  Tinsman,  M.D.,  radio  voice  of  the  Pennsyl- 
vania Medical  Society,  also  made  recent  appearances  on 
“The  Time  of  Our  Lives”  series.  Dr.  Freeman  spoke  of  the 
health  care  problems  of  the  aging.  Arthritis  was  the  sub- 
ject of  Dr.  Tinsman’s  presentation.  Dr.  Freeman  will 
be  seen  on  the  "Autograph"  program  of  WITF-TV  on 
Friday,  September  8 (8:00  p.m.).  The  program  will  con- 
centrate on  Dr.  Freeman’s  book.  “The  Gerontological 
Features  of  the  Older  Patient.” 


Joseph  T.  Freeman,  M.D.,  (right)  and  Fred  Huston 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUi-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  25  rag.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  ot  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


WELCOME,  NEW  MEMBERS 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

David  R.  Miller,  M.D..  5921  Douglas  Street,  Pittsburgh 
15217. 

Samuel  E.  Morris,  M.D.,  Presbyterian  University  Hos- 
pital, Pittsburgh  15213. 

Albert  Treger,  M.D.,  3347  Forbes  Avenue,  Pittsburgh 
15213. 

Joseph  W.  Wilson,  M.D.,  217  Sunset  Drive,  Pittsburgh 
15235. 

Neai.  Zweig,  M.D.,  6324  Morrowfield,  Pittsburgh  15217. 

Fernando  Chaves,  M.D.,  255  Picture  Drive,  Pittsburgh 
15236. 

William  N.  Dawson,  M.D.,  1501  Alcoa  Building,  Pitts- 
burgh 15219. 

Lawrence  A.  Dunegan,  M.D..  234  Questend  Avenue, 
Pittsburgh  15228. 

BRADFORD  COUNTY: 

Michael  B.  Hresko,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 
18840. 

Thomas  R.  Downey,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre 
18840. 

CHESTER  COUNTY: 

John  B.  Coates,  Jr..  M.D.,  Valley  Forge  General  Hospital, 
Phoenixville  19460. 

Manny  H.  Moser,  M.D.,  Valley  Forge  General  Hospital, 
Phoenixville  19460. 

CRAWFORD  COUNTY: 

Nicholas  A.  Toronto,  Jr..  M.D..  R.D.  # 1.  Saegertown 
16433. 

DAUPHIN  COUNTY: 

David  M.  Besselman,  M.D.,  4601  Devonshire  Road.  Har- 
risburg 17109. 

Reza  G.  Aziakhan,  M.D.,  417  Trudy  Road,  Harrisburg 
17109. 

Leonard  C.  Griff,  M.D.,  Polyclinic  Hospital,  Harrisburg 
17105. 

DELAWARE  COUNTY: 

Donald  B.  Garvin,  M.D.,  240  Golf  View  Road.  Ardmore 
19003. 

Richard  J.  Goldman,  M.D.,  109  Westminster  Drive,  Ches- 
ter 19013. 
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Fred  S.  Anderson,  M.D.,  618  Parrish  Road,  Swarthmore 
19081. 

FRANKLIN  COUNTY: 

Donald  W.  Matzelle,  M.D.,  Chambersburg  Trust  Co. 
Building,  Chambersburg  17201. 

LUZERNE  COUNTY: 

Robert  P.  Margie,  M.D..  24  Philadelphia  Avenue,  West 
Pittston  18643. 

PHILADELPHIA  COUNTY: 

Harvey  Lazofson,  M.D.,  6014  Oakland  Street,  Phila- 
delphia 19149. 

Bruce  K.  Leinweber,  M.D.,  938  D.  W.  Godfrey  Ave- 
nue, Philadelphia  19141. 

Harold  J.  Mann,  M.D.,  8014  Burholme  Avenue,  Phila- 
delphia 19111. 

Paschal  M.  Spagna,  M.D.,  2991  School  House  Lane,  Phil- 
adelphia 19144. 

William  C.  Spring,  Jr.,  M.D.,  838  Conestoga  Road, 
Berwyn  19312. 

John  J.  Straumania,  Jr.,  M.D.,  EPPI,  Henry  & Abbotts- 
ford  Road,  Philadelphia  19129. 

Joseph  C.  Toland,  M.D.,  5927  North  Fifth  Street,  Phil- 
adelphia 19120. 

Aaron  M.  Dreer,  M.D.,  S.  W.  Corner  Fayette  & Wads- 
worth Avenue,  Philadelphia  19150. 

Catherine  H.  Fales,  M.D.,  Hollow  Road,  Radnor  19088. 

Gerald  A.  Goodman,  M.D.,  6060  Crescentville  Road, 
N-A10.  Philadelphia  19120. 

David  M.  Harnish,  M.D.,  Ilembula  Hospital,  P.O.  Iringa, 
Tanzdnid,  East  Africa. 

Thomas  Kelley,  M.D.,  11th  & Walnut  Streets,  Philadel- 
phia 19107. 

Richard  J.  Cavallaro,  M.D.,  341  Springhouse  Lane, 
Moorestown,  N.J.  08057. 

Jerry  Cohen,  M.D.,  6640  Sprague  Street,  Philadelphia 
191 19. 

Lester  M.  Cramer,  M.D.,  3322  North  Broad  Street, 
Philadelphia  19140. 

Ernani  V.  DiMassa,  M.D.,  319  17th  Street,  Philadelphia 
19103. 

Paul  A.  Ladden,  M.D.,  5700  North  Third  Street,  Phil- 
adelphia 19120. 

Alix  Mathieu,  M.D.,  AEMC,  N.  Division,  Philadelphia 
19141. 

Faustino  Niguidula,  M.D.,  2600  North  Lawrence  Street. 
Philadelphia  19133. 

Martin  T.  Brennan,  M.D.,  214  McClatchy  Building, 
Upper  Darby. 

WARREN  COUNTY: 

Henry  E.  Jones,  Jr.,  M.D..  Warren  State  Hospital.  North 
Warren  16365. 

WESTMORELAND  COUNTY: 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


Donald  R.  Koehler,  M.D.,  Pittsburgh  Steel  Company, 
Monessen  15062. 

YORK  COUNTY: 

Henry  B.  Hoff,  M.D.,  R.  D.  #1,  Wellsville  17365. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Eczema  of  many  years. .. 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus, do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  V2  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M . NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

406-6 
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Two  ways  to  give  your  patients  a 
moil  ills  therapeutic  supply  of  vitamin  (' 


118  grapefruit  or  30  Allbee  with  C 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily).  In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/I'H'pOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains 
Thiamine  Mononitrate 
(Vitamin  Bi)  (15  M D R ) 15  mg. 
Riboflavin  (Vitamin  B?)  (8  M D R ) 10  mg 

Pyridoxme  HCI  (Vitamin  Be)  5 mg 

Nicotinamide  (Niacinamide)(5  M D R.)  50  mg. 
Calcium  Pantothenate  10  mg. 

Ascorbic  Acid  (Vitamin  C)  (10  M D.R ) 300  mg 


• • 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0582 

mg. 

hysocine  hydrobromide 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital  (*A 

gr.)  16.2 

mg. 

(%  gr.)  48.6 

mg. 

{ \Varning:  may  be  habit 

forming) 

A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinai'y  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/m-^OBINS 


the  spasm 
reactors 
in  your  practice 
deserve 
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SEPTEMBER  27-30, 1967 

PHILADELPHIA,  PA. 


4:00  P.M. 
5:30  P.M. 
7:00  P.M. 
7:30  P.M. 


8:30  A.M. 
8.35  A.M. 

9:20  A.M. 

9:50  A.M. 

10:10  A.M. 
10:40  A.M. 

11:05  A.M. 

11:30  A.M. 

12:00  Noon 


Philadelphia  Dermatological  Society 

Friday,  September  29 

MONTHLY  MEETING 
The  Skin  and  Cancer  Hospital  of  Philadelphia 

Examination  of  patients  by  members  and  guests 
Discussion  of  cases  by  members  and  guests 

Business  meeting  for  members  of  the  Philadelphia  Dermatological  Society 
Reception  and  cocktail  party  for  members  and  guests 

Saturday,  September  30 

SYMPOSIUM  ON  CONTACT  DERMATITIS 

8:30  A.M.  to  12:00  Noon  Pa.  Ballroom — East 

Presiding  Chairman:  James  H.  Graham,  M.D.,  Professor  of  Dermatology  and  Pathology, 

Temple  University  School  of  Medicine 

OPENING  REMARKS 

James  H.  Graham,  M.D.,  President 

Philadelphia  Dermatological  Society 

SURVEY  OF  THE  USUAL  AND  UNUSUAL  CLINICAL  EXPRESSIONS 

Alexander  A.  Fisher,  M.D.,  Associate  Attending  Dermatologist  and  Syphilologist,  The  Skin  and  Cancer 
Unit,  Bellevue  Medical  Center,  and  Associate  Clinical  Professor  of  Dermatology  and  Syphilology,  New 
York  University 

EXPANDING  CONTACT  HORIZONS 

C.  Walter  Hassel,  Jr.,  M.D.,  Clinical  Instructor  of  Dermatology 
Temple  University  School  of  Medicine 

HISTOPATHOLOGIC AL  REACTIONS  OF  THE  HOST 

Waine  C.  Johnson,  M.D.,  Associate  Professor  of  Dermatology  and  Assistant  Professor  of  Pathology 
Temple  University  of  Medicine 
Intermission  (Coffee  will  be  served  in  the  exhibit  area.) 

USE  AND  ABUSE  OF  PATCH  TESTS 
Albert  M.  Kligman,  M.D.,  Professor  of  Dermatology 
University  of  Pennsylvania  School  of  Medicine 
MANAGEMENT 

Harry  J.  Hurley,  Jr.,  M.D.,  Associate  Professor  of  Dermatology 
University  of  Pennsylvania  School  of  Medicine 

PANEL  DISCUSSION 

Moderator:  Carroll  F.  Burgoon,  Jr.,  M.D.,  Professor  of  Dermatology 
Temple  University  School  of  Medicine 

to  12:15  P.M.  Business  Meeting  Pa.  Ballroom — East 
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9:00  A.M. 

9:15  A.M. 
9:30  A.M. 

9:45  A.M. 
10:00  A.M. 


10:15  A.M. 
10:30  A.M. 


10:45  A.M. 


11:00  A.M. 
11:15  A.M. 


11:30  A.M. 
11:45  A.M. 


Philadelphia  Neurosurgical  Society 

Saturday,  September  30 

9:00  A.M.  to  12:30  P.M.  Delaware  Valley  Suite 

Presiding:  Michael  Scott,  M.D. 

Temple  University  Health  Sciences  Center,  Philadelphia 

CRANIAL  TRAUMA 

HEMMORHAGIC  NECROSIS  OF  THE  TEMPORAL  LOBE  DUE  TO  TRAUMA 

Philip  Gordy,  M.D.,  Jefferson  Medical  College 
Discussion 

SIGNIFICANCE  OF  BRAIN  SWELLING  FOLLOWING  SEVERE  HEAD  INJURY 

Thomas  W.  Langfitt,  M.D.,  Pennsylvania  Hospital 
Discussion 

THE  ADRENO  CORTICAL  RESPONSE  TO  CRANIAL  TRAUMA 

William  F.  Bouzarth,  M.D.,  Episcopal  Hospital 
William  Feldman,  Ph.D.,  Episcopal  Hospital 
Henry  Shenkin.  M.D..  Episcopal  Hospital 
Discussion 

Coffee  Break  (Coffee  will  be  served  in  the  exhibit  area.) 

Presiding:  Axel  Olsen,  M.D. 

Hahnemann  Medical  College  and  Hospital 

SPINAL  TRAUMA 

PITFALLS  IN  ANTERIOR  SPINAL  FUSION  FOR  CERVICAL  FRACTURE  DISLOCATIONS 

Robert  A.  Groff,  M.D.,  University  of  Pennsylvania  Hospital 
Discussion 

BRAIN  STEM  INFARCTION  FROM  HYPFREXTENSION  AND  ROTATORY  INJURIES  OF 
THE  NECK 

Frederick  A.  Simeone,  M.D.,  Temple  University  Health  Sciences  Center 

Samuel  S.  Lyness,  M.D.,  Bryn  Mawr  Hospital 

Discussion 

ELECTRO-THORACIC  ARTIFICIAL  RESPIRATION— EXPERIMENTAL  STUDY 

Jewell  L.  Osterholm,  M.D.,  Assistant  Professor  of  Surgery  (Neurosurgery),  Hahnemann  Hospital 
Thomas  Hooker,  M.S.E.E.,  General  Electric 


Pennsylvania  Society  of  Internal  Medicine 


Saturday,  September  30 


10:00  A.M. 
10:10  A.M. 


10:15  A.M. 

11:15  A.M. 
11:45  A.M. 
12:30  P.M. 
1:30  P.M. 


3:00  P.M. 


10:00  A.M.  to  4:30  P.M.  Hall  of  Flags— West 

Introductory  Remarks 

Alexander  M.  Minno,  M.D.,  President  Pa.  Society  of  Internal  Medicine 
Program  Moderator 

Edward  Echikson,  M.D.,  Associate  Physician,  Department  of  Medicine,  Abington  Memorial  Hospital, 
Abington 

MODERN  MYELOMA  PROBLEMS 

Isadore  Snapper,  M.D.,  Brooklyn,  N.Y. 

QUESTION  AND  DISCUSSION  PERIOD 

Intermission  to  Visit  Exhibits  (Coffee  will  be  served  in  the  exhibit  area.) 

Luncheon  Hall  of  Flags — East 

Philadelphia  Regional  Meeting,  Pa.  Society  of  Internal  Medicine  Hall  of  Flags — West 

Moderator:  Edward  Polin,  M.D.,  President,  Philadelphia  Region.  Pa.  Society  of  Internal  Medicine 
MUTUAL  FUNDS— PRO  AND  CON 
Douglas  Vickens,  Ph.D.,  Professor  of  Finance, 

Wharton  School  of  Finance  and  Commerce,  Philadelphia 
DISABILITY  INSURANCE  EXPLANATIONS 
Aaron  Doroshow,  C.L.U.,  President 

Doroshow  Lipschultz  and  Associates,  Inc.,  Gienside 
Council  Meeting.  Pa.  Society  of  Internal  Medicine  Suite  556 
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Urological  Association  of  Pennsylvania,  Inc. 

Wednesday,  September  27 

BANQUET  MEETING 

5:30  P.M.  Academy  Room — Bellevue-Stratford  Hotel 

Speaker:  Sydney  E.  Sinclair,  M.D.,  Vice  President — Medical  Affairs,  Pennsylvania  Blue  Shield 
Subject:  BLUE  SHIELD— PRESENT  AND  FUTURE 


Pennsylvania  Academy  of  Physical  Medicine  and  Rehabilitation 

Saturday,  September  30 

President:  Thomas  C.  Hohmann,  M.D.,  Pittsburgh 

9:00  A.M.  to  12:45  P.M.  Independence  Room 

9:00  A.M.  Panel  Discussion:  LOW  BACK  SYNDROMES 

Moderator:  Dorothea  D.  Glass,  M.D.,  Chief,  Physical  Medicine  & Rehabilitation 
Veterans  Administration  Hospital,  Philadelphia 

Panelists: 

1.  Donald  A.  Nagel,  M.D.,  Associate  Professor  and  Head  of  Section  of  Orthopedic  Surgery 

Hahnemann  Medical  College  & Hospital 

Discussion:  Robert  G.  Stevens,  M.D.,  Director.  Physical  Medicine  & Rehabilitation 
Williamsport  Divine  Providence  Hospital,  Williamsport 

2.  William  H.  Whiteley,  M.D.,  Assistant  Professor  in  Clinical  Neurosurgery 

Jefferson  Medical  College  & Hospital 

Discussion:  William  J.  Erdman,  II.  M.D..  Professor  & Chairman,  Physical  Medicine  & 
Rehabilitation 

University  of  Pennsylvania  School  of  Medicine  & Hospital 

3.  John  McM.  Mennell,  M.D.,  Chief,  Physical  Medicine  & Rehabilitation 

Philadelphia  General  Hospital 

Discussion:  Thomas  C.  Hohmann,  M.D..  Director,  Physical  Medicine  & Rehabilitation 
St.  Francis  Hospital,  Pittsburgh 

12:45  P.M.  to  2:15  P.M.  Luncheon  & Business  Meeting  Delaware  Valley  Suite-D 

(10:00-10:30 — Intermission — Coffee  will  be  served  in  the  exhibit  area.  Ballroom  Floor.) 


Pennsylvania  Allergy  Association 

Saturday,  September  30 

9:00  A.M.  to  12:00  Noon  Pa.  Ballroom — West 

Presiding:  Leonard  S.  Girsh,  M.D.,  President-Elect 

Pennsylvania  Allergy  Association 

SCIENTIFIC  PROGRAM 

9:00  A.M.  TWO  PAPERS  ON  CLINICAL  ALLERGY 

(speakers  to  be  announced) 

10:45  A.M.  WHAT  IS  ASTHMA? 

Macy  I.  Levine,  M.D.,  Clinical  Assistant  Professor  of  Medicine 
University  of  Pittsburgh  School  of  Medicine 
11:30  A.M.  PANEL  DISCUSSION 

Moderator:  Leonard  S.  Girsh,  M.D. 

Participants:  Three  previous  speakers 

LUNCHEON  MEETING 

12:00  Noon  to  1:30  P.M.  Pa.  Ballroom— West 

Speakers:  Robert  L.  Evans,  M.D.,  Director  of  Medical  Education,  York  Hospital 
Subject:  MEDICAL  TEAMS  WITHIN  THE  MEDICAL  STAFF  TO  PROGRAM  AND  MANAGE 
MEDICARE 
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Pennsylvania  Orthopaedic  Society 


Saturday,  September  30 


9:00  A.M. 


9:20  A.M. 
9:40  P.M. 
10:00  A.M. 


10:20  A.M. 


9:00  A.M.  to  3:55  P.M.  Constitution  Room 

HARRINGTON  SPINE  INSTRUMENTATION  IN  THE  TREATMENT  OF  SCOLIOSIS 

J.  George  Jonas,  M.D.,  Associate  Department  of  Orthopaedic  Surgery 
Geisinger  Medical  Center 

LONG  RANGE  FOLLOW-UP  RESULTS  OF  TOTAL  MENISCECTOMY  IN  THE  KNEE 

John  J.  Joyce,  III,  M.D.,  Philadelphia 

FOX  ARTHRODESIS  OF  THE  HIP  JOINT 

Karl  Frankovitch,  M.D.,  Erie 

ORTHOPAEDIC  RESEARCH  IN  THE  TEACHING  INSTITUTION 

Anthony  DePalma,  M.D.,  Professor  and  Head,  Department  of  Orthopaedic  Surgery 
Jefferson  Medical  College 

Coffee  Intermission  (Coffee  will  be  served  in  the  exhibit  area.) 


10:45  A.M. 
11:05  A.M. 


11:25  A.M. 


1:30  P.M. 


McMURRAY  OSTEOTOMY  FOR  OSTEOARTHRITIS  OF  THE  HIP 

David  Coulson,  M.D.,  Pittsburgh 

TRAUMATIC  DISLOCATION  OF  THE  HIP  IN  CHILDREN— FINAL  REPORT  OF  THE 
CLINICAL  RESEARCH  COMMITTEE 

John  J.  Gartland,  M.D.,  Assistant  Professor,  Orthopaedic  Surgery 
Jefferson  Medical  College,  Philadelphia 

THE  SIGNIFICANCE  OF  RESEARCH  TO  THE  ORTHOPAEDIC  SURGEON 

Robert  D.  Ray,  M.D.,  Professor  and  Chairman  of  the  Department  of  Orthopaedic  Surgery 
University  of  Illinois  College  of  Medicine,  Chicago 
Luncheon  Intermission 

MANAGEMENT  OF  ACUTE  LIGAMENTOUS  INJURIES  OF  THE  KNEE 

Fred  C.  Reynolds,  M.D.,  Professor  of  Orthopaedic  Surgery 

Washington  University  School  of  Medicine,  St.  Louis,  Missouri 
Questions  from  Floor 


2:20  P.M.  HAND  INJURIES  IN  ATHLETICS 
H.  Andrew  Wissinger,  M.D.,  Pittsburgh 
2:40  P.M.  ROTATOR  CUFF  TEARS  OF  THE  SHOULDER 

Martin  Beller,  M.D.,  Assistant  Professor,  Orthopaedic  Surgery 
University  of  Pennsylvania  School  of  Medicine,  Philadelphia 
Intermission 

3:20  P.M.  REPAIR  OF  ACHILLES  TENDON 

James  E.  Nixon,  M.D.,  Philadelphia 
3:40  P.M.  TIBIAL  FRACTURES  DUE  TO  WINTER  SPORTS 

Frank  J.  Dracos,  M.D.  and  Francis  A.  Lovecchio,  M.D.,  Jordon  Surgical  Group.  East  Stroudsburg 
4:00  P.M.  to  5:00  P.M.  Business  Meeting  Constitution  Room 


(There  will  be  a meeting  of  the  Board  at  7 P.M.,  Friday,  Sept.  29 — Connie  Mack  Room) 


Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 

President:  John  T.  Dickinson,  M.D.,  Pittsburgh 
Saturday,  September  30 

10:00  A.M.  to  12:00  Noon  Suite  556 

OPHTHALMOLOGY 

10:00-11:00  Program  to  be  announced 

OTOLARYNGOLOGY 

I ' 00-12:00  Program  to  be  announced 

(Intermission — Coffee  will  be  served  in  the  exhibit  area,  Ballroom  Floor.) 
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Pennsylvania  Psychiatric  Society 


Saturday,  September  30 

1:00  P.M.  to  5:00  P.M.  Pennsylvania  Ballroom — East 

PSYCHEDELICS  AND  THE  HIPPIE 
Program  Committee: 

Howard  B.  Smith,  M.D.,  Chairman 
William  E.  Kelly,  M.D.,  Co-Chairman 
Anthony  L.  Zanni,  M.D. 

Presiding  Officer:  William  E.  Kelly,  M.D.,  Institute  of  Pennsylvania  Hospital 
1:00  P.M.  Part  I:  PSYCHEDELICS 

Sherman  N.  Kieffer,  M.D.,  Assistant  Surgeon  General,  U.S.  Public  Health  Service;  Associate  Director 
for  Patient  Care,  NIMH 
2:15  P.M.  Intermission 

2:30  P.M.  Part  II:  Panel  Discussion:  THE  HIPPIE 

from  the  point  of  view  of  Psychology,  Sociology  and  Pharmacology 

Chairman:  William  E.  Kelly,  M.D.,  Senior  Attending  Staff,  Institute  of  Pennsylvania  Hospital 
Participants: 

Maurice  E.  Linden,  M.D.,  Assistant  Professor  of  Psychiatry,  University  of  Pennsylvania  School  of 
Medicine;  Director,  Division  of  Mental  Health,  City  of  Philadelphia  Dept,  of  Public  Health 
Perry  B.  Ottenberg,  M.D.,  Assistant  Professor  of  Psychiatry,  University  of  Pennsylvania  School  of 
Medicine 

Michael  G.  McGuire,  M.D.,  Assistant  Superintendent,  Norristown  State  Hospital;  Director  of  LSD 
Research 

Sherman  N.  Kieffer,  M.D.,  Assistant  Surgeon  General,  U.S.  Public  Health  Service;  Associate  Director 
for  Patient  Care,  NIMH 

4:00  P.M.  Business  Meeting  Pennsylvania  Ballroom — East 


Friday,  September  29 
12  Noon— 5:00  P.M. 
Pennsylvania  Psychiatric  Society 
Council  Meeting 
Suite  540 


Pennsylvania  Chapter,  American  College  of  Chest  Physicians 


Saturday,  September  30 

President:  Robert  G.  Trout,  M.D.,  Philadelphia 
9:00  A.M.  to  12:30  P.M.  Penn  Center  Room 


9:00  A.M. 
9:30  A.M. 


10:15  A.M. 
10:30  A.M. 


11:15  A.M. 
11:45  A.M. 


DIAGNOSTIC  MEDIASTINOSCOPY 

John  A.  Tucker,  M.D.,  Associate,  Bronchoscopy,  Esophagology  and  Laryngeal  Surgery 
University  of  Pennsylvania,  School  of  Medicine,  Philadelphia 
VENO-OBSTRUCTIVE  DISEASE.  The  Chevalier  Jackson  Memorial  Lecture 
Averill  A.  Liebow,  M.D.,  Professor  of  Pathology 

Yale  University,  School  of  Medicine,  New  Haven,  Connecticut 
Intermission 

MYOCARDIAL  REVASCULARIZATION 

Moderator:  Robert  G.  Trout,  M.D.,  Clinical  Assistance  Professor  of  Surgery,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia 

Medical  Aspects:  William  L.  Winters,  M.D.,  Associate  Professor  of  Medicine,  Temple  University 
School  of  Medicine,  Philadelphia 

Radiological  Aspects:  Hratch  Kasparian,  M.D.,  Senior  Instructor  in  Medicine  and  Director  of  Cardiac 
Catherization  Laboratory,  Hahnemann  Medical  College  and  Hospital,  Philadelphia 
Surgical  Aspects:  Emir  Zikria,  M.D.,  Associate  in  Surgery,  Shady  Side  Hospital,  Pittsburgh 
Panel  Discussion— MYOCARDIAL  REVASCULARIZATION 
Hratch  Kasparian,  M.D.  William  L.  Winters,  M.D. 

Emir  Zikria,  M.D.  Robert  G.  Trout,  M.D. 

Business  Meeting 

Pennsylvania  Chapter  of  the  American  College  of  Chest  physicians 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Wanted — Physician  for  full  or  part- 
time  work  with  large  industrial  plant 

in  Pittsburgh  area — Salary  depending 
on  experience.  Excellent  fringe  bene- 
fits. Write  Department  508,  Penn- 
sylvania Medicine. 

Industrial  Physician — $25,000, 
Pittsburgh;  direct  medical  policies  of 
internationally  renowned  company; 
excellent  benefits;  35-50;  internist  pre- 
ferred. Anesthesiologist,  head  busy  de- 
partment approved  hospital  near  Phil- 
adelphia, $30,000  up;  apply  Ameri- 
can Medical  Personnel,  159  E.  Chi- 
cago, Chicago,  Illinois  60611.  Tele- 
phone 312/DE7-4221. 

Emergency  Room  Physician — full- 
time for  350-bed  hospital  . . . Penn- 
sylvania license  required  ...  40 
hours  per  week  . . . Salary  $17,500 
per  year  to  start  with  increase  of  $2,- 
500  per  year  with  two  yearly  increases 
guaranteed.  Write  details  of  training 
and  experience  to  A.  C.  Seawell,  Ad- 
ministrator, Butler  County  Memorial 
Hospital,  Butler,  Pa. 

House  Physician — full-time,  for 

140-bed  hospital,  southeastern  part  of 


Pa.  Pennsylvania  license  required. 
Salary  open.  Position  immediately 
available  in  pleasant  surroundings. 
Write  Department  509,  Pennsylvania 
Medicine. 

Wanted — Assistant  in  diagnostic 
radiology  for  200-bed  J.C.A.H.  hos- 
pital, located  just  outside  of  Pittsburgh. 
Write  Sister  M.  Felicitas,  Adminis- 
trator, Braddock  General  Hospital, 
Braddock,  Pa.  15100. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

General  Practitioners  (two)  needed 
immediately  in  beautiful  new  Kinzua 
Dam  Recreational  Area.  Community 
of  six  thousand.  Fully  accredited  hos- 
pital. Contact  Administrator,  Com- 
munity Hospital,  Kane,  Pa. 

Anesthesiologist — Board  eligible  or 
certified.  Developing  department  in 
expanding  185-bed  specialty  hospital 
of  University  Health  Center  group. 


Teaching  and  research  opportunities. 
Salary  negotiable.  Call  or  write:  J.  R. 
Quinn,  M.D.,  Eye  and  Ear  Hospital, 
Pittsburgh,  Pa.  15213. 

Wanted — House  physician  for  20 1 - 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

Obstetrician-Gynecologist  needed 
for  an  agricultural,  industrial  and  Fed- 
eral employment  community  of  25,000 
population  in  south-central  Pennsyl- 
vania. New  100-bed  general  hospital. 
Contact  R.  A.  Baldwin,  Administra- 
tor, Waynesboro  Hospital.  Wayner- 
boro,  Pa.  17268.  Phone  717/762- 
3131. 

General  Practitioners  needed  for  an 
agricultural,  industrial  and  Federal 
employment  community  of  25,000 
population  in  south-central  Pennsyl- 
vania. New  100-bed  general  hospital. 
Contact  R.  A.  Baldwin,  Administra- 
tor, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268.  Phone  717/762- 
3131. 

Anesthesiologist  needed  for  an  agri- 
cultural, industrial  and  Federal  em- 
ployment community  of  25.000  popu- 
lation in  south-central  Pennsylvania. 
New  100-bed  general  hospital.  Con- 
tact R.  A.  Baldwin,  Administrator, 
Waynesboro  Hospital,  Waynesboro, 
Pa.  17268.  Phone  717/762-3131. 

Internist  and  psychiatrist  or  general 
practitioner  interested  in  psychiatry 

wanted  for  a modern  951 -bed  psy- 
chiatric hospital,  with  progressive  treat- 
ment and  research  programs;  salary  up 
to  $20,585,  depending  upon  qualifica- 
tions; excellent  fringe  benefits;  licen- 
sure in  any  state  and  citizenship  re- 
quired; relocation  expenses  paid:  equal 
opportunity  employer.  Contact  Direc- 
tor, VA  Hospital.  Leech  Farm  Road 
Pittsburgh,  Pa.  15206. 


As  broad  a program  in  medicine  as  is  offered 

RECENT  ADVANCES 
IN 

MEDICINE 

11:00  A.M.  to  4:00  P.M. 

on 

8 consecutive  Wednesdays 
from 

October  18  to  December  6,  1967 

at 

TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

The  course  will  consist  of  seminars,  panel  discussions,  clinics,  lectures  and  ward 
rounds,  considering  subjects  of  interest  to  the  family  physician.  Includes  three 
Memorial  Lectures:  17th  Annual  Pemberton  Memorial  Lecture,  Autoimmune 
Diseases  of  Mice  and  Men;  5th  Hugo  Roesler  Memorial  Lecture,  Clinical 
Pharmacology  of  Myocardial  Infarction;  8th  Charles  L.  Brown  Memorial  Lec- 
ture, The  Medical  Challenge  of  inflammatory  Bowel  Disease. 

Distinguished  out-of-state  authorities  will  participate.  Registration  fee  $50. 
For  further  information  and  curriculum,  write  to: 

DEPARTMENT  OF  MEDICINE 
TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 
Philadelphia,  Pa.  19140 

Albert  J.  Finestone,  M.D.,  Director  of  Course 
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Ophthalmologist  certified-eligible  to 
share  established  twenty  year  active 
practice.  Office  in  prime  location, 
fully  equipped,  complete  records, 
trained  assistants.  Pennsylvania  city 
120,000.  Affiliate  with  700-bed  hos- 
pital; new  medical  school  nearby.  Re- 
tiring gradually  because  of  health.  Ex- 
cellent opportunity.  Replies  confiden- 
tial. Write  resume  of  training,  etc. 
Write  Department  511,  Pennsylvania 
Medicine. 

Psychiatric  residencies:  Approved 

three-year  progressive  program  in 

metropolitan  Detroit  area.  University 
associations.  Teaching  staff  of  board 
men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Salary 
$8,978;  $9,405;  $10,213.  Five  year 
career  program  $10,213  to  $18,507. 
Liberal  Civil  Service  benefits.  Gen- 
eral practitioners  completed  internship 
four  years  ago  may  be  eligible  for 
NIMH  stipends  of  $12,000  per  year. 
Write  Director  of  Education  and 
Research,  Northville  State  Hospital, 
Northville,  Michigan  48167. 

PHYSICIANS  AVAILABLE 

EENT  qualified  Pennsylvania  li- 
censed physician  seeks  community  with 
hospital  facilities  needing  otolaryngol- 
ogist for  establishment.  Write  Depart- 
ment 510,  Pennsylvania  Medicine. 

FOR  SALE 

For  Immediate  Sale — Picker,  up- 
right fluoroscope  with  virtually  new 
tube  and  fine,  high  contrast  screen, 
at  a nearly  give-away  price.  Contact 
R.  S.  Anderson,  M.D.,  3915  Park- 
side  Avenue,  Erie,  Pa.  16501. 

For  Sale — Complete  office  equip- 
ment (retiring)  September  1,  1967. 
Contact  R.  R.  Norton,  M.D.,  335 
Case  Avenue,  Sharon,  Pa.  Specialty 
Eye,  Ear,  Nose  and  Throat. 

PRACTICES  AVAILABLE 

Practice  for  sale — Ophthalmology — 

Due  to  sudden  death  of  physician. 
Completely  equipped  office;  strong,  ac- 
tive practice.  Situated  in  town  of  18,- 
000  in  S.  W.  Pennsylvania,  drawing 
patients  from  surrounding  areas.  De- 
sire enthusiastic,  sincere  physician  to 
seize  this  unsurpassed  opportunity. 
Contact  Richard  Flickinger,  1 Lloyd 
Avenue,  Latrobe,  Pa.  15650.  Phone 
(412)  537-3311. 

Exceptional  General  Practice — 
Cochranton,  Pa.,  gross  $60,000  yearly. 
Fully  equipped  office,  15  minutes  to 
hospital,  industrious  community.  Will 
aid  and  introduce  to  December  31, 
1967.  Write  Box  248,  Cochranton, 
Pa.  16314. 


A MEDICAL-SURGICAL 
SYMPOSIUM 

Sponsored  by  Saint  Barnabas  Hospital,  New  York  City 

THERAPEUTIC  ADVANCES  IN  THE  PRACTICE  OF  CARDIOLOGY 


LIST  OF  SPEAKERS 


Charles  P.  Bailey 

Jolm  S.  LaDue 

Arthur  C.  Beal,  Jr. 

Daniel  L.  Larson 

Asher  Black 

Harold  Levine 

Louis  F.  Bishop 

William  B.  Likoff 

John  Briggs 

C.  Walton  Lillehei 

William  Chardack 

George  Magovern 

Denton  Cooley 

Robert  A.  O’Connor 

Julio  Davila 

Donald  Ross 

Michael  E.  DeBakey 

Henry  I.  Russek 

William  Dock 

Philip  Sawyer 

Donald  B.  Effler 

David  Scherf 

Johann  Ehrenhaft 

Ake  Senning 

William  T.  Foley 

William  Sewell 

Frank  S.  Folk 

A.  Gerald  Shapiro 

Goff  redo  Gensini 

Frank  C.  Spencer 

Seymour  Gollub 

Borys  Surawicz 

Richard  Gorlin 

Warren  Taylor 

Dwight  E.  Harken 

Caesar  Vera 

Edward  Hawthorne 

William  Wehrmacher 

Teruo  Hirose 

Paul  Dudley  White 

Elliot  Howard 

Henry  Zimmerman 

Jack  Howard 

Jacob  Zimmerman 

Adrian  Kantrowitz 

Burton  L.  Zohman 

Thomas  Killip 

DECEMBER  15,  16,  17,  1967 
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For  Information:  Write  or  Call  SYMPOSIUM  OFFICE 

ST.  BARNABAS  HOSPITAL 
3rd  Ave.  & 183rd  St. 

N.Y.C. , N.Y.  10457 

Phone  (212)  CYpress  5-2000  Ext.  324 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — County  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


In  My  Opinion  . . . 

Doctors  Draft 

It  is  not  our  purpose  to  discuss  philosophical  aspects  of  the  Doctor’s 
Draft  or  the  Draft  in  general.  The  fact  remains,  however,  that 
our  fighting  men  deserve  the  best  medical  care  possible  and  they 
must  get  it.  Whether  it  is  in  Vietnam  or  in  other  areas  of  the  world, 
our  obligation  as  physicians  requires  us  to  provide  this  care. 

The  present  Doctors’  Draft  does  have  some  inequities.  We  are 
told  that  some  physicians  are  being  drafted  and  assigned  to  various 
non-military  projects  in  the  Public  Health  Service  and  other  govern- 
ment agencies.  This  seems  a far  cry  from  satisfying  the  military 
needs.  The  Public  Health  Service  has  well  over  four  hundred 
career  physicians  now  who  ordinarily  would  be  draft  eligible  but 
are  draft  exempt.  These  men  serve  in  various  categories  of  the 
Federal  Food  and  Drug  Department,  they  serve  in  the  Peace  Corps 
and  in  other  areas.  However,  there  are  over  one  hundred  two-year 
commissioned  (doctors’  draft)  officers  in  the  Public  Health  Service 
who  are  assigned  to  serve  in  the  Public  Health  Service  in  lieu  of 
military  service.  This  to  us  seems  to  circumvent  the  concept  that 
the  Draft  is  primarily  for  purposes  of  providing  the  military  with 
medical  manpower  to  serve  the  members  of  the  Armed  Forces. 
It  is  true  that  research  projects  and  the  various  services  of  the 
Public  Health  Service  are  important  to  our  country  but  in  a very 
practical  sense  it  does  not  seem  logical  to  obtain  this  service  through 
the  mechanism  of  the  Draft. 

With  reference  to  the  Reserve  Corps  and  its  stockpile  of  physicians 
we  are  told  that  there  are  some  physicians  who  have  been  granted 
Reserve  Commissions,  have  never  been  assigned  to  active  reserve  units, 
and  have  never  been  required  to  undergo  any  training  whatsoever. 
These  men  appear  to  have  a commission,  a uniform  and  exemption 
from  the  Draft.  How  many  of  these  doctors  are  in  this  category 
we  do  not  know,  but  it  must  be  a significant  number  in  that  Secre- 
tary of  Defense  McNamara  has  indicated  that  this  category  will  be 
ordered  into  active  training  units  or  ordered  on  active  duty  individ- 
ually. We  hope  so.  It  is  manifestly  unfair  to  issue  a commission  and 
thus  confer  immunity  from  active  military  duty  without  providing 
the  training  that  would  justify  that  status  so  that  this  individual  would 
be  a valuable  asset  in  the  time  of  war.  Those  men  who  are  in 
this  category  should  either  be  trained  or  be  placed  on  active  duty 
forthwith.  Every  untrained  man  deferred  from  the  Doctors’  Draft 
requires  another  physician  to  be  drafted  and  this  further  deprives 
the  various  communities  of  physicians’  services.  It  is  true  that  in 
1970  we  will  have  a number  of  new  medical  schools  in  operation. 
These  schools  may  provide  two  or  three  thousand  young  graduates 
each  year  to  alleviate  some  of  the  pressures  of  the  military  and  to 
a greater  extent  relieve  the  pressures  of  the  demand  for  physicians 
in  the  communities.  However,  until  1970  we  still  have  a problem 
to  resolve.  It  would  seem  that  the  Doctors’  Draft  will  require  a 
more  efficient  operation,  utilizing  medical  manpower  in  the  best 
possible  fashion  for  the  military  rather  than  in  research  projects 
and  in  supplementing  governmental  operation.  The  concept  of  plac- 
ing large  numbers  of  people  in  a draft  exempt  status  without  provid- 
ing rigid  requirements  to  justify  this  is  not  applicable  to  the  medical 
profession  where  the  manpower  situation  is  a most  difficult  one  to 
resolve.  It  is  inconsistent  to  us  to  learn  of  doctors  called  to  service 
under  the  draft  for  military  duty  but  to  find  instead  that  they  are 
serving  in  non-military  duties.  If  they  are  not  to  serve  in  the  military 
they  should  be  permitted  to  continue  their  practice  in  their  own 
community,  where  they  are  badly  needed,  or  continue  their  studies 
in  graduate  education. 

Gilmore  M.  Sanes,  M.D.,  Pittsburgh 
Excel  n ! from  the  Bulletin  of  Allegheny  County  Medical  Society. 
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Rats! 

Seventy-nine  billion  dollars  spent 
on  a nip-and-tuck  game  called  Ha- 
rass the  Cong  in  Vietnam  and  not  one 
cent  allotted  by  Congress  to  kill  the 
nip-and-bite  rates  in  our  own  country. 
The  U.S.  House  of  Representatives 
denied  a request  for  $40  million  to 
help  eliminate  rats  from  urban  slums 
across  the  nation  while,  paradoxically, 
they  were  in  session  in  Federal  build- 
ings which  cost  Congress  nearly  $5,- 
000  a year  in  fees  for  extermination 
of  rats,  insects  and  other  vermin. 

Were  our  representatives,  at  least 
the  207  who  voted  nay,  trying  to  tell 
us  something?  Perhaps  “You  take  care 
of  your  rats  and  we’ll  take  care  of 
ours.” 

It  could  be  considered  ridiculous 
to  deny  that  our  President  would  pre- 
fer to  have  the  Federal  government 
infiltrate  these  remaining  areas  left  to 
state  and  local  government  and  to  in- 
dividuals. The  government  has  ex- 
tended itself  into  business,  industry 
and  the  professions.  Politically  there 
isn’t  much  left  to  control,  or  wasn't 
until  someone  suggested  rats. 

No  responsible  person  could  speak 
out  in  favor  of  protecting  our  national 
rat  population,  guesstimated  to  be  be- 
tween ninety  million  and  one  hundred 
million  in  number:  one  rat  for  every 
two  people.  Nor  could  anyone  fail 
to  react  to  the  figure  of  50,000  rat 
bites  per  year  with  children  compris- 
ing the  great  majority  of  victims. 

Physicians  know  that  rats  and  their 
fleas  transmit  murine  typhus,  epidemic 
jaundice,  tularemia,  typhoid,  trichi- 
nosis parasites,  rabies  and  a variety 
of  other  diseases  and  common  infec- 
tions. 

The  rats  have  got  to  go.  The  op- 
posing Representatives  in  Congress 
know  they  have  got  to  go.  The  nay 
vote  wasn't  meant  to  show  favoritism 
to  rats  but  was  a strong  indication  that 
Congress  believes  maybe  we  should 
think  about  doing  some  one  thing  for 
ourselves — just  for  a change.  If  we 
don't  soon  help  ourselves  overcome 
this  health  menace,  our  Federal  hu- 
manitarians will  be  spending  millions 
of  our  dollars  organizing  a Rat  Corps. 

The  Federal  government  seems  to 
enjoy  intervention — at  taxpayer  ex- 
pense. Let’s  not  give  it  our  rats  too. 

F.  G.  M. 


CANCER  FORUM  PAGE 


THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Recently,  we  all  have  seen  an  increase  in  the  number 
of  so-called  cures — vaccines  and  other  implements — which 
their  “discoverers”  have  termed  the  answer  to  cancer. 
Concerned  that  the  publicity  given  these  unproven  methods 
would  build  false  hopes  in  those  stricken  with  cancer,  the 
Pennsylvania  Division  supplied  all  state  newspaper  editors 
with  facts  for  evaluating  the  creditability  of  proclaimed 
treatments. 

Informing  the  private  citizen  and  the  physician  of  un- 
confirmed cancer  treatments  is  an  important  part  of  the 
American  Cancer  Society’s  program.  A booklet,  UN- 
PROVEN  METHODS  OF  CANCER  TREATMENT,  has 
recently  been  published  by  the  Society  to  help  in  this 
work.  For  a free  copy,  call  or  write  your  local  American 
Cancer  Society  Unit. 


THE  AMERICAN  CANCER  SOCIETY 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advance- 
ment of  the  Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer 
Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health. 


WHEN  ANXIETY 

IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psyc'hotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Oral—  Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  LibritabsT  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories*  Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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IN  THIS  ISSUE: 


MECHANICAL  RESPIRATORS  IN  THE  TREATMENT 
OF  THORACIC  INJURIES 

> 

A discussion  of  an  important  tool  in  treating  the  thoracic  injury 
patient,  with  emphasis  on  community  hospital  practice. 


MISUSE  OF  ANTI -ASTHMATIC  DRUGS  AS  HALLUCINOGENS 

Case  reports  of  four  youths  who  experienced  hallucinogenic  ef- 
fects after  ingesting  large  quantities  of  anti-asthma  powders 
are  presented. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  ol  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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Survey  Shows  1,880 
PMS  Members 

A current  survey  of  State  physicians 
who  are  not  members  of  the  Pennsyl- 
vania Medical  Society  shows  a total  of 
1,880  “potential”  members,  the  PMS 
Council  on  Public  Service  noted  in  a 
report  to  the  Board  recently.  In  this 
study,  data  on  4,647  medical  school 
graduates  residing  in  Pennsylvania  and 
who  are  not  members  of  the  Pennsyl- 
vania Medical  Society  was  analyzed. 
Of  this  total,  2,515  are  interns  or  resi- 
dents and  of  the  remaining  2,132,  403 
are  graduates  of  foreign  medical 
schools. 

The  largest  single  category  of  non- 
members in  the  survey  is  general  prac- 
titioners— 783.  Second  largest  cate- 
gory is  full-time  hospital  staff  members 

Traffic  Safety 
Appointments  Made 

John  H.  Harris,  Sr.,  M.D.,  PMS 
President,  has  appointed  six  physicians 
to  serve  as  members  of  the  Commis- 
sion on  Traffic  Safety  of  the  PMS  for 
1967-1968.  Members  of  the  Com- 
mission are  Frank  H.  Ridgley,  M.D., 
Chairman,  Chester;  Donald  M.  Blatch- 
ley,  M.D.,  Westmoreland;  Arthur  H. 
Keeney,  M.D.,  Philadelphia;  Weir  L. 
King,  M.D.,  Berks;  Stuart  E.  Price, 
Jr.,  M.D.,  Allegheny;  and  J.  Stanley 
Smith,  M.D.,  Lycoming. 

The  Commission  functions  under 
the  direction  of  the  PMS  Council  on 
Scientific  Advancement. 


New  Medical  Director 
For  Bucks  County 

Edmund  K.  Lindemuth,  M.D.,  has 
been  appointed  Director  of  the  Bucks 
County  Department  of  Health.  Dr. 
Lindemuth  came  to  the  Bucks  County 
Department  of  Health  as  a public 
health  resident  physician  in  September 
of  1965,  assigned  by  the  Pennsylvania 


HIGHLIGHTS 


"Potential" 


• — 384,  and  third  largest  category  is 
full-time  medical  school  faculty  mem- 
bers— 299.  Slightly  more  than  half 
of  the  non-members  are  located  in 
Philadelphia  County;  15  percent  are 
located  in  Allegheny  County;  10  per- 
cent in  Montgomery  County;  6 per- 
cent in  Delaware  County;  and  the 
remainder — 19  percent — are  located 
in  the  other  sixty-three  counties.  The 
survey  provides  background  for  a 
membership  drive  which  will  begin 
with  a name-by-name  check  with  each 
county  medical  society. 

Full  details,  including  the  number  of 
physicians  by  type  of  practice  broken 
down  by  county,  are  available  from 
the  Pennsylvania  Medical  Society. 


Department  of  Health  to  the  Bucks 
County  Health  Department  for  train- 
ing purposes.  The  latter  is  considered 
by  those  at  the  state  and  federal  level 
as  a model  health  department.  Dr. 
Lindemuth  was  appointed  Deputy  Di- 
rector on  July  1,  1966,  and  since 
January  of  1967  has  assumed  the  re- 
sponsibility for  the  direction  of  this 
Department. 

Dr.  Lindemuth  is  a native  of  Penn- 
sylvania, a graduate  of  Wyomissing 
High  School,  Wyomissing,  Pennsyl- 
vania. He  received  an  A.B.  degree 
from  Lafayette  College,  Easton,  Penn- 
sylvania, and  his  M.D.  degree  from 
Jefferson  Medical  College  of  Phila- 
delphia. He  also  served  his  first  in- 
ternship at  St.  Joseph’s  Hospital, 
Reading,  Pennsylvania. 

Dr.  Lindemuth’s  appointment  was 
made  by  the  joint  action  of  the  Bucks 
County  Commissioners  and  the  Bucks 
County  Board  of  Health  and  becomes 
effective  immediately. 


Drug  Prices  Drop 

The  U.S.  Department  of  Labor  has 
disclosed  that  its  Consumer  Price 


Index  for  prescription  drugs  dropped 
one-and-a-half  percent  in  the  first  six 
months  of  this  year  to  a record  low  of 
88.8. 

This  means  that  drugs  which  cost 
five  dollars  in  the  1957-59  base  period 
of  the  index  were  down  to  $4.40  by 
the  middle  of  1967. 

During  the  same  period  the  index 
measured  a 16  percent  increase  in  “all 
items”  of  consumer  purchases. 


Invitation  to  Houston 

It  is  with  great  pleasure  that  I in- 
vite you  to  my  home  state  this  fall, 
to  the  AMA  Clinical  Convention  at 
Houston,  November  26-29. 

I believe  you  will  find  the  conven- 
tion’s program  particularly  interesting; 
it  offers  refreshing  insights  into  clinical 
problems  that  you  will  find  useful  in 
your  practice  or  professional  duties. 

This  meeting  is  especially  designed 
to  help  us  keep  up-to-date  on  the  latest 
medical  developments.  For  the  21st 
consecutive  year,  the  AMA  has  as- 
sembled an  extensive,  well-rounded 
program  outlining  current  knowledge. 

You  will  be  impressed,  I think,  by 
the  outstanding  medical  teachers  who 
have  accepted  the  invitation  of  the 
Harris  County  Medical  Society  and 
the  AMA  Council  on  Scientific  As- 
sembly to  participate  in  the  scientific 
program.  The  Harris  County  Society 
has  done  a fine  job  in  putting  together 
this  program. 

For  you,  the  Clinical  Convention 
presents  opportunities  for  refreshing 
your  medical  knowledge,  for  renew- 
ing associations  with  fellow  physicians, 
and  for  catching  a breather  from  your 
busy  schedule.  It  promises  to  be  a 
stimulating  four  days,  worthy  of  your 
time. 

With  my  colleagues,  the  physicians 
of  Texas  and  Harris  County,  I cordi- 
ally invite  you  to  Houston,  a dynamic, 
interesting  city  that  you  and  your  fam- 
ily will  enjoy. 

See  you  at  the  Clinical! 

Milford  O.  Rouse,  M.D. 

President 

American  Medical  Association 


Commission  on  Disaster  Medical  Care  Meeting  Slated 


The  PMS  Commission  on  Disaster 
Medical  Care  and  respective  commit- 
tees of  the  Cumberland  and  Dauphin 
County  Medical  Societies  have  sched- 
uled a conference  to  be  held  at  the 
Penn  Harris  Motor  Inn,  Camp  Hill,  on 
Thursday,  October  19. 

All  county  medical  society  members 
in  the  fifteen-county  region  of  south- 
central  Pennsylvania  are  invited  to  at- 
tend this  conference  which  includes  a 


WCAU-TV  Philadelphia 
Broadcasts  "Seminar 
For  Physicians'' 

WCAU-TV  Philadelphia  began 
broadcasting  “Seminar  for  Physicians,” 
a new  twice-weekly  series  designed 
for  doctors  by  doctors  for  the  con- 
tinuing education  of  Philadelphia’s 
medical  community,  on  Tuesday  Sep- 
tember 12,  from  6:15  to  6:45  A.M.  in 
color. 

Seen  each  Tuesday  and  Thursday 
morning,  “Seminar  for  Physicians” 
features  eminent  physicians  from  some 
of  the  major  medical  schools  and  hos- 
pitals in  the  United  States  in  an  in- 
formal discussion  of  development  in 
their  specialities.  The  doctors  will  be 
speaking  to  physicians,  pharmacists, 
nurses  and  other  members  of  the  medi- 
cal community  in  the  technical  terms 
familiar  to  them.  In  many  cases,  they 
will  be  using  their  own  slides,  film 
clips,  models  and  sketches  to  illustrate 
the  discussion. 

The  premiere  week  of  “Seminar  for 
Physicians”  presented  several  members 
of  Excerpta  Medica  Foundation  in  a 
two-part  discussion  of  contraception. 


review  of  existing  and  available  emer- 
gency facilities.  Community  Disaster 
Planning,  Communication,  Care  at  the 
Scene  of  an  Accident,  Changes  in  Dis- 
aster Medicine,  and  Management  of 
Natural  Disasters  will  be  discussed. 

Participating  counties  are:  Adams, 
Columbia,  Cumberland,  Dauphin, 
Franklin,  Fulton,  Lancaster,  Lebanon, 
Montour,  Northumberland,  Perry, 
Schuylkill,  Snyder,  Union  and  York. 


In  future  programs,  an  array  of  noted 
physicians  will  discuss  athletic  medi- 
cine, regional  enteritis  and  ulcerative 
colitis,  hiatal  hernia,  sterility,  gastro- 
intestinal bleeding,  medical  hypnosis, 
opthalmology,  suicide,  deafness,  health 
resources  for  urban  communities,  and 
other  topics. 

Seven  members  of  the  Philadelphia- 
area  medical  community  comprise  the 
Advisory  Committee  of  the  show: 
Howard  Balin,  M.D.,  assistant  pro- 
fessor of  obstetrics  and  gynecology. 
University  of  Pennsylvania  and  chief 
of  the  gynecic  research  unit  of  Penn- 
sylvania Hospital;  Irwin  Breslow,  M.D. 
(internal  medicine),  associate  in  medi- 
cine, School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania;  Robert  Good- 
man, manager  of  the  bio-intrumenta- 
tion  laboratory  of  The  Franklin  In- 
stitute Research  Laboratories;  James 
Nixon,  M.D.,  chief  of  orthopedic  sur- 
gery, Veterans  Administration  Hos- 
pital, Philadelphia  and  head  physician 
to  the  Philadelphia  Eagles  Football 
Club;  Moreye  Nusbaum,  M.D.  (gen- 
eral surgery),  associate  in  surgery, 
Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania;  Abraham 
Rakoff,  M.D.  (endocrinology),  pro- 


fessor of  obstetrics  and  gynecology 
endocrinology,  Jefferson  Medical 
School,  Philadelphia,  and  Clifton  May- 
field,  Ph.D.  (psychology),  principal 
scientist  at  The  Franklin  Institute  Re- 
search Laboratories. 


James  D.  Stark,  M.D.  Dies 

James  D.  Stark,  M.D.,  former  chief 
of  obstetrics  and  gynecology  at  Hamot 
Hospital,  Erie  and  an  active  member 
and  past-president  of  the  Erie  County 
Medical  Society  died  August  15,  1967 
at  the  age  of  74.  Dr.  Stark,  a 1920 
graduate  of  the  University  of  Pitts-  | 
burgh  School  of  Medicine,  resided  in 
Pompano  Beach,  Florida  for  several 
years. 

He  was  a founding  Fellow  of  the 
American  College  of  Obstetrics  and 
Gynecology  and  also  served  for  seven 
years  as  an  Erie  County  delegate  to  the 
PMS  House  of  Delegates.  He  is  sur- 
vived by  his  wife,  two  daughters,  a 
son  and  seven  grandchildren. 


Lilly  Cuts  Penicillin  Prices 

Wholesale  prices  of  all  forms  of  a 
widely  used  oral  penicillin — pheno- 
xymethyl  penicillin — were  reduced  by 
Eli  Lilly  and  Company  on  August  1. 
The  reductions  average  approximately 
20  percent  for  tablets  and  capsules 
and  about  10  percent  for  the  liquid 
pediatric  forms. 

Phenoxymethyl  penicillin  is  made 
available  under  the  trademark  V-Cil- 
lin;®  and  its  potassium  salt,  under 
the  trademark  V-Cillin  K.  ® 

The  Lilly  company  has  reduced 
prices  of  products  containing  pheno- 
xymethyl penicillin  four  times  in  the 
last  eight  years. 


NEXT  MONTH 

SEROUS  OTITIS  MEDIA 

A practical  approach  to  diagnosis  and  therapy  of  the  common  cause  of  conductive  loss 
of  hearing  in  children. 


lit 


CORONARY  UNIT  NURSE  TRAINING 

Personnel,  not  equipment,  poses  the  principal  problem  in  setting  up  the  coronary  care 
unit. 


IK. 


5MSULPHALEIN® 
N A COMPLETE, 
TERILE, 
HSPOSABLE, 

i<  ECONOMICAL 

| 

’ATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


a stuffy  nose 
is  no 

laughing  matter 


Ornadet„d,.,r> 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  ‘Ornade’ 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Smith  Kline  & French  Laboratories 
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itroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process" 
adds  an  important  dimension -TIME- to  nitroglycerin  therapy 


[elps  decrease  frequency  and  severity  of  attacks;  often 
icreases  exercise  tolerance.  Decreases  need  for  sub- 
mgual  nitroglycerin,  increases  patient  confidence, 
mooth,  continuous  release  independent  of  gastrointes- 
nal  functions  reduces  headache  and  other  side  effects 
lat  might  result  from  peak  concentrations  of  tablet  or 
rtermittent-release  preparations. 

idication  and  Dosage:  For  prophylactic  use  only  in  an- 
ina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
rophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
olerance  to  nitrites  may  develop  on  long-continued  use. 
ontraindications:  Idiosyncrasy  to  nitroglycerin,  and 
arly  myocardial  infarction.  Side  Effects:  With  use  of 
itrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


*The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


^NITROSPAN 

.nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBT-TD  (phenformin  HCI) 


“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o clock ? 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE0  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


THIS  MONTH 


Legal  Test  Proposed  for  Malpractice 


In  early  August,  a Miami,  Florida, 
attorney  proposed  a legal  test  for  use 
in  medical  malpractice  litigation  to 
determine  the  extent  of  information 
physicians  should  impart  to  patients 
they  are  treating. 

Francis  A.  C.  Sevier  of  Miami  pre- 
sented his  views  in  a paper  on  “The 
Hazards  of  Medical  Treatment:  The 
Duty  To  Inform  and  The  Right  to 
Know”  at  a meeting  of  the  Commit- 
tee on  General  Liability  Law  and 
Miscellaneous  Casualty  Insurance 
Law.  Speaking  at  the  American  Bar 
Association’s  annual  meeting  in  Hon- 
olulu, Mr.  Sevier  suggested  the  fol- 
lowing test: 

“(1)  If  the  probability  of  a given 
risk,  hazard,  or  outcome  is  more  than 
a remote  possibility,  and  (2)  if  the 
physical  impairment  which  will  re- 
sult if  the  outcome  eventuates  is  more 
than  insignificant,  then  the  given  risk, 
hazard,  or  outcome  must  be  made 
known  to  the  patient  in  the  absence 
of  some  overriding  medical  reason, 
e.g.,  disclosure  would  have  a negative 
therapeutic  effect. 

“Since  each  facet  of  the  test  is  a 
question  of  medical  knowledge,”  Mr. 
Sevier  noted  in  his  presentation  be- 
fore the  ABA’s  Section  on  Insurance, 
Negligence  and  Compensation  Law, 
“then  expert  testimony  would  be  re- 
quired on  each  facet.  However,  such 
expert  testimony  would  in  no  way  be 
connected  with  community  standards. 

“By  way  of  defense,”  the  attorney 
declared,  “the  physician  could  inter- 
pose that  although  certain  informa- 
tion was  not  conveyed,  such  with- 
holding was  a question  of  medical 
judgment  and,  therefore,  according  to 
the  standards  of  the  medical  com- 
munity appropriately  done.” 

The  proposed  test  followed  a review 
of  a large  number  of  important  cases 
whose  decisions,  Mr.  Sevier  said,  may 
be  grouped  under  the  following  head- 
ings: 

“ Those  which  hold  that  the  quantum 
of  information  that  must  be  disclosed 
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is  to  be  determined  by  the  standard 
of  practice  in  the  medical  community. 

“Those  which  hold  that  the  quan- 
tum of  information  that  must  be  dis- 
closed is  to  be  determined  by  the 
jury  under  the  circumstances  and 
with  a view  to  the  idea  that  a consent 
must  be  informed. 

“Those  which  hold  that  if  the  pro- 
cedure is  particularly  dangerous,  then 
a full  disclosure  must  be  made  as  a 
matter  of  law. 

“Those  which  hold  that  the  duty 
to  disclose  is  absolute  and  the  physi- 
cian must  inform  the  patient  not  only 
of  the  nature  of  the  operation  but 
the  dangers  and  hazards  to  be  antici- 
pated therein  (the  scope  of  the  dan- 
gers and  hazards  which  must  be  dis- 
closed is  variously  phrased  in  terms 
of  ‘all  possible  hazards,’  ‘probable 
hazards,’  ‘serious  hazards,’  ‘possible 
serious  hazards,’  ‘all  known  dangers,’ 
‘some  of  the  more  probable  con- 
sequences,’ and  'peculiar  dangers’). 

“The  single  case  which  holds  that 
an  understanding  of  the  essential 
character  of  the  operation,  in  the  ab- 
sence of  peculiar  circumstances,  is 
effective  as  an  informed  consent.” 

Thus,  Mr.  Sevier  pointed  out: 

“It  is  quite  apparent  that  the  cause 
of  action  in  informed  consent  is  de- 
void of  any  unifying  theme  both  as 
to  rationale  for  its  existence  and  as 
to  any  test  to  be  employed  in  measur- 
ing the  reach  of  the  duty  to  inform 
and  the  breach  of  that  duty.”  Lack- 
ing this  test,  Mr.  Sevier  said  he  was 
prompted  to  propose  his  own. 

In  reviewing  key  legal  develop- 
ments in  informed  consent  in  medi- 
cal practice,  Mr.  Sevier  also  evaluated 
the  following:  1 existence  of  the  duty 
to  inform,  2 the  rationale  of  the 
cases  on  the  duty  to  inform,  and  3 
battery,  negligence  or  contract. 

See  page  41,  this  issue,  for  a com- 
prehensive presentation  of  recent  de- 
velopments in  the  area  of  implied 
consent. 


Hahnemann  Initiates 


Program  for 


Program  for  Dropouts 


Emotional  rehabilitation  and  work 


therapy  for  college  dropouts  in  a 
unique  program  at  Hahnemann  Medi- 
cal College  and  Hospital  of  Phila- 
delphia appears  to  bridge  a gap  in 
existing  mental  health  services. 

Fourteen  high  ability  college  stu- 
dents who  were  dropouts  were  em- 
ployed by  Victor  Satinsky,  M.D.,  re- 
search associate  professor  of  surgery 
in  the  surgical  research  laboratory  of 
Hahnemann’s  Cardiovascular  Re- 
search Institute.  They  combined  on- 
the-job  training  as  research  surgical 
technicians  with  skilled  supervisory 
counselling  and  individual  psycho- 
therapy by  a psychiatrist.  The  drop- 
outs were  also  encouraged  to  attend 
lectures  and  conferences  in  the  medi- 
cal college  and  to  enroll  for  evening 
classes  at  other  institutions. 


Hershey  Signs  Teaching 


Hospital  Contract 

The  final  construction  phase  of  cur- 
rently planned  teaching  facilities  at 
The  Milton  S.  Hershey  Medical  Cen- 
ter of  The  Pennsylvania  State  Univer- 
sity began  Monday,  July  31  with  the 
signing  of  an  $858,659  contract  for 
excavation  and  foundation  work  for 
the  teaching  hospital. 

The  351 -bed  hospital  will  cover 
more  than  425,000  square  feet  at  the 
eastern  end  of  the  700-foot  long, 
crescent-shaped  structure  that  will 
house  both  the  hospital  and  the  Medi- 
cal Sciences  Building.  Officials  said 
the  general  construction,  electrical, 
and  mechanical  contracts,  expected  to 
total  more  than  $20  million,  will  be 
signed  around  the  first  of  next  year. 
A hospital  administrator  has  been  ap- 
pointed and  he  will  start  working  at 
the  Medical  Center  site  on  September 


1. 


Part  of  the  hospital  construction 
costs  are  being  paid  with  a $10.5  mil- 
lion matching  grant  received  by  the 
University  from  the  U.S.  Public 
Health  Service  last  January. 


PENNS YL VAX  1 A MEDICINE 


Times  change  and  classic  lobar  pneumonia 
is  rare.  Your  next  pneumonia  patient  may  have 
in  atypical  clinical  picture  and  perhaps  a 
oathogen  in  his  sputum  such  as  H.  influenzae 
ir  Mycoplasma  pneumoniae  (Eaton  Agent), 
which  is  believed  to  be  responsible  for  one  out 
if  every  five  cases  of  pneumonia.  That’s  why  it 
nakes  sense  to  keep  one  step  ahead— and  pre- 
;cribe  the  true  broad-spectrum  antimicrobial 
ictivity  of  DECLOMYCIN. 

With  DECLOMYCIN,  you  get  effective  ac- 
ion  against  both  H.  influenzae  and  Mycoplasma 
meumoniae,  plus  prolonged  high  levels  of  anti- 
biotic activity  in  the  blood  and  the  lung  tissue. 
You’re  one  step  ahead  with... 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


1 


Prescribing  information  on  next  page. 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 


For  common  and 
unusual  pneumonias 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetra- 
cyclines when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 


Precautions— Overgrowth  of  nonsusceptible  organisms  { 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment.  I 


Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic  I 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow-  I 
brown)  in  children  of  mothers  given  this  drug  during  the  > 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med-  I 
ication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  ] 

b.i.d.  Should  be  given  1 hour  before  or  2 hours  after  ^ 
meals,  since  absorption  is  impaired  by  the  concomitant  I 
administration  of  high  calcium  content  drugs,  foods  and  1 
some  dairy  products.  Treatment  of  streptococcal  infec-  I 
tions  should  continue  for  10  days,  even  though  symp-  I 
toms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  ^ 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  Yort 


Legislative  News 


Generic  Prescribing  Under  Medicare  A Threat 


Rumors  persist  in  Washington  that 
Senator  Russell  Long,  Chairman  of 
the  Senate  Finance  Committee,  con- 
tinues to  be  very  interested  in  attach- 
ing to  HR-12080  his  proposal  that 
payment  for  drugs  in  federal  medical 
programs  be  based  on  the  price  of 
an  acceptable  and  usually  cheaper 
generic  drug.  The  newsletter  of  the 
Pharmaceutical  Manufacturers  As- 
sociation reports  that  the  Secretary 
of  Health.  Education  and  Welfare, 
John  Gardner,  stated  repeatedly  in 


testimony  before  the  Committee,  and, 
in  answering  questions  by  Chairman 
Long,  that  the  Department  could  find 
no  real  fault  with  the  Long  bill  and 
supports  it  in  principle.  They  did 
make  clear  that  they  would  prefer 
Congress  to  wait  for  the  Department’s 
Drug  Task  Force  Report  before  adopt- 
ing the  measure.  With  the  Depart- 
ment backing  off,  chances  could  be 
better  for  the  Long  proposal  in  the 
Senate. 


State  Budget  Contains 
Significant  Appropriations 

The  House  leadership  continued  this 
past  month  to  insist  that  the  members 
give  strict  attention  to  the  tax  matters 
and  appropriations  bills,  and,  conse- 
quently, very  little  else  of  interest  to 
the  Society  can  be  reported.  The 
House  passed  and  sent  to  the  Senate 
most  of  the  needed  revenue  and  ap- 
propriation measures. 

A study  of  the  suggested  capital 
expenditures  reveals  new  facilities  and 
improvements  to  existing  facilities  in 
those  institutions  run  by  the  Depart- 
ment of  Public  Welfare  and  the  De- 
partment of  Health.  Of  note  are  two 
significant  appropriations,  one  for  a 
multi-purpose  library  building  for  the 
Philadelphia  College  of  Osteopathy, 
at  a cost  of  $4,693,156.00  and,  for 
the  Pennsylvania  College  of  Podiatry, 
a new  college  building,  $1,020,397.00. 

One  measure  which  the  Society 
and  the  Department  of  Health  are  sup- 
porting moved  out  of  Senate  Com- 
mittee; S-504,  the  bill  which  would 
make  an  appropriation  to  the  De- 
partment of  Health  for  the  establish- 
ment of  a comprehensive  automatic 
air  pollution  sampling  network.  In 
other  Senate  action,  the  State  amended 
the  House-passed  measure  designed  to 
reduce  the  number  of  employees  an 
employer  may  hire  to  come  under  the 
purview  of  the  "Pennsylvania  Human 
Relations  Act.”  The  House  reduced 
employees  from  six  to  one  that  an 
employer  may  have  before  coming 
under  the  law,  but  the  Senate  raised 
it  to  four.  Presumably  the  Senate 
will  hold  its  position  in  the  House/ 
Senate  conferences  which  must  be 
held  to  iron  out  the  differences. 


Meeting  Held  on  Adoption  Bills 

Representatives  of  the  Pennsylvania 
Medical  Society  attended  an  informal 
meeting  in  the  chambers  of  the  House 
Committee  on  Public  Health  and  Wel- 
fare at  Harrisburg  to  discuss  two 
measures  of  interest  to  the  Pennsyl- 
vania Academy  of  Pediatrics.  These 
are  H-1389  and  H-1390,  bills  that 
have  been  in  long  preparation  by  the 
Department  of  Public  Welfare  and 
others  to  add  provisions  and  meth- 
ods for  adopting  children.  Joseph 
Skelly,  counsel  for  the  Pennsylvania 
Catholic  Conference  at  the  meeting 
said:  “After  an  intensive  effort  to 

explore  all  philosophies,  and  in  the 
interest  of  obtaining  new  adoption 
legislation  this  term,  we  deem  the  bills 
the  best  possible  and  most  palatable 
compromise.”  Persons  seemingly 
against  the  measure  are  some  county 
Common  Pleas  judges  who  feel  that 
the  legislation  would  upset  most  of 
the  “Court  Law”  developed  through 
the  years,  since  the  original  passage 
of  the  1925  “Adoption  Law.”  Pro- 
ponents of  the  measure  feel  that  the 
judges  are  wrong,  and  that  the  legisla- 
tion is  not  a re-writing,  but,  rather,  a 
modern  updating  of  existing  law, 
which  will  give  the  courts  more  latitude 
in  handling  adoption  proceedings.” 
John  D.  Killian,  Esq.,  of  Harrisburg, 
said  that  “The  great  advantage  of 
these  bills  lies  in  the  fact  that  they 
offer  so  many  more  possibilities  for 
child  placement  and  adoption.  The 
limits  of  present  law  are  too  confining. 
While  these  bills  will  increase  the  re- 
sponsibilities of  the  courts  to  some 
extent,  they  will  also  provide  the  courts 
with  authority  to  develop  more  solu- 
tions to  individual  problems.” 

(See  more  Legislative  News  Page  18.) 


Buy  Bonds 
where 
you  work. 
He  does. 


He’s  working  in  V ietnam  — 
for  freedom.  And  lie’s  sup- 
porting freedom  with  his  dol- 
lars, too.  Every  month  he 
invests  in  U.  S.  Savings  Bonds 
. . . saving  up  for  a college  edu- 
cation or  a home,  perhaps. 
There’s  a good  way  to  show 
him  you’re  on  his  side.  Buy 
Savings  Bonds  where  you  hank 
or  join  the  Payroll  Savings 
Plan  where  you  work.  You’ll 
walk  a hit  taller. 

Buy 

II.  S.  Savings 

Bonds 


The  U.  S.  Government  does  not  pay  for 
this  advertisement.  It  is  presented  as  a 
public  service  in  cooperation  ivith  the 
Treasury  Department  and  The  Adver- 
tising Council. 


INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag’’  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
| gration  of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  ( after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


CH,0H 

to 


Fluocinolone  Acetonide 
(Synalar) 

□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 

17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict’’ 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone —show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1"4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eSect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Representative Clinical  Results  with  Synalar* 

\ 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIE. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


“All  Registered  Nurses  are  Alike  ’ 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely : since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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PENNSYLVANIA  MEDICINE 


DORSEY  "FLU-C 

jRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic" 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


I 

| clip  and  file  under  “flu” 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 


L 
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Social  Security  Changes,  Medicare 
Expansion:  AMA  Testifies  Before 
Senate  Finance  Committee 


On  Monday,  August  28,  President 
of  the  American  Medical  Association, 
Milford  O.  Rouse,  M.D..  and  Samuel 
R.  Sherman.  M.D.,  Chairman  of  the 
Council  on  Legislative  Activities,  tes- 
tified before  the  Senate  Finance  Com- 
mittee on  HR- 12080.  Reports  from 
the  AMA  Washington  office  indicate 
that  the  appearance  before  the  Com- 
mittee and  the  question  and  answer 
period  that  followed  was  brief. 

Senator  Clinton  P.  Anderson  (D. 
New  Mexico)  asked  the  AMA’s  views 
on  basing  physicians’  medicare  fees 
on  fees  paid  by  widely-held  Blue  Shield 
plans  in  order  to  “avoid  charges  phy- 
sicians are  raising  their  fees”  for  medi- 
care. Dr.  Sherman,  in  reply,  said  “The 
usual  and  customary  fee  concept  in 
medicare  has  helped  secure  the  co- 
operation of  most  of  the  nation’s  phy- 
sicians in  the  medicare  plan.”  Dr. 
Sherman  went  on  to  say  that  he  “was 
not  convinced  that  there  are  wide- 
spread abuses  of  fees  under  medicare.” 
He  also  pointed  out  that  most  Blue 
Shield  plans  are  changing  to  the  same 
“usual  and  customary”  basis  used  in 
medicare;  and  urged  that  the  present 
reimbursement  formula  be  continued. 

Amend  Hospital  Reimbursement 

Senator  Carl  Curtis  (R.  Nebraska) 
noted  that  the  Administration  has 
asked  the  Senate  to  amend  the  reim- 
bursement formula  for  hospitals  in 
order  to  give  the  state  health  planning 
agencies  authority  to  determine  how 
some  of  the  funds  are  used. 

Dr.  Sherman,  answering  for  the 
AMA,  said  that  the  Association  “op- 
poses compulsory  planning  as  a con- 
dition of  reimbursement,”  noting  that 
the  Association  told  the  House  Ways 
and  Means  Committee  earlier  this 
year  that  the  proposal  “would  deprive 
providers  of  services  of  necessary 
funds  for  replacement  or  addition  of 
equipment  and  facilities  unless  they 
agreed  to  planning  decisions  imposed 
upon  them.”  During  the  AMA’s  ap- 
pearance before  the  Committee,  Sena- 
tors present  were  Senators  Anderson, 
Curtis,  Fred  Harris  (D.  Oklahoma) 
and  John  Williams  (R.  Delaware). 
The  full  complement  of  this  Com- 
r-ittee  is  seventeen  Senators. 

jpatient  Services  Introduced 

Also  testifying  on  Monday  was 
Perry  F.  Volpitto,  M.D.,  Past  Presi- 
dent of  the  American  Society  of  An- 


esthesiologists. Dr.  Volpitto  opposed 
the  provisions  of  S- 1 10,  the  medicare 
expansion  bill  introduced  by  Senator 
George  Aiken  (R.  Vermont)  that 
would  include  payment  under  Part 
A of  the  cost  of  hospital  inpatient 
services  by  hospital-based  specialists. 
He  said  “The  necessary  effect  of 
amending  the  Act  to  classify  anesthesi- 
ology as  a hospital  service  would  be 
to  subject  physicians  specializing  in 
anesthesiology  to  tremendous  pressure 
to  become  employees  of  hospitals 
so  as  to  permit  hospitals  to  bill  and 
collect  for  their  services,  in  order  for 
the  beneficiaries  to  receive  the  bene- 
fits intended.”  Following  the  testi- 
money  from  Dr.  Volpitto,  Senator 
Aiken  appeared  on  behalf  of  his  bill. 
S-110,  and  encouraged  the  Committee 
to  include  its  provisions  in  whatever 
document  they  agreed  upon.  Senator 
Aiken  asked  the  Committee  to  ap- 
prove the  bill,  which  would  eliminate 
deductibles  and  co-insurance  in  medi- 
care, and  establish  physicians’  fees, 
and  in  addition,  make  drugs  an  out- 
patient benefit. 

Benefits  Expansion  Recommended 

On  Tuesday  and  Wednesday,  the 
Louisiana  Medical  Society  recom- 
mended various  changes  in  HR-12080; 
the  American  Optometric  Association, 
the  American  Podiatry  Association, 
and  the  International  Chiropractors 
Association  urged  inclusion  of  their 
members'  services  as  medicare  bene- 
fits; the  Kaiser  Foundation  Health 
Plan  asked  for  encouragement  of  pre- 
paid group  practice  plans;  and  the 
National  Council  on  the  Aging  sought 
higher  Social  Security  benefits,  in- 
cluding dental  care,  drugs,  eye  care, 
podiatry,  and  hearing  aids  as  medicare 
benefits. 

Direct  Billing  a Preferred  Risk 

Philip  H.  Jones,  M.D.,  past  presi- 
dent of  the  Louisiana  State  Medical 
Society,  told  the  committee  that  al- 
though state  physicians  continue  to 
oppose  the  basic  concept  of  medicare, 
“as  responsible  citizens  we  are  now 
endeavoring  to  make  it  operate  with 
the  minimum  amount  of  interference 
between  the  physician  and  his  patient 
and  to  eliminate  much  of  the  ‘red 
tape.’  ” 

Dr.  Jones  said  the  House  bill  should 
be  changed  to  permit  physicians  to 
bill  directly  all  of  their  patients,  in- 


cluding those  on  cash  assistance.  A 
physician  may  suffer  financially  if  he 
looks  to  an  indigent  patient  for  com- 
pensation, “but  doctors  prefer  that 
risk  to  an  involvement  that  may  in- 
terfere with  their  personal  relation- 
ship with  their  patients.” 

Finance  Committee  Chairman,  Rus- 
sell Long  (D.  La.)  said  “we  go  along” 
with  the  medical  association’s  position 
on  direct  billing  under  Title  XIX, 
but  he  asked  if  physicians  would  con- 
tinue to  treat  indigent  patients  who 
refused  to  pay  their  bills  even  though 
reimbursed  by  the  state.  Dr.  Jones 
said  physicians  would  continue  to 
treat  such  patients  as  they  did  in 
the  past  before  medicare,  noting  that 
the  state  society’s  official  position  is 
to  treat  indigent  patients  regardless 
of  whether  they  paid  their  bills. 

Chiropractic  Opposed 

Dr.  Jones  strongly  opposed  any  in- 
clusion of  chiropractic.  He  noted  that 
federal  courts,  upheld  by  the  Supreme 
Court,  ruled  against  the  challenge  to 
the  Louisiana  law  which  requires 
chiropractors  to  have  a medical  school 
degree. 

Grady  Lake,  Vice  President,  In- 
ternational Chiropractors  Association, 
said:  "Most  workmen's  compensation 
laws,  and  several  hundred  insurance 
companies  recognize  the  services  of 
chiropractors.  Title  XIX  permits  rec- 
ognition of  chiropractors.  Chiroprac- 
tic patients  should  not  be  discriminated 
against.  Forty-eight  states  license 
chiropractors.” 

Douglas  T.  Mowbray,  retiring  Pres- 
ident of  the  American  Podiatry  As- 
sociation, told  the  Committee:  “With 
‘routine  foot  care’  excluded,  foot  care 
would  be  included  in  the  medicare 
program  in  a manner  consistent  with 
coverage  under  private  insurance  con- 
tracts and  would  not  increase  the 
cost  of  the  program." 

Optometrists  Blame  AMA 

W.  Judd  Chapman.  Chairman  of  the 
American  Optometric  Association's 
Committee  on  Legislation,  reported 
that:  “The  American  Medical  As- 

sociation and  the  Administration  are 
to  blame  for  failure  of  the  House  bill 
to  include  the  service  of  optometrists. 
If  the  need  for  surgery  and  treatment 
of  eye  pathology  were  as  extensive  as 
our  medical  colleagues  tell  us,  oph- 
thalmologists should  be  working  over- 
time exclusively  treating  eye  disease 
and  performing  eye  surgery.  . . . Vis- 
ual impairments  . . . cannot  be  ade- 
quately corrected  without  the  full 
use  of  all  practitioners  trained  in  the 
art  and  science  of  vision  care." 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 


Once  a day,  every  day 


ENDURON 

METHYCLOTHIAZIOE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

JJ 

11 

HJ 

jjif 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl'5'),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


u 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 


707075- R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.1-2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYL 

PARGYLINE  HYDROCHLORIDE 


WIKUINC 

HW» 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

E2j 

rdj 

) . J , 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

7.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON" 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIOE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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707075-R 


ENDURON 


ENDURONYL 


METHYCLOTHIflZIOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYC 


EUTRON™ 


PARGYLINE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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M.D/s  in 
The  News 

Harry  M.  McDermott,  Jr.,  M.D., 

has  been  named  a physician  on  the 
staff  of  the  Ritenour  Health  Center, 
The  Pennsylvania  State  University, 
University  Park.  Dr.  McDermott 
comes  to  the  University  from  Fairfax, 
Va.,  where  he  was  head  of  the  nur- 
sery section  of  Fairfax  Hospital  and 
clinical  instructor  in  pediatrics  at 
Georgetown,  Arlington  and  Fairfax 
Hospitals. 

J.  Everett  McClenahan,  M.D., 

President  of  the  State  Society,  has 
been  named  state  chairman  of  the 
1967  National  Organizations  Program 
for  United  States  Savings  Bonds. 

Ronald  A.  Dietrick,  M.D.,  Altoona, 
recently  became  a certified  diplomate 
of  the  American  Board  of  Obstetrics 
and  Gynecology.  Dr.  Dietrick  is  at- 
tending physician  in  the  department 
of  obstetrics  and  gynecology  at  Al- 
toona Hospital  and  consulting  physi- 
cian on  the  staff  of  Nason  Hospital, 
Roaring  Spring. 

Waldo  L.  Treuting,  M.D.,  Pitts- 
burgh, has  been  appointed  director  of 
the  Allegheny  County  Health  Depart- 
ment. Dr.  Treuting  is  head  of  the  de- 
partment of  public  health  practice  at 
the  University  of  Pittsburgh  Graduate 
School  of  Public  Health. 

John  J.  Corcoran,  M.D.,  Scranton, 
recently  passed  his  board  examination 
for  the  American  College  of  Obstetrics 
and  Gynecology.  Dr.  Corcoran  is 
presently  serving  with  the  Air  Force. 

The  following  physicians  have  been 
elected  or  re-elected  to  the  American 
Academy  of  General  Practice:  Rich- 
ard M.  Doncaster,  Jeanette;  Paul  J. 
Herley,  Coatesville;  William  H.  Ma- 
gill,  Newport;  James  O.  Rumbaugh, 
Jr.,  Newport;  Joseph  J.  Matunis,  Loys- 
ville;  Orlando  K.  Stephenson,  New 
Bloomfield;  Ernest  Witt,  Bloomsburg; 
Robert  J.  Gallagher,  Yeadon;  Donald 
E.  Piper,  Dallastown;  Karl  Peterson, 
Towanda;  John  Prevost,  Wellsboro; 
Gerald  T.  Lorentz,  McConnellsburg; 
Paul  E.  Berkebile,  Meyersdale;  John 
L.  Morris,  Edinboro;  Ronald  W.  Si- 
monsen,  Warren;  Vernon  R.  Phillips, 
Camp  Hill.  Thomas  M.  Hart,  York 
was  installed  as  president  of  the  Penn- 
sylvania Academy  of  General  Prac- 
tice during  the  nineteenth  annual  con- 
vention. 


Bernard  E.  Segal,  M.D.,  associate 
professor  of  medicine  at  Hahnemann 
Medical  College  and  Hospital,  has 
been  appointed  Scientific  Chairman  of 
the  annual  meeting  of  the  American 
College  of  Cardiology  to  be  held  in 
San  Francisco  next  year.  He  will  at- 
tend the  Inter-American  Congress  of 
Cardiology,  Lima,  Peru  in  April  1968, 
where  he  was  invited  to  direct  a sym- 
posium on  auscultation  and  phono- 
cardiography. 

John  Howard,  M.D.,  professor  of 
surgery,  Hahnemann  Medical  College, 
and  Peter  Safar,  M.D.,  professor  and 
chairman,  department  of  anesthesiol- 
ogy, University  of  Pittsburgh  School 
of  Medicine,  have  been  selected  to 
serve  on  the  Planning  Committee  of 
the  third  triennial  congress  of  the  In- 
ternational Association  for  Accident 
and  Traffic  Medicine.  Cyril  H.  Wecht, 
M.D.,  director  of  the  Pittsburgh  In- 
stitute of  Legal  Medicine,  is  secretary 
general  of  the  Association. 

Harrisburg  internists  who  have  been 
elected  to  membership  in  the  Ameri- 
can Society  of  Internal  Medicine  in- 
clude: Richard  B.  Brown,  M.D.,  Elba 
J.  Martinez,  M.D.,  Lee  H.  Shields, 
M.D.,  Nathan  Sussman,  M.D.,  Frank 
W.  Jackson,  M.D.,  Robert  Denison, 
M.D.,  and  George  W.  Yarnall,  M.D. 

Santo  Longo,  M.D.,  has  been  named 
research  associate  and  visiting  scien- 
tist at  the  Insti- 
tute for  Cancer 
Research,  Phila- 
delphia. He  will 
do  research  in  the 
laboratory  of  Dr. 
LeRoy  N.  Castor 
for  one  and  a half 
years.  Dr.  Longo 
is  presently  in  his 
fourth  year  of 
residency  in  path- 
ology. Having  completed  his  first 
three  years  of  residency  in  anatomic 
pathology  at  Pennsylvania  Hospital, 
he  is  dividing  his  last  year  of  residency 
in  work  in  clinical  pathology  at  Penn- 
sylvania Hospital  and  basic  research 
at  ICR. 

Julio  C.  Davila,  M.D.,  professor  of 
surgery  at  Temple  University  Health 
Sciences  Center,  recently  presented  a 
paper  in  Sweden  and  conducted  open 
heart  surgery  demonstrations  in  Mex- 
ico. His  speciality  is  heart  surgery.  He 
addressed  an  international  conference 
on  medical  and  biological  engineering. 
His  topic  was  prosthetics  and  tissue 
healing. 


DR.  LONGO 


William  B.  Kennedy,  M.D.,  former 


associate  dean  of  the  School  of  Medi- 
cine of  the  Uni- 
versity of  Penn- 
sylvania, has  been 
appointed  asso- 
ciat  director  of 
the  National 
Board  of  Medical 
Examiners.  A 
graduate  of  Penn- 
sylvania’s School 
of  Medicine,  Dr. 
Kennedy  served 
that  institution  in  a number  of  teach- 
ing, clinical,  and  administrative  posi- 
tions for  twenty-five  years. 


DR.  KENNEDY 


Pennsylvania  physicians  who  were 
elected  Section  Officers  during  the 
AMA  Annual  Convention  include  Le- 
Roy W.  Krumperman,  Philadelphia 
(anesthesiology);  John  H.  Moyer,  Phil- 
adelphia (experimental  medicine  and 
therapeutics);  Robert  I.  Wise,  Phila- 
delphia (internal  medicine);  William 
E.  Donaldson,  Jr.,  Pittsburgh  (ortho- 
pedic surgery);  William  J.  Erdnian,  II, 
Philadelphia  (physical  medicine);  and 
Charles  L.  Wilbar,  Jr.,  Camp  Hill 
(preventive  medicine). 


Esmond  R.  Long,  M.D.,  will  present 
the  Ninth  Annual  Victor  Robinson 
Lecture  in  Medical  History  at  Temple 
University  School  of  Medicine  on 
October  25,  1967.  His  topic  will  be 
Some  Early  American  Pathologists. 
Dr.  Long  is  professor  emeritus  of 
pathology,  Henry  Phipps  Institute, 
University  of  Pennsylvania. 

Elsie  R.  Broussard,  M.D.,  has  been 
named  director  of  a new'  program  in 
community  mental  health  at  the  Uni- 
versity of  Pittsburgh  Graduate  School 
of  Public  Health.  In  addition  to  her 
appointment  as  associate  professor  of 
public  health  psychiatry  in  the  depart- 
ment of  public  health  practice.  Dr. 
Broussard  will  hold  a joint  appoint- 
ment as  assistant  professor  of  child 
psychiatry  in  the  University  of  Pitts- 
burgh School  of  Medicine’s  depart- 
ment of  psychiatry. 

The  Journal  of  the  Mt.  Sinai  Hos- 
pital has  published  as  the  lead  paper 
in  the  August  issue  on  Trends  in  New 
Medical  Schools  a paper  by  George 
T.  Harrell,  M.D.,  dean  of  the  College 
of  Medicine  and  director  of  The  Mil- 
ton  S.  Hershey  Medical  Center.  The 
article.  Physical  Facilities  for  the  Edu- 
cational Program,  emphasizes  that 
medical  education  facilities  should  be 
designed  to  teach  both  the  science 
and  the  art  of  medicine  with  maximum 
focus  on  the  individual  student. 


Health  Grants  Total  $11.5  Million 

Six  Pennsylvania  health  institutions  are  the  recipients  of 
more  than  $1.5  million  in  gifts  and  grants  from  private 
foundations  and  the  federal  government.  The  funds  will 
be  used  for  a variety  of  projects. 

• The  Milton  S.  Hershey  Medical  Center  has  received 
$136,019  in  teaching,  research  and  student  scholarship  and 
loan  grants  from  the  U.S.  Public  Health  Service.  Three 
of  the  grants,  all  for  one  year,  have  been  awarded  to 
George  T.  Harrell,  M.D.,  dean  of  the  College,  and  will  be 
used  for  general  faculty  support  and  scholarships  and  loans 
for  students  at  the  school.  In  addition,  an  emergency  loan 
fund  for  students  has  been  established  by  the  Educational 
and  Scientific  Trust  of  the  Pennsylvania  Medical  Society 
in  memory  of  the  late  Harold  B.  Gardner,  prominent 
Harrisburg  and  Pittsburgh  physician. 

• Woman’s  Medical  College  of  Pennsylvania  received 
$731,800  in  gifts  from  private  sources  during  the  year 
ended  June  30,  1967.  The  sum  of  $537,400  was  ear- 
marked for  the  capital  funds  drive.  Major  local  corporate 
gifts  were  received  from  the  Philadelphia  Electric  Com- 
pany and  the  Smith  Kline  & French  Foundation. 

• Albert  Einstein  Medical  Center,  Philadelphia,  has 
received  more  than  a half-million  dollars  from  the  federal 
government  to  study  how  viruses  operate  on  the  molecular 
level.  Information  gained  in  the  five-year  probe  could 
result  in  more  effective  chemical  treatment  of  virus- 
caused  diseases  such  as  cancer.  The  investigation  will  be 
conducted  in  Einstein's  research  laboratories,  headed  by 
Samuel  J.  Ajl,  Ph.D.,  director  of  research;  and  it  will  be 
carried  out  by  a husband-and-wife  team:  Albert  S.  Kaplan, 
Ph.D.,  the  principal  investigator;  and  his  wife,  Tamar 
Ben-Porat,  Ph.D.,  co-investigator.  Dr.  Kaplan  heads  a ten- 
member  research  team. 

• Philadelphia  General  Hospital’s  department  of  dental 
research  has  completed  an  Animal  Research  Laboratory, 
and  started  construction  of  a Microbiological  Research 
Facility  as  part  of  a $104,724  grant  from  the  U.  S.  Public 
Health  Service,  National  Institute  of  Dental  Research. 
Studies  will  be  made  on  biological  characteristics  of  viruses 
known  to  be  the  cause  of  some  mouth  ulcers,  and  research 
will  be  conducted  on  the  changes  occurring  in  the  mouths 
of  animals  with  experimentally-produced  iron  deficiencies. 
PGH  is  also  expanding  its  research  study  of  the  synthesis 
of  proteins  in  living  tissues,  with  a $300,000  grant  from 
the  U.S.  Public  Health  Service.  The  study  may  have 
application  in  such  diseases  as  arthritis,  atherosclerosis  and 
perhaps  cancer. 

• A grant  of  $255,384  for  continued  research  into  the 
cause  and  cure  of  acne  has  been  awarded  to  the  Hospital 
of  the  University  of  Pennsylvania  by  The  John  A.  Hartford 
Foundation.  Inc.,  New  York  City.  The  three-year  grant 
will  make  possible  the  continuation  of  research  on  the 
factors  which  regulate  the  course  of  acne,  and  their  respon- 
siveness to  certain  substances.  A research  grant  of  $159,276 
to  the  University  for  use  in  perfecting  and  evaluating 
a method  for  quick  diagnosis  of  pulmonary  embolism 
has  been  jointly  announced  by  The  John  A.  Hartford 
Foundation.  Inc.  and  the  University.  The  funds  will  be 
used  by  Claude  R.  Joyner,  Jr.,  M.D..  Leonard  D.  Miller, 
M.D.,  and  Stanley  J.  Dudrick,  M.D.  to  evaluate  and 
perfect  this  technique,  which  is  called  diagnosis  by  reflected 
ultrasound. 
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Prescriptions  A Pandora  s Box' 

The  druggist  who  decides  an  item  he  has  in  stock  is  just 
as  good  as  one  he  is  out  of  when  filling  a prescription  opens 
a Pandora's  box  that  leaves  him  subject  to  liability  suits, 
a committee  of  the  American  Bar  Association’s  Section 
of  Insurance,  Negligence  and  Compensation  Law  was  told. 

The  General  Liability  Law  and  Miscellaneous  Casualty 
Insurance  Law  Committee  heard  A.  R.  Christovich  Jr.,  a 
partner  in  the  New  Orleans  law  firm  of  Christovich  and 
Kearney,  deliver  an  address  on  “Druggists’  Liability — 
The  Middle  Man"  as  a breakfast  meeting  in  the  Princess 
Kaiulani  Hotel  in  Honolulu.  The  session  was  part  of  the 
90th  annual  meeting  of  the  American  Bar  Association. 

Should  a substitution  be  a mistake  rather  than  an  act 
committed  by  design,  Mr.  Christovich  said,  the  law  places 
upon  the  druggist  the  obligation  to  inform  the  patron  of 
the  mistake  immediately.  Not  to  do  so  is  negligence. 

The  druggist  is  held  to  know  the  properties  of  the  drugs 
he  sells.  Furthermore,  it  is  his  legal  responsibility  to 
employ  persons  who  have  this  same  knowledge. 

A large  number  of  cases,  Mr.  Christovich  said,  clearly 
state  the  rule  that  the  druggist  who  leaves  his  shop  in  the 
care  of  an  incompetent  or  a subordinate  who  chooses  to 
exceed  his  authority  generally  will  find  himself  in  an 
untenable  position  in  court.  A clerk  left  in  charge  of  a 
store  who  filled  a prescription  that  results  in  the  death  of 
a patron  through  an  error  make  the  owner  liable,  although 
he  had  been  instructed  not  to  fill  any  prescriptions. 

Courts  also  have  held,  Mr.  Christovich  said,  that  a 
defense  of  illegibility  of  a prescription  is  not  tenable,  since 
if  there  is  any  doubt  in  the  druggist's  mind,  he  must  check 
with  the  physician. 

The  druggist  escapes  liability  where  the  medicine  is 
delivered  in  its  own  sealed  package,  since  courts  have  held 
that  he  is  not  required  to  analyze  the  contents  of  every 
bottle  he  buys  and  then  sells.  Thus  there  is  a clearly  evi- 
dent rule  of  thumb  for  today’s  pharmacist:  wherever 

possible,  use  the  manufacturer’s  original  packets  in  filling 
prescriptions.  There  are,  however,  cases  in  which  packets 
must  be  opened  and  their  contents  mixed  with  other  in- 
gredients to  make  up  a prescription. 
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Gatekeepers  Project  Under 
Way  at  Community 
Health  Center 

The  Pennsylvania  Hospital  Community  Mental  Health 
Center,  in  an  effort  to  better  understand  the  crises  people 
face  and  what  help  is  available  to  them,  last  month  launched 
the  “Gatekeepers”  project,  an  experiment  in  one  aspect  of 
community  mental  health. 

“Gatekeepers,”  according  to  the  project  director  Dr. 
John  A.  Snyder,  are  “significant  or  key  persons  in  the  com- 
munity who  can  open  the  door  for  help  to  a person  in 
trouble.”  Gatekeepers  selected  to  participate  in  the  pro- 
gram include  15  clergymen,  15  general  practitioners,  and 
10  pharmacists.  They  are  all  from  Southeast  Philadelphia, 
the  catchement  area  assigned  to  the  Center  for  mental 
health  services. 

The  program  is  a series  of  seminars  and  individual 
consultations.  It  is  part  of  a three-year  pilot  project  at 
the  Pennsylvania  Hospital  Community  Mental  Health 
Center  sponsored  under  a grant  from  the  National  Institute 
of  Mental  Health.  The  results  of  the  experiment  will  serve 
as  the  guidelines  for  similar  programs  in  other  Community 
Mental  Health  Centers. 

The  program  has  two  major  services  to  perform.  The 
first  is  to  learn  from  the  gatekeepers  the  crises  that  com- 
munity members  are  facing,  who  they  turn  to  for  help,  and 
the  kind  of  help  that  presently  exists.  Second  is  the  inter- 
pretation of  the  resources  of  the  Center  and  similar  agencies 
to  the  community  of  Southeast  Philadelphia.  The  inter- 
pretation will  be  the  responsibility  of  the  gatekeepers,  who 
often  have  good  rapport  with  these  troubled  persons  and 
who  are  the  vital  link  between  the  community  and  the 
Center. 

“If  the  Community  Mental  Health  Center  is  to  become 
an  available  and  useful  source  of  help  to  people  in  crisis,” 
say  Dr.  Snyder,  “it  is  particularly  important  that  it  under- 
stands the  community  it  serves,  the  kind  of  crises  people 
in  the  community  are  facing,  where  they  are  turning  for 
help,  and  the  kind  of  channels  of  help  that  exist.” 

Physician's  Journalists  Receive  Awards 

Outstanding  achievements  in  various  media  of  com- 
munication within  the  medical  world  were  last  month 
recognized  by  the  American  Medical  Writers  Association. 
Five  major  awards  were  presented  by  W.  A.  D.  Anderson, 
M.D.  of  Miami,  Florida,  President  of  the  A.M.W.A.,  dur- 
ing the  course  of  the  Association's  Annual  Meeting. 

Loyal  Davis,  M.D.  of  Chicago,  Illinois,  editor  of  Surgery, 
Gynecology  and  Obstetrics,  the  official  journal  of  the  Ameri- 
can College  of  Surgeons,  received  the  Association's  “Honor 
Award”  for  1967,  for  "distinguished  contributions  to  medi- 
cal communication"  in  his  capacity  of  famous  surgeon, 
outstanding  teacher,  experienced  administrator,  prolific 
author,  and  especially  as  the  guiding  spirit — for  twenty- 
eight  years — behind  the  achievements  of  the  prestigious 
journal  named  above. 

The  A.M.W.A.  “Harold  Swanberg  Distinguished  Service 
Award,”  named  for  the  founder  of  the  Society,  Harold 
Swanberg,  M.D.,  was  presented  to  C.  Howard  Ross,  M.D. 
of  Ann  Arbor,  Michigan,  an  outstanding  physician,  lecturer, 
and  writer.  This  award  is  given  annually  to  a member  of 
(Continued  on  page  30.) 
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Thomas  J.  Cahill,  M.D.  and  Martin 

L.  Lee,  M.D.,  Danville,  have  been 
elected  to  membership  in  the  Amer- 
ican Society  of  Internal  Medicine. 

Nine  Philadelphia  internists  have 
been  elected  to  membership  in  the 
American  Society  of  Internal  Medi- 
cine. They  are:  John  I).  Alexander, 

M. D.,  Arthur  L.  Bolden,  M.D.,  Janies 
B.  Donaldson,  M.D.,  Sylvan  H.  Eis- 
man,  M.D.,  William  I.  Gefter,  M.D., 
Gilbert  Grossman,  M.D.,  Hyman  R. 
Kahn,  M.D.,  John  N.  Lindquist,  M.D., 
and  Donald  V.  Rhodes,  M.D. 

August  H.  Becker,  M.I).,  chief  of 
surgery  at  Frick  Community  Hospital, 
Mt.  Pleasant,  has  become  a diplomate 
of  the  American  Board  of  Abdominal 
Surgery.  Dr.  Becker  is  also  a fellow 
of  the  American  College  of  Surgeons. 

G.  Thomas  Passananti,  M.D.,  di- 
rector of  the  toxicology  laboratory  and 
an  associate  professor  of  pharmacol- 
ogy at  Ohio  State  University,  has  been 
named  chief  of  the  biochemistry  lab- 
oratory in  the  Harrisburg  Hospital 
pathology  department. 

Robert  L.  Catherman,  M.D.,  has 

been  named  forensic  pathologist  in 
the  Office  of  the  Medical  Examiner, 
Philadelphia.  The  Medical  Examiner's 
Office,  under  the  direction  of  Joseph 
W.  Spelman,  M.D.,  is  responsible  for 
the  certification  of  cause  of  death  in 
violent,  sudden  or  suspicious  deaths. 

Catherine  Macfarlane,  M.D.,  pro- 
fessor emeritus  at  The  Woman’s  Med- 
ical College,  Philadelphia,  is  the  re- 
cipient of  the  Elizabeth  Blackwell 
award  of  Hobart  and  William  Smith 
Colleges  this  year.  The  award  was 
made  at  the  opening  exercises  of  The 
Woman’s  Medical  College.  The  award 
was  established  in  1958  to  commem- 
orate Elizabeth  Blackwell,  who  grad- 
uated from  Hobart,  then  Geneva  Col- 
lege, as  the  first  woman  in  America 
to  receive  a medical  degree.  It  is 
given  annually  for  “outstanding  ser- 
vice to  mankind.” 

David  M.  Davis,  M.D.,  professor 
emeritus  of  urology  at  Jefferson  Medi- 
cal College,  Philadelphia,  has  been 
awarded  the  Edward  L.  Keyes  gold 
medal  for  contributions  to  the  ad- 
vancement of  urology.  The  award 
was  made  by  the  American  Associa- 
tion of  Genito-Urinary  Surgeons.  It 
was  the  eighth  time  the  award  was 
made  since  1937. 


Roland  F.  Wear,  M.D.,  Berwick,  has 
been  presented  a certificate  of  com- 
mendation on  the  50th  anniversary  of 
the  University  of  Pennsylvania  School 
of  Medicine  Class  of  1917,  in  recogni- 
tion of  the  many  years  of  skilled  and 
dedicated  service  he  has  given  to  hu- 
manity and  his  profession. 

Matthew  J.  Drogowski,  M.D.,  Free- 
land, is  presently  serving  as  a “Volun- 
teer Physician  to  Vietnam”  under  the 
American  Medical  Association  pro- 
gram. Dr.  Drogowski  is  on  the  staff 
of  White  Haven  State  School  and 
Hospital. 

Andrew  J.  Lotz,  M.D.,  Paoli,  has 
been  selected  to  serve  as  chairman 
of  the  newly-formed  Chester  County 
Board  of  Health.  Stephen  M.  Hanson, 
M.D.,  Coatesville  has  also  been  named 
a member  of  the  board. 

John  H.  Zimmerman,  M.D.,  Camp 
Hill,  has  been  named  superintendent 
of  the  White  Haven  State  School  and 
Hospital,  Luzerne  County.  Dr.  Zim- 
merman succeeds  Francis  P.  Colizzo, 
M.I).,  who  is  going  to  Vietnam  for 
a two-month  tour  of  duty  with  “Volun- 
teer Physicians  to  Vietnam.” 

Robert  L.  Brent,  M.I).,  professor 
and  head  of  the  department  of  pedi- 
atrics, professor  of  radiology,  direc- 
tor of  the  Stein  Research  Center  and 
director  of  the  Eleanor  Roosevelt  Can- 
cer Research  Laboratories  at  the 
Jefferson  Medical  College,  is  the  new 
president  of  the  Teratology  Society. 
He  was  inducted  at  the  annual  na- 
tional meeting  in  Estes  Park,  Colo- 
rado. 

William  I).  Chamblin,  Jr.,  M.I)., 

has  been  named  director  of  obstetrics 
and  gynecology  at  Presbyterian-Uni- 
versity  Medical  Center,  Philadelphia. 

David  Goldman,  M.D.,  has  joined 
the  staff  of  The  Woman's  Medical 
College  as  professor  of  physiology  and 
biophysics  and  professor  of  anatomy. 
For  the  past  ten  years  he  has  been 
the  head  of  the  biophysics  division. 
Naval  Medical  Research  Institute, 
Bethesda,  Maryland. 

Howard  E.  Morgan,  M.D.  profes- 
sor and  chairman  of  physiology  at 
The  Pennsylvania  State  University 
College  of  Medicine,  has  been 
awarded  a U.S.  Public  Health  Service 
contract  for  $73,867.  The  funds  will 
cover  the  first  year  of  a five-year 
study  of  the  mechanisms  by  which 
the  heart  increases  in  size  when  it  is 
forced  to  do  more  work. 


Paul  Jones,  M.D.,  Gettysburg,  has 
received  his  certificate  of  graduation 
from  the  twenty-six-week  course  in 
aerospace  medicine  at  the  Naval  Aero- 
space Medical  Institute,  Pensacola, 
Fla.  Dr.  Jones  is  awaiting  his  assign- 
ment to  Cecil  Field,  Jacksonville,  Fla. 

Selim  El-Attrache,  M.D.,  chief  of 
orthopaedic  surgery  at  the  Henry  Clay 
Frick  Community  Hospital,  Mt.  Pleas- 
ant, has  been  elected  vice-president 
of  the  American  Interstate  Ortho- 
paedic Society.  The  Society  is  com- 
posed of  members  from  Pennsylvania, 
Ohio,  New  York,  West  Virginia,  Mary- 
land and  Washington,  D.  C. 

Thomas  C.  Ryan,  M.D.,  Greenville 
and  Robert  E.  Sass,  M.D.,  Sharon, 
have  been  elected  president-elect  and 
first  vice-president,  respectively,  of  the 
Northwestern  Pennsylvania  Chapter  of 
the  American  College  of  Surgeons. 

George  R.  Greenwood,  M.D.  and 
Ralph  K.  Shields,  M.D.,  Bethlehem, 
have  been  appointed  trustees  on  the 
St.  Luke’s  Hospital  board.  This  is  the 
first  time  physicians  have  been  ap- 
pointed to  the  hospital  board. 

W.  Ralston  McGee,  M.D.,  Union- 
town,  has  been  appointed  to  the  Com- 
mission on  Forensic  Medicine  of  the 
Pennsylvania  Medical  Society.  The 
appointment  will  become  effective  fol- 
lowing the  adjournment  of  the  1967 
PMS  House  of  Delegates. 

Alan  Rubin,  M.D.,  has  been  elected 
to  the  Board  of  Directors  of  the  Phila- 
delphia Citizens’  Council  on  City 
Planning.  Dr.  Rubin,  who  is  a mem- 
ber of  the  department  of  obstetrics 
and  gynecology  of  the  University  of 
Pennsylvania  Hospital  and  the  Albert 
Einstein  Medical  Center,  is  the  first 
physician  in  twenty  years  to  serve  on 
the  Council. 

Warren  H.  Fake,  M.D.,  Ephrata, 
Milton  S.  Good,  M.D.,  Elizabethtown, 
and  Herbert  Tindall,  M.D.,  Christiana 
were  recently  honored  by  membership 
in  the  Hahnemann  Medical  College 
Silver,  Gold  and  Diamond  Key  Clubs 
in  recognition  of  their  support  of  the 
college’s  alumni  activities. 

John  C.  Maerz,  M.D.  has  been  ap- 
pointed assistant  director  of  clinical 
investigation  in  the  medical  division  of 
McNeil  Laboratories.  Inc.,  Fort  Wash- 
ington. Dr.  Maerz  was  formerly  affili- 
ated with  the  Florida  State  University 
Health  Center,  Tallahassee. 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
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PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 
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the  A.M.W.A.  for  "distinguished  contributions  to  medical 
literature  and  distinguished  service  to  the  medical  profes- 
sion.” 

Dr.  Anderson  presented  the  A.M.W.A.  "President’s 
Award  to  Miss  Alvina  Rich  Lewis  of  New  York,  Managing 
Editor  of  the  New  York  State  Journal  of  Medicine,  “in 
recognition  of  her  outstanding  service  to  the  Association 
and  her  devotion  to  its  principles”  during  the  many  years 
she  served  in  various  capacities  on  the  national  level. 

The  Association  presented  its  1967  "Honor  Award  in 
Medical  Journalism”  to  the  New  England  Journal  of  Medi- 
cine in  recognition  of  the  Journal’s  Medical  Progress  series. 
The  purpose  of  this  award  is  to  recognize  meritorious 
achievement  intended  for  a medical  audience — and  inde- 
pendent of  its  format. 

The  1967  “Honor  Award  in  Medical  Communication,” 
with  the  purpose  of  recognizing  meritorious  achievement 
intended  to  relate  the  biomedical  world  to  the  general 
scientific  or  nonmedical  sphere,  was  presented  to  Science, 
the  journal  of  the  American  Association  for  the  Advance- 
ment of  Science,  in  recognition  of  a series  of  discerning 
editorials  and  articles  on  current  developments  in  medicine 
with  special  emphasis  on  the  role  of  government,  industry, 
and  education. 


NHI  Surgeons  Develop  Heart  Valves 

Surgeons  of  the  Public  Health  Service’s  National  Heart 
Institute  have  devised  a heart  valve  replacement  which  com- 
bines the  postoperative  advantages  of  valve  transplants 
(homografts)  with  the  ease  of  insertion  of  artificial  heart 
valves. 

The  new  experimental  devise,  designed  by  Drs.  Nina  S. 
Braunwald.  James  C.  A.  Fuchs,  and  Lawrence  I.  Bonchek 
of  the  NHI  Surgery  Branch,  has  proved  highly  successful 
in  calves  and  promises  to  avoid  the  clotting  problems  oc- 
casionally encountered  with  artificial  valve  replacements. 

Heart  valves  severely  damaged  by  rheumatic  fever  are 
usually  replaced  by  artificial  valves,  most  commonly  ball 
valves  and  caged  disc  (lens)  valves  constructed  from  plastic 
or  metal.  However,  a common  problem  following  the  in- 
sertion of  artificial  valves  has  been  clotting  complications, 
which  occur  in  10-40  percent  of  patients  who  survive  cardi- 
ac valve  replacement  with  such  prostheses. 

Artificial  aortic  valve  replacements  pose  relatively  few 
clotting  complications  because  they  are  continually  swept 
clean  by  strong  surges  of  blood  from  the  contracting  left 
ventricle.  However,  replacements  for  the  mitral  valve 
(between  the  left  atrium  and  left  ventricle)  and  the  tri- 
cuspid valve  (between  the  right  atrium  and  right  ventricle) 
must  be  installed  at  sites  where  lower  blood  pressures  and 
flow  velocities  prevail.  Under  these  conditions,  clots  can 
form  more  readily  on  valve  surfaces.  Improved  valve 
designs  and  materials  have  helped  to  reduce  this  problem: 
but.  even  so,  patients  fitted  with  artificial  mitral  or  tri- 
cuspid valves  must  usually  remain  on  continuous  anti- 
coagulant therapy. 

Clinical  experiences  of  the  last  four  years  indicates  that 
homograft  valves — specifically  healthy  aortic  valves  taken 
from  donors  dying  of  other  causes — are  almost  entirely 
devoid  of  clotting  complications. 
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Wyeth  Fellowships  Available 

Applications  for  two-year  Wyeth  Pediatric  Fellowships 
are  available  now  for  residencies  commencing  July  1, 
1968,  through  the  chairman  of  the  Selection  Committee, 
Philip  S.  Barba,  M.D.,  past  president  of  the  American 
Academy  of  Pediatrics,  120  Erdenheim  Road,  Philadel- 
phia, 19118.  All  applications  must  be  in  the  hands  of  the 
Committee  by  December  1,  1967. 

Sponsored  by  the  Wyeth  Fund  for  Postgraduate  Medi- 
cal Education,  each  of  these  fellowships  provides  $4,800 
over  two  years  toward  the  advanced  training  required  for 
board  certification  in  pediatrics.  Wyeth's  monthly  pay- 
ments, made  directly  to  recipients,  are  in  addition  to  the 
usual  stipends  paid  to  residents  by  the  institutions  in  which 
they  train. 

Eligible  to  apply  are  interns,  physicians  who  have  re- 
cently completed  an  internship,  research  Fellows,  or  physi- 
cians completing  their  tour  of  duty  with  the  Armed  Ser- 
vices or  the  U.S.  Public  Health  Service.  Applicants  must 
be  citizens  of  the  United  States  or  Canada.  Those  who 
have  already  started  pediatric  residency  training  are  not 
eligible.  In  the  first  nine  years  of  this  Fellowship  program, 
176  physicians  have  received  its  assistance  toward  their 
advanced  training. 

Each  Fellow  may  choose  the  hospital  in  which  he  will 
train  provided  it  is  accredited  by  the  Residency  Review 
Committee  which  represents  the  American  Board  of  Pedi- 
atrics, the  American  Academy  of  Pediatrics,  and  the  Coun- 
cil of  Medical  Education  and  Hospitals  of  the  American 
Medical  Association.  The  committee  considers  the  follow- 
ing factors:  evidence  of  good  character,  academic  achieve- 
ment, performance  of  duties,  and  need  for  financial  assist- 
ance. Wyeth  plays  no  part  in  the  selection  of  recipients. 


Psychiatric  Award 
Nominations  Solicited 

The  Institute  of  Pennsylvania  Hospital  once  again  is 
looking  for  an  American  psychiatrist  who  has  made  an 
outstanding  contribution  to  patient  care  and  treatment. 

This  individual  will  be  the  recipient  of  the  Institute's 
fifth  annual  award,  created  to  stimulate  therapeutic  efforts 
of  young  psychiatrists.  Previous  winners  were  cited  for 
their  contributions  in  the  areas  of  family  therapy,  com- 
munity mental  health  services,  educational  television,  and 
treatment  of  the  elderly.  The  award  consists  of  a Certifi- 
cate and  cash  prize  of  $1,000  plus  traveling  expenses. 

The  nominated  psychiatrist  must  have  resided  in  the 
United  States  or  Canada  for  the  past  three  years  and  be 
under  fifty  years  of  age.  He  should  be  nominated  by  a 
superior,  who  should  state  fully  why  his  applicant  should  re- 
ceive the  award.  Previous  nominees  can  be  re-submitted  for 
the  current  award.  Information  on  each  nominee  must 
be  complete  since  the  application  may  be  the  sole  basis 
on  which  the  judges  will  make  their  decision.  The  appli- 
cation should  include  the  nominee’s  curriculum  vitae, 
bibliography  and  a complete  statement  of  the  work  on 
which  the  nomination  is  based,  possibly  supplemented  by 
a manuscript  or  reprint. 

All  nominations  should  be  sent  to  J.  Martin  Myers, 
M.D.,  Medical  Director,  the  Institute  of  Pennsylvania 
Hospital,  111  N.  49th  Street,  Philadelphia,  Pa.  19139,  be- 
fore February  15,  1968. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

erences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
‘St.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 

">bial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
>r  Microbiology,  1965,  p.  722. 


Diagnosis: 


cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 


in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.i 

(initial  adult  dose) 


IMegGrarr 

Brand  of 

nalidixic  aci< 

a specific  anti-gram-negative 


eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• "Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 

Winthrop  Laboratories,  New  York,  N.  Y.  10016  organisms  are  believed  to  be  less  prevalent. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


i 


NEOSPORIN 

brand 


POLYMYXIN  B-BACITRACIN 


NEOMYCIN 

OINTMENT 


in 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


pen 


dene 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ . . ^ 

/I'H'DOBINS 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


Deaths 

Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O LeRoy  E.  Chapman,  Warren; 
Starling  Medical  College,  1906;  age 
86;  died  July  16,  1967.  Dr.  Chapman 
was  a former  state  senator  for  thirty- 
two  years  and  was  chairman  of  the 
Senate  Appropriations  Committee 
when  he  retired.  He  is  survived  by 
his  wife,  a son  and  a daughter. 

O Francis  J.  Arch,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1936;  age  67;  died  August  10, 
1967.  Dr.  Arch  is  survived  by  his 
wife,  a son,  six  daughters,  his  father, 
three  sisters  and  a brother. 

O Rudolph  Bloom,  Beverly  Hills, 
Calif.;  George  Washington  Univer- 
sity School  of  Medicine,  1914;  age  75; 
died  August  1,  1967.  Dr.  Bloom  was 
medical  supervisor  of  the  Philadelphia 
Board  of  Education  for  twenty-seven 
years.  During  World  War  II  he 
served  as  commandant  of  the  Medi- 
cal Field  Service  School,  then  at  Car- 
lisle Barracks.  He  is  survived  by  his 
wife,  a son,  a daughter,  a brother  and 
two  sisters. 

John  H.  Coulter,  Philadelphia;  Uni- 
versity of  Virginia  School  of  Medicine, 
1928;  age  62;  died  August  12,  1967. 
Dr.  Coulter  was  on  the  obstetrical  staff 
of  Germantown  and  Roxborough  Me- 
morial Hospitals.  He  is  survived  by 
his  wife,  two  sons,  a daughter,  a 
brother  and  a sister. 

O John  F.  Dreyer,  Allentown;  Uni- 
! versity  of  Toronto  School  of  Medi- 
j cine,  1926;  age  65;  died  August  20, 
» 1967.  Dr.  Dreyer  was  affiliated  with 
Sacred  Heart  Hospital  and  was  scien- 
tific director  of  the  Charles  F.  Neu- 
weiler  Foundation.  He  was  a fellow 
in  the  American  College  of  Surgeons 
and  the  Royal  College  of  Physicians 
and  Surgeons  of  Ontario,  Canada. 
Survivors  include  a son,  a sister  and 
three  grandchildren. 

O Harold  L.  Foss,  Danville;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1909;  age  84;  died  August  11, 
1967.  Dr.  Foss  was  affiliated  with 
The  Geisinger  Medical  Center,  Dan- 
ville. He  was  a past  president  of  the 
American  College  of  Surgeons.  Sur- 
viving are  his  wife,  two  daughters 
and  seven  grandchildren. 


O Theodore  W.  Gliem,  Hamburg; 
Hahnemann  Medical  College,  1929; 
age  64;  died  August  11,  1967.  Dr. 
Gliem  served  as  deputy  coroner  in 
Hamburg.  He  is  survived  by  his  wife, 
two  daughters  and  seven  grandchil- 
dren. 

George  B.  Gray,  Maple  Glen;  Uni- 
versity of  Toronto  School  of  Medicine, 
1894;  age  94;  died  May  20,  1967. 
We  have  received  no  information  re- 
garding survivors. 

O Edward  A.  McDowell,  Philadel- 
phia; Meharry  Medical  College,  1937; 
age  56;  died  July  13,  1967.  During 
World  War  II,  Dr.  McDowell  served 
as  a regimental  surgeon  in  the  Army 
Medical  Corps.  He  is  survived  by  his 
wife,  a daughter,  three  sons  and  his 
parents. 

Gustave  A.  Van  Lennep,  Haverford; 
Hahnemann  Medical  College,  1894; 
age  94;  died  July  8,  1967.  Dr.  Van 
Lennep  was  a professor  emeritus  of 
surgery  at  Hahnemann  and  one  of 
the  founding  members  of  the  Ameri- 
can College  of  Surgeons.  He  is  sur- 
vived by  three  daughters,  two  sons, 
eleven  grandchildren  and  nine  great- 
grandchildren. 

O.  S.  Hannum,  Bradford;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1907;  age  84;  died  July  31,  1967. 
Dr.  Hannum  was  a fifty  year  member 
of  the  Pennsylvania  Medical  Society. 
He  is  survived  by  a daughter,  a son, 
a sister  and  a brother. 

O Charles  K.  Miller,  Philadelphia; 
Temple  University  School  of  Medicine. 
1927;  age  65;  died  August  23,  1967. 
Dr.  Miller  had  been  a member  of 
the  staff  of  Temple  University  Hos- 
pital for  thirty-two  years.  During 
World  War  II  he  was  a commander 
in  the  Navy  Medical  Corps  in  the  Far 
East  and  was  decorated  by  Chinese 
President  Chiang  Kai-shek  for  his  help 
in  transporting  refugees  in  China  to 
safety.  Surviving  are  his  wife,  a son. 
a daughter,  his  mother  and  a brother. 

O Chauncey  D.  Miller,  Carbondale; 
University  of  Pennsylvania  School  of 
Medicine,  1918;  age  75;  died  August 
14,  1967.  Dr.  Miller  served  with  the 
Navy  during  World  War  II.  He  is 
survived  by  his  wife,  two  daughters 
and  a brother. 

Samuel  E.  Robertson,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1923;  age  72;  died  August  6, 
1967.  Dr.  Robertson  was  affiliated 
with  Mercy-Douglas  Hospital.  His 
wife  survives. 


Stanley  J.  Sutula,  Kingston;  Jeffer- 
son Medical  College,  1934;  age  59; 
died  August  18,  1967.  During  World 
War  II  Dr.  Sutula  was  a captain  in 
the  Air  Force  and  served  in  New 
Guinea  and  Australia.  Upon  his  dis- 
charge he  began  his  affiliation  with  the 
Wilkes-Barre  Veterans  Administration 
Hospital.  He  is  survived  by  his  wife, 
a son,  a brother  and  a sister. 

O William  B.  Trexler,  Fullerton; 
University  of  Pennsylvania  School  of 
Medicine,  1906;  age  84;  died  August 
14,  1967.  Dr.  Trexler  was  a past 
president  of  the  Lehigh  County  Medi- 
cal Society.  He  is  survived  by  two 
daughters  and  two  half-sisters. 

O Edgar  J.  Werle,  Meadville;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1917;  age  73;  died  July 
30,  1967.  Dr.  Werle  was  chief  of  the 
Spencer  Hospital  medical  staff  for 
many  years  and  was  honored  by  the 
Crawford  County  Medical  Associa- 
tion upon  his  completion  of  fifty  years 
as  a practicing  physician.  Survivors 
include  a sister  and  several  nieces  and 
nephews. 

O William  J.  Harrison,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1911;  age  80; 
died  July  25,  1967.  Dr.  Harrison  was 
a fellow  of  the  American  College  of 
Surgeons.  He  is  survived  by  his  wife. 

O Harry  K.  Marcy,  Jr.,  Pottstown; 
University  of  Pennsylvania  School  of 
Medicine,  1941.  Dr.  Marcy  is  sur- 
vived by  his  wife. 

O Irwin  S.  Meyerhoff,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  191 1;  age  79;  died  July  26, 
1967.  There  are  no  immediate  sur- 
vivors. 

William  W.  Haines,  Slatington; 
Hahnemann  Medical  College,  1932; 
age  61;  died  August  15,  1967.  Dr. 
Haines  served  as  member  of  the  Slat- 
ington Board  of  Health  and  as  a 
medical  examiner  for  Lehigh  County 
Schools.  He  was  chief  of  emergency 
medical  service  of  the  Slatington  Ci- 
vilian Defense  Council  during  World 
War  II.  Surviving  are  his  wife,  a son, 
a brother,  and  a sister. 

O Dwight  C.  Hanna,  Jr.,  Port  Al- 
legheny; Jefferson  Medical  College, 
1919;  age  76;  died  August  4,  1967. 
Dr.  Hanna  served  in  the  Navy  dur- 
ing World  War  II.  He  is  survived  by 
a son,  a daughter,  a brother  and  a 
sister. 
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From  a continuing  study  on  nasal  congestion  . . . 


(3GK  MADE  in  U.S.A, 


z hr. AFTER.  TRIAMIN1C 


$ 


*T*iA 


Mi 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re 
ducing  turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic", 


timed-release  tablets 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50mg.  Pyrilamine  maleate  25mg.  Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  6ssoi 
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PENNSYLVANIA  MEDICINE 


Postgraduate 
Courses 

ALLENTOWN 

Clinical  Evaluation  and  Laboratory 
Recognition  of  Patients  with  Renal 

Disease;  at  Allentown  Hospital;  Octo- 
ber 12,  1967;  from  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Uremia:  Pathophysiology  and  Treat- 
ment; at  Allentown  Hospital;  Novem- 
ber 9,  1967;  from  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

ALTOONA 

Techniques  of  Resuscitation;  at  Al- 
toona Hospital;  October  19,  1967; 
10  a.m.  to  1 p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

The  Biliary  Tract,  Including  Trans- 
hepatic  Cholangiography  ; at  Altoona 
Hospital;  November  2,  1967;  10  a.m. 
to  12:30  p.m.;  AAGP  2 hours.  Con- 
tact The  Jefferson  Medical  College, 
Philadelphia  19107. 

Recent  Advances  in  Antibiotic 
Treatment;  at  Altoona  Hospital;  No- 
vember 16,  1967;  10  a.m.  to  12:30 
p.m.;  AAGP  2 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Drug  Incompatibilities;  at  Altoona 
Hospital;  November  30,  1967;  10 

a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Erie- — 

October  25,  1967;  Saint  Vincent  Hos- 
pital, Scranton — November  8,  1967; 
Mercy  Hospital,  Allentown  Hospital — 
March  27,  1968;  Williamsport  Hos- 
pital— April  24,  1968;  Altoona  Hos- 
pital— April  25,  1968;  Harrisburg 

Hospital — May  9,  1968.  Hours:  1:30- 
5:30  p.m.,  fee  $5.00.  Contact  Rich- 
ard B.  Magee,  M.D.,  Coordinator, 
Blair  Medical  Center,  501  Howard 
Avenue,  Altoona,  Pa.  16601. 


BETHLEHEM 

Pulmonary  Manifestations  of  Sys- 
temic Disease;  at  St.  Luke’s  Hospital; 
October  19,  1967;  9:30  a.m.  to  noon. 
Fee  $7.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

Disseminated  Disease  of  the  Lung; 

at  St.  Luke’s  Hospital;  November  16, 
1967;  9:30  a.m.  to  noon;  Fee  $7.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

JOHNSTOWN 

New  Concepts  in  Diabetes;  at  Con- 
emaugh  Valley  Memorial  Hospital; 
October  24,  1967;  7 p.m.  to  9 p.m.; 
AAGP  2 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia, 
19107. 

Multiphasic  Screening;  at  Cone- 
maugh  Valley  Memorial  Hospital; 
November  28,  1967;  7 p.m.  to  9 p.m.; 
AAGP  2 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Psychiatry  Problems  of  Adoles- 
cence; Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Potts- 
ville  Hospital:  October  12;  11:00  a.m. 
to  2:00  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Walnut 
Street,  Philadelphia. 

Applied  Office  Psychiatry;  Institute 
of  the  Pennsylvania  Hospital,  Septem- 
ber 28  through  December  21,  1967. 
Contact  Sydney  E.  Pulver,  M.D.,  111 
North  49th  Street,  Philadelphia  19139. 

Graduate  Course  in  Medical  Hypno- 
sis; University  of  Pennsylvania  Gradu- 
ate Division,  School  of  Medicine,  twen- 
ty weekly  sessions  beginning  Septem- 
ber 28,  1967.  Contact  Sydney  E. 
Pulver,  M.D.,  111  North  49th  Street, 
Philadelphia  19139. 

Courses  in  Office  Psychosomatic 
Medicine  (Basic  Course);  Department 
of  Psychiatry  at  Temple  University 
Health  Sciences  Center  and  St.  Chris- 
topher’s Hospital  for  Children;  Thurs- 
days, October  5,  1967,  through  Feb- 
ruary 22,  1968;  10:00  a.m.  to  3:00 
p.m.;  AAGP  80  hours.  Contact  H. 
Keith  Fischer,  M.D.,  5450  Wissa- 
hickon  Avenue,  A- 110,  Philadelphia 
19144. 


Office  Psychiatry  and  Psychosomat- 
ic Medicine;  by  Department  of  Psy- 
chiatry, Temple  University  Health  Sci- 
ences Center,  Philadelphia;  Wednes- 
days, October  4,  1967,  to  February 
21,  1968;  10:00  A.M.  to  3:00  P.M.; 
AAGP  80  hours.  Contact  Barney  M. 
Dlin,  M.D.,  230  West  Allens  Lane, 
Philadelphia  19119. 

Fourteenth  Annual  Institute  for  the 
Care  of  the  Cardiac  and  Asthmatic 
Child;  at  Children's  Heart  Hospital 
of  Philadelphia;  November  8,  1967; 
9:15  a.m.  to  4:15  p.m.;  Fee  $2.00; 
AAGP  4 hours;  Daniel  Mason,  M.D., 
General  Chairman. 

Medical  Hypnosis;  University  of 
Pennsylvania  Division  of  Graduate 
Medicine,  September  28,  1967,  3:00- 
7:00  p.m.  Thursdays  for  twenty  weeks, 
fee  $150.  Contact  Office  of  the  Direc- 
tor, Division  of  Graduate  Medicine, 
237  Medical  Laboratories,  University 
of  Pennsylvania,  Philadelphia  19104. 

Practical  Clinical  Psychiatry;  Uni- 
versity of  Pennsylvania  department 
of  psychiatry,  October  11,  1967,  2:30 
p.m.,  fee  $100.  Contact  William  L. 
Webb,  Jr.,  University  of  Pennsylvania, 
Department  of  Psychiatry,  (215)  EV 
2-4600,  ext.  2816. 

Pediatric  Allergy;  St.  Christopher’s 
Hospital  for  Children  and  pediatric 
department  of  Temple  University  Hos- 
pital, November  8-9,  1967  at  the  Asth- 
matic Center  of  Children’s  Heart  Hos- 
pital, Philadelphia.  Contact  Leonard 
S.  Girsh,  M.D.,  3701  N.  Broad  Street, 
Philadelphia  19140. 

Genetics  in  Medical  Practice;  Jef- 
ferson Medical  College,  November  3- 
4,  1967,  fee  $35.00.  Contact  John  H. 
Killough,  M.D.,  Jefferson  Medical  Col- 
lege, 1025  Walnut  Street,  Philadelphia 
19107. 

The  Adolescent — A Medical  Prob- 
lem; by  Philadelphia  Academy  of  Gen- 
eral Practice;  at  Marriott  Motor  Inn, 
Philadelphia,  November  12,  1967,  1 
p.m.  to  10:30  p.m,  (dinner  included); 
AAGP  6 hours;  fee  $10.00.  Contact 
M.  M.  Perloff,  M.D.,  2923  W.  Chel- 
tenham Avenue,  Philadelphia  19150. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 
and  Eye  and  Ear  Hospital,  September 
10-17,  November  12-18,  1967;  fee 
$5.00.  Contact  Ralph  J.  Caparosa, 
M.D.,  Suite  403,  3600  Forbes  Ave- 
nue, Pittsburgh  15213. 
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Seminars  on  Psychological  Aspects 
of  Medical  Practice;  Staunton  Clinic, 
Department  of  Psychiatry,  University 
of  Pittsburgh,  September  19  or  20 
through  December  13  or  14,  1967, 
10  a. M. -noon.  Fee  $65.00,  AAGP  26 
hours.  Contact  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  3601  Fifth 
Avenue,  Pittsburgh  15213. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
September  14,  October  12,  November 
8,  1967;  January  11,  February  8, 
March  14,  April  11,  May  9,  June  13, 
1968;  11:00  a.m.  to  2:00  p.m.;  AAGP 
20  hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  Street,  Philadelphia. 

Thromboembolic  Disease — Current 
Concepts;  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  November  9, 
1967;  11:00  a.m.  to  2:00  p.m.: 

AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia,  Pa.  19107. 

SCRANTON 

Medico-Legal  Investigation;  at 

Mercy  Hospital;  October  18,  1967; 
9:30  a.m.  to  noon;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Conceptual  Advances  Concerning 
Congestive  Heart  Failure:  Physiologic 
Considerations  and  Treatment;  at 

Mercy  Hospital;  November  15,  1967; 
9:30  a.m.  to  noon;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

WILKES-BARRE 

Recognition  of  the  Patient  with 
Ischemic  Heart  Disease;  at  Wilkes- 
Barre  General  Hospital;  November 
16,  1967;  9 a.m.  to  noon;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Digitalis  and  Quinidine;  by  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University;  at  Wilkes-Barre  Gen- 
eral Hospital;  October  19,  1967;  9:00 
a.m.  to  noon;  AAGP  3 hours.  Con- 
tact John  H.  Killough,  M.D..  1025 
Walnut  Street,  Philadelphia  19107. 

WILLIAMSPORT 

i nironmental  Causes  of  Congenital 
rmations — Genetic  Counselling; 

at  Williamsport  Hospital;  October  18, 
1967;  10  a.m.  to  3:30  p.m.;  AAGP 


4 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Examination  of  the  Patient  with 
Suspected  Heart  Disease;  at  Williams- 
port Hospital;  November  15,  1967; 
10  a.m.  to  3:30  p.m.;  AAGP  4 hours. 
Contact  The  Jefferson  Medical  College, 
Philadelphia  19107. 

YORK 

Urinary  Tract  Infections — A Co- 
ordinated Approach;  at  York  Hos- 
pital; October  12,  1967;  8 a.m.  to 
noon;  Fee  $8.00;  AAGP  3 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

The  Physician  and  Sex  Education; 
at  York  Hospital;  October  19,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Cardiac  Prostheses — Present  and 
Future;  at  York  Hospital;  October 
26,  1967;  8 a.m.  to  noon;  Fee 

$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Diabetes  and  Aldosteronism;  at 

York  Hospital;  November  2,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Med- 
ical College,  Philadelphia  19107. 

Pulmonary  Embolism — Its  Discov- 
ery' and  Treatment;  at  York  Hospital; 
November  9,  1967;  8 a.m.  to  noon; 
Fee  $8.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

An  Approach  to  the  Patient  with 
Fever  of  Undetermined  Origin;  at 

York  Hospital;  November  16,  1967; 
8 a.m.  to  noon;  Fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Respirators  and  Ventilation  Sup- 
port; at  York  Hospital;  November 
30,  1967;  8 a.m.  to  noon;  Fee  $8.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Current  Concepts  of  Secondary 
Anemias;  at  York  Hospital;  Decem- 
ber 7,  1967;  8 a.m.  to  noon;  Fee 
$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

OUT  OF  STATE 

Hospital  Problems:  An  Interdisci- 
plinary Approach;  the  Mound  Park 
Hospital  Foundation  and  the  J.  Hillis 
Miller  Health  Center,  University  of 
Florida,  October  26-28,  1967.  Con- 


tact M.  A.  Barton,  M.D.,  Mound 
Park  Hospital  Foundation,  Inc.,  St. 
Petersburg,  Florida  33701. 

Renal  Diseases  and  Fluid  and  Elec- 
trolyte Balance;  University  of  Wash- 
ington, Seattle,  Wash.,  October  9-13, 
1967,  sponsored  by  the  American  Col- 
lege of  Physicians,  fee  $60  members, 
$100  nonmembers.  Contact  Edward 
C.  Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Neurologic  Aspects  of  Internal 
Medicine;  Duke  University  Medical 
Center,  Durham,  N.C.,  November  15- 
18,  1967,  sponsored  by  the  American 
College  of  Physicians,  fee  $60  mem- 
bers, $100  nonmembers.  Contact  Ed- 
ward C.  Rosenow,  Jr.,  M.D.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Medical  Genetics;  University  of 
Michigan  Medical  School,  Ann  Arbor, 
Mich.,  November  27-30,  1967,  spon- 
sored by  the  American  College  of 
Physicians,  fee  $60  members,  $100 
nonmembers.  Contact  Edward  C. 
Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Clinical  Cardiopulmonary  Physi- 
ology'; Knickerbocker  Hotel,  Chi- 
cago, Illinois,  November  6-10,  1967. 

Diagnosis  and  Treatment  of  Diseases 
of  the  Heart  and  Lungs;  Barbizon- 
Plaza,  New  York  City,  November  13- 
17,  1967.  Contact  the  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois 
60611. 

Lary  ngology  and  Bronchoesophagol- 

ogy;  College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Cen- 
ter, Chicago,  November  6-17,  1967. 
Contact  the  Department  of  Otolaryng- 
ology, College  of  Medicine  of  the  Uni- 
versity of  Illinois  at  the  Medical  Cen- 
ter, P.O.  Box  6998,  Chicago,  Illinois 
60680.  U 

Gastroenterology;  American  Col-  I 
lege  of  Gastroenterology  at  The  Bilt-  I 
more,  Los  Angeles,  Calif.,  November  , 
2-4,  1967.  Contact  the  American  Col- 
lege of  Gastroenterology,  33  West  60th 
Street,  New  York,  N.Y.  10023. 

• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an  i 
area  of  several  counties  or  more.  Information  I . 
must  be  received  by  the  first  day  of  each  month,  : 
to  appear  the  following  month.  Each  item  will  | 
appear  no  more  than  four  times.  Address:  I • 
Commission  on  Medical  Education.  Taylor  By-  J 
pass  and  Erford  Road,  Lemoyne  17043. 
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PENNSYLVANIA  MEDICINE 


Legal 

Informed  Consent  to  Surgery 

The  Pennsylvania  Supreme  Court  has  replaced  the  classic  objective 
reasonable  man'  test  with  the  patient’s  subjective  understanding  of  the 
nature  and  risks  of  procedure 


DENNIS  M.  MAHONEY,  M.D. 
Carlisle,  Pennsylvania 

In  a recent  case,  the  Pennsylvania 
Supreme  Court  established  a new 
and  radically  different  concept  of 
the  physician’s  duty  to  inform  his  pa- 
tient preparatory  to  surgery.  The 
court  by  a four  to  three  decision  sub- 
stituted the  patient’s  subjective  under- 
standing of  the  nature  of  his  surgery 
for  the  classic  objective  reasonable 
man  test.  By  so  doing,  the  court  took 
a step  backward  into  the  morass  of 
subjective  intent. 

The  Case 

The  case  has  ominous  overtones  for 
the  medical  community  for  two  rea- 
sons. First,  it  represents  a radical  de- 
parture from  the  time-honored  con- 
cept against  which  medical  action  and 
inaction  have  previously  been  judged 
(that  of  a reasonable  man — a purely 
objective  test).  Second,  the  decision 
was  rendered  by  the  Supreme  Court 
of  Pennsylvania  so  it  is  now  the  law 
of  that  jurisdiction.  At  first  blush  this 
would  not  seem  to  carry  tremendous 
portent  relative  to  the  rest  of  the  coun- 
try. Pennsylvania,  however,  has  been 
and  is  regarded  by  tradition  as  a 
judicially  conservative  state.  Thus  this 
striking  and  radical  departure  from 
prior  standards  of  judgment  assumes 
monumental  proportions. 

The  plaintiff  sued  the  physician  for 
a trespass  alleging  that  he  exceeded 
his  consent  and  that  he  failed  to  in- 
form the  plaintiff  of  the  collateral  risks 
of  surgery.  The  jury  returned  a ver- 
dict for  the  plaintiff  but  the  trial  court 
granted  a judgment  for  the  defendant- 
physician  notwithstanding  the  jury 
verdict.  The  plaintiff  appealed  this 
judgment  to  the  Pennsylvania  Supreme 
Court  which  reversed  the  lower  court’s 
judgment  and  reinstated  the  jury  ver- 
dict. On  the  question  of  legal  liability 
the  trial  judge  had  said  that  the  only 


issue  for  the  jury  was  whether  or  not 
plaintiff  had  consented  to  the  opera- 
tion or  substantially  the  operation  that 
was  performed  on  him.  He  charged 
the  jury  as  follows: 

Did  the  plaintiff  consent  to  major 
or  serious  surgery,  or  did  he  anticipate 
only  minor  surgery,  and  did  he  be- 
lieve that  there  was  practically  noth- 
ing to  this  operation,  as  he  testified; 
and  that’s  the  only  issue  in  the  case. 
We  know,  of  course,  that  he  did  con- 
sent to  an  operation.  The  only  ques- 
tion is  did  he  consent  to  major  sur- 
gery. 

In  its  inception  the  doctrine  of  con- 
sent encompassed  situations  in  which 
a physician  agreed  with  his  patient  to 
perform  a particular  operation,  and  at 
surgery  either  performed  a different 
one  or  greatly  exceeded  the  planned 
procedure.  This  type  of  bodily  inva- 
sion is  analogous  to  common-law  con- 
cepts of  assault  and  battery. 

The  amorphous  doctrine  of  “in- 
formed consent”  began  to  emerge  in 
the  decisions  in  1960.  The  informing 
required  by  the  courts  is  now  directed 
to  problems  of  collateral  risks  and 
hazards  of  surgery.  Consent  is  not 
informed  if  the  patient  is  not  “in- 
formed” of  the  collateral  risks  of  the 
surgery.  In  this  type  of  situation,  the 
patient  has  agreed  to  a surgical  pro- 
cedure and  exactly  that  procedure  is 
performed.  There  is  a certain  col- 
lateral risk,  however,  inherent  in  the 
surgery  and  the  patient  is  injured  when 
that  risk  comes  to  fruition.  The  duty 
to  inform  the  patient  of  collateral  risks 
is  generally  considered  to  be  within 
the  province  and  sound  discretion  of 
the  physician.  The  necessary  corollary 
to  this  finding  is  that  expert  medical 
testimony  is  a mandatory  requirement 
if  the  plaintiff  is  to  recover. 

The  Pennsylvania  court's  decision 
and  more  important  its  rationale  will 


have  immediate  and  monumental  im- 
pact upon  the  medical  profession  in 
Pennsylvania.  Its  first  effect  must 
necessarily  be  that  of  engendering 
great  uncertainty  among  the  members 
of  the  profession.  They  will  ask  after 
this  decision — what  is  informed  con- 
sent? The  uncertainty  arises  because 
the  opinion  does  not  make  clear 
whether  the  defendant  neurosurgeon 
exceeded  the  written  consent  given,  or 
whether  he  failed  to  inform  the  plain- 
tiff of  collateral  risks,  or  whether  he 
was  liable  on  both  charges. 

The  court  first  discussed  the  prob- 
lem of  scope  of  consent.  The  burden 
is  always  upon  the  plaintiff  to  prove 
that  the  operation  performed,  or  sub- 
stantially that  operation  was  not  au- 
thorized by  him.  The  consent  was 
given  for  exploratory  laminectomy  and 
exactly  that  procedure  was  performed. 
The  pathology  noted  at  surgery  was 
a herniated  thoracic  intervertebral 
disc.  The  pressure  from  this  disc 
as  it  pressed  against  the  spinal  cord 
had  caused  considerable  cord  atrophy. 
The  neurosurgeon  performed  a Kahn 
decompression  maneuver  to  take  the 
pressure  off  of  the  spinal  cord.  This 
consists  of  severing  the  dentate  liga- 
ments to  take  the  counter  pressure  off 
the  cortico-spinal  tracts  of  the  pos- 
terior area  of  the  cord.  The  only 
practice  which  the  neurosurgeon  was 
“guilty  of”  was  good  medical  prac- 
tice. No  physician  would  or  could  be 
found  to  say  that  the  surgical  pro- 
cedure performed  was  not  the  one 
authorized  by  the  patient.  It  would 
be  the  ultimate  in  bad  medical  prac- 
tice to  perform  exploratory  surgery, 
ascertain  a readily  correctible  patho- 
logic condition,  and  then  sew  the  pa- 
tient up  only  to  ask  his  permission 
later  to  correct  the  problem.  As  the 
neurosurgeon  testified,  “exploratory" 
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in  its  medical  context  means  that  there 
is  some  suspected  pathologic  condition 
existing  internally.  The  physician 
opens  the  human  body  with  an  eye 
to  finding  the  condition  and  correct- 
ing it  at  that  time  if  possible.  It  is 
clear  that  the  physician  here  did  not 
exceed  the  scope  of  his  consent. 

The  remainder  of  the  majority  opin- 
ion discusses  the  problem  of  lack  of 
consent  to  collateral  risk  (paralysis). 
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The  plaintiff  alleged  that  he  was  not 
informed  that  this  was  major  or  seri- 
ous surgery.  The  orthopedic  surgeon 
who  initially  examined  the  patient  and 
hospitalized  him  testified  that  prior  to 
hospital  admission  he  told  the  patient 
that  from  the  basis  of  his  physical 
examination  he  felt  the  patient  had  a 
lesion  in  the  spinal  cord  or  the  brain. 
He  said  that  the  proposed  x-ray 
studies  were  of  the  inside  of  the  spine. 
He  later  told  the  patient  that  the 
studies  showed  a space-taking  defect 
in  the  thoracic  spinal  area.  He  said 
that  the  operation  necessary  was  an 
exploratory  laminectomy  and  that  it 
was  a serious  operation.  This  con- 
versation was  a full  six  days  prior  to 
surgery.  The  operating  neurosurgeon 
testified  that  he  told  the  patient  that 
this  was  serious  or  major  surgery,  and 
that  there  was  a collateral  risk  of 
paralysis.  He  could  not,  however, 
remember  his  exact  conversation  with 
the  patient.  Unfortunately,  his  mem- 
ory was  not  adequate  enough  to  en- 
able him  to  remember  one  specific 
.iversation  with  one  patient  which 
h transpired  some  five  years  and 
nine  months  before.  The  defendant, 
who  had  performed  some  4,000  opera- 


tions, testified  that  he  made  it  standard 
practice  to  inform  patients  of  the 
seriousness  of  surgery  when  operating 
on  the  brain  or  spinal  cord.  It  is  sub- 
mitted that  the  credible  evidence  here 
was  so  much  in  the  defendant  doctor’s 
favor  that  there  was  no  jury  question 
involved. 

The  majority  opinion  apparently 
feels  that  the  patient  must  understand 
the  nature  of  the  treatment.  It  is 
rather  difficult  to  see  how  the  physi- 
cians here  could  have  explained  the 
patient’s  problem  with  greater  candor, 
detail  or  simplicity.  Does  the  court 
mean  to  imply  that  from  now  on  the 
surgeon  is  under  an  obligation  pre- 
operatively  to  impart  to  his  patient 
all  the  risks,  ramifications,  indications, 
and  contra-indications  of  the  pro- 
cedure? It  is  respectfully  submitted 
that  this  level  of  understanding  takes 
a minimum  of  ten  years  of  study  to 
comprehend. 

The  real  problem  with  the  decision, 
however,  centers  on  the  charge  to  the 
jury  in  terms  of  the  patient’s  belief 
and  anticipation.  It  would  seem  that 
regardless  of  the  simplicity  of  explana- 
tion and  the  depth  of  discussions,  if 
the  patient  did  not  understand,  then 
his  consent  was  uninformed.  This 
new  concept  (basing  informed  con- 
sent on  the  patient’s  own  understand- 
ing of  what  was  said  to  him)  over- 
rules by  implication  prior  Pennsyl- 
vania law.  Two  very  important  fac- 
tors must  be  considered  in  analyzing 
the  jury  charge: 

( 1 ) the  overwhelming  disability 
shifted  upon  the  defendant  when  it  is 
incumbent  upon  him  to  prove  what 
lurks  in  the  confines  of  another’s  mind. 

(2)  the  jury  should  not  be  in- 
structed to  consider  only  one  side  of 
the  testimony. 

The  jury  here  was  charged  with  the 
burden  of  analyzing  what  the  patient 
believed  and  what  the  patient  antici- 
pated. What  the  patient  believed  and 
anticipated  have  heretofore  been  im- 
material. The  test  has  always  been 
not  what  this  patient  believed  or  antici- 
pated but  what  a reasonable  man 
would  believe  or  anticipate.  The  jury 
was  not  charged  with  an  analysis  of 
what  was  said  by  the  orthopedic  sur- 
geon and  the  neurosurgeon,  and  what 
conclusions  a reasonably  prudent  man 
would  draw  from  those  conversations. 

The  court  has  rendered  the  medical 
profession  an  extreme  disservice.  By 
their  decision  in  this  case,  the  court 
is  now  requiring  the  physician  to  pro- 


ceed at  his  own  risk.  No  longer  will 
an  explanation  be  judged  in  light  of 
the  reasonable  man  standard.  Now 
the  practitioner  must  be  plagued  with 
nagging  doubts.  Does  this  patient  be- 
lieve from  what  I have  disclosed  to 
him  that  his  surgery  is  serious?  A 
reasonable  man  would  so  believe,  but 
does  this  patient  so  understand?  In- 
deed, a full  and  complete  explana- 
tion of  all  facets  of  a problem  requi- 
site for  full  understanding  may  on 
occasion  be  very  bad  medicine.  If  the 
physician’s  explanation  is  too  exten- 
sive there  is  a distinct  possibility  of 
alarming  an  already  apprehensive  pa- 
tient. By  so  doing,  the  physician  can 
convert  a fair  surgical  risk  patient  into 
a poor  surgical  risk.  In  addition,  there 
is  always  the  distinct  possibility  that 
an  unduly  detailed  explanation  of  all 
possible  risks  and  problems  will  so 
frighten  the  patient  that  he  refuses 
surgery  and  by  so  doing  forfeits  any 
chance  of  life.  When  these  grave  con- 
sequences are  considered,  it  would 
seem  that  the  courts  should  reject  any 
requirement  for  a heavy-handed,  for- 
malistic, text-book  explanation  and  al- 
low the  physician  to  tailor  his  dis- 
cussions to  meet  each  particular  pa- 
tient’s needs.  Specificity  and  detail  of 
explanation  prior  to  surgery  are 
strictly  matters  of  medical  judgment 
best  left  to  the  individual  practitioner. 
The  Supreme  Court  of  Kansas  adopts 
the  view  that  too  complete  disclosure 
of  all  facts,  diagnoses  and  alternatives 
or  possibilities  which  might  occur  to 
the  doctor  could  so  alarm  the  patient 
that  it  would,  in  fact,  constitute  bad 
medical  practice. 

The  Pennsylvania  decision  creates  a 
myriad  of  new  problems  in  the  field 
of  informed  consent.  Foremost 
among  them  is  the  question  of  the 
standard  by  which  a physician's  ex- 
planation and  discussion  is  to  be 
judged.  Does  the  majority  opinion  in- 
tend to  change  the  prior  reasonable 
man  test  and  lead  this  jurisdiction  into 
the  no-man’s  land  of  subjective  intent? 

The  Pennsylvania  Supreme  Court 
should,  at  its  earliest  opportunity,  re- 
appraise the  rationale  of  the  decision, 
and  clarify  its  position  on  the  nature 
of  informed  consent.  The  medical 
community  would  hope  that  the  cri- 
teria adopted  by  the  court  will  be 
expressly  rejected.  To  quote  from  the 
dissenting  opinion  of  Mr.  Chief  Justice 
Bell:  "The  practical  effect  of  the 

majority  opinion  would  require  a sur- 
geon to  be  not  only  an  able  surgeon 
but  also  a prophet.”  He  must  now 
not  only  explain  the  proposed  sur- 
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gery  and  its  collateral  risks,  but  pro- 
ceed at  his  peril  never  knowing 
whether  the  patient  fully  understands. 
“To  impose  on  a surgeon  such  a 
burdensome  task  is  very  unrealistic, 
very  unfair,  and  very  unjustifiable.” 

An  esoteric  dissertation  and  micro- 
scopic dissection  of  a court  opinion  is 
of  little  value  to  a busy  practitioner. 
With  that  thought  in  mind,  I will  at- 
tempt to  point  up  the  ramifications  of 
the  Pennsylvania  decision  as  they  affect 
the  day  to  day  practice  of  medicine. 

First,  the  practitioner  must  explain 
what  he  proposes  to  do  and  the  major 
collateral  risks  involved,  basing  the 
degree  of  detail  of  explanation  on  the 
seriousness  of  the  procedure  and  the 
physical  and  mental  make-up  of  the 
patient. 

Second,  always  make  an  attempt  to 
have  either  a member  of  the  hospital 
nursing  personnel  or  office  personnel 
present  when  explanations  are  made. 

Third,  and  most  important  but  most 
i often  neglected,  make  sure  that  you 
have  a written  record  of  the  discus- 
Ision  session.  The  wisest  course  of 
action  is  to  make  a reasonably  detailed 
note  in  your  office  records,  with  date 
included,  stating  the  nature  of  your 
discussions,  and  the  risks  mentioned 
to  the  patient.  As  has  often  been 
stated,  the  office  record  is  only  evi- 
dence, to  be  believed  or  disbelieved 
by  the  jury,  but  it  is  still  the  most 
persuasive  evidence  that  a full  and 
frank  discussion  was  in  fact  held. 

Another  problem  area  which  has 
been  emerging  in  the  more  recent  de- 
cisions is  the  courts’  persistent  refer- 
ence to  the  nurses’  notes  and  pertinent 
comments  noted  therein.  When  a pa- 
tient has  told  a nurse  that  he  is  appre- 
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hensive  and  that  he  does  not  know 
what  is  to  be  done  at  surgery,  the 
physician  should  ascertain  the  cause 
of  the  patient's  apprehension,  make 
whatever  explanation  he  deems  medi- 
cally adequate,  and  then  specifically 
note  on  the  chart  that  he  has  seen 
the  patient,  explained  the  surgery  to 
him,  and  state  that  his  visit  and  ex- 
planation is  in  reference  to  the  nurse’s 
observation.  This  protects  the  physi- 
cian from  a later  allegation  that  while 
he  says  he  explained,  the  patient  says 
he  did  not  and  the  notations  in  the 
nursing  notes  tend  to  confirm  the  pa- 
tient's allegation.  This  is  a critically 
important  detail  and  must  not  be  over- 
looked. 

Another  critical  problem  area  raised 
by  the  Pennsylvania  decision  is  the 
timing  of  the  signed  consent.  This 
difficulty  most  frequently  arises  when 
a patient  is  admitted  by  one  physician 
with  surgery  intended  and  perhaps  dis- 
cussed between  the  admitting  physi- 
cian and  patient.  On  admission  the 
operative  permit  is  signed.  Then  sev- 
eral days  later  another  specialist  is 
called  in  to  evaluate  the  patient  and 
perform  surgery  if  indicated.  The 
second  surgeon  blithely  operates  on 
the  patient  only  to  find  out,  as  in  the 
Pennsylvania  case,  that  a court  of  law 
may  not  and  frequently  will  not  inter- 
pret the  admitting  consent  form  as 
running  to  the  operating  surgeon. 
Their  reasoning  is  that  when  the  con- 
sent form  was  signed  the  operating 
surgeon  had  not  yet  made  an  appear- 
ance and  hence  he  could  not  assume 
that  the  consent  was  intended  for  him. 
The  proper  method  to  avoid  this  pit- 
fall  is  to  discard  any  consent  form 
signed  before  you  personally  enter  the 


case.  After  your  explanation  of  the 
procedure  and  its  risks,  then  procure 
the  necessary  consent. 

At  this  juncture  the  reader  may 
utter  a few  oaths  under  his  breath 
while  contemplating  the  mounds  of 
paper  work  which  modern  society  is 
constantly  pressing  upon  him.  He  may 
exclaim — “First  medicare  forms  in 
quintuplicate  and  now  detailed  discus- 
ions  and  diagrams  a la  Frank  Netter. 
I should  have  taken  mother’s  advice 
and  become  a plumber  instead  of  a 
urologist.”  This  writer,  to  be  sure, 
is  in  complete  sympathy  with  the 
reader’s  thoughts,  but  unfortunately  in 
the  pervasive  lights  of  the  courtroom 
one  cannot  and  must  not  chance  a 
career  on  shoddy  record  keeping.  My 
hope  has  been  to  alert  the  practicing 
physician  to  a dangerous  trend  in  the 
law  and  to  offer  some  suggestions  to 
aid  in  avoiding  the  crush  of  this 
frightening  new  legal  concept. 
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Cardiovascular  Brief 


Dissecting  Aortic  Aneurysm 


Please  define  a dissecting  aortic  aneu- 
rysm. 

A dissecting  aortic  aneurysm  is 
brought  about  by  a degeneration  of 
the  media  of  the  vessel  as  the  result 
of  a number  of  factors.  Blood  from 
the  aorta  enters  this  area  through  a 
sudden  intimal  tear  and  may  extend 
proximally,  distally  or  both.  A dis- 
secting aortic  aneurysm  is  recognized 
as  a clinical  and  pathological  entity. 

What  are  the  chief  factors  that  encour- 
age the  sudden  onset  of  this  serious 
lesion? 

Necrosis  of  the  aortic  media  (cystic 
medial  fibrosis)  is  present  in  a number 
of  instances  (over  55  per  cent).  Un- 
fortunately, its  cause  is  now  unknown. 
Many  times  a combination  of  several 
processes  may  occur  in  the  aortic 
media:  syphilis,  arteriosclerosis,  an 

endocrine  factor  associated  with  preg- 
nancy, hypertensive  vascular  disease 
(particularly  the  malignant  type),  a 
mycotic  aneurysm,  etc.  Some  investi- 
gators believe  that  there  is  a genetic 
predisposition  (Marfan’s  syndrome). 
Nevertheless,  it  is  true  that  an  other- 
wise essentially  normal  aorta  may  be 
discovered  in  ten  to  15  percent  of 
the  patients. 

Will  you  comment  on  the  race,  sex, 
and  age  distribution? 

Males  are  usually  affected,  and  the 
lesion  is  commonly  found  in  older 
patients,  except  when  complicating 
pregnancy.  No  race  is  immune. 

Is  chest  pain  an  outstanding  symptom 
of  dissection? 

Yes.  The  onset  of  aortic  dissection 
is  usually  sudden  and  most  times  is 
associated  with  a severe,  continuous, 
anterior  chest  pain,  often  described 
by  the  patient  as  a “ripping”  or  “tear- 
ing” variety.  While  pain  is  commonly 
present  in  the  anterior  thorax,  it  may 
radiate  posteriorly  and  if  the  patient 


lives,  severe  pain  may  shift  to  the 
abdomen  and  lower  extremities  if  the 
dissection  continues. 

What  picture  does  the  patient  present 
when  an  early  examination  is  possible? 

Sudden  syncope  and  shock  may  be 
noted.  The  remaining  symptoms  and 
signs  are  varied  and  depend  on  the 
course  and  progress  of  the  dissection. 
Blood  pressure  determinations  are 
variable.  Readings  may  be  unobtain- 
able or  an  elevation  may  be  recorded. 
If  the  dissection  ruptures  into  the 
pericardial  sac,  a friction  rub  may  be 
heard  over  the  area.  Abdominal 
tenderness  is  not  uncommon.  Neuro- 
logical signs  may  appear  and  dominate 
the  clinical  picture.  Hemiplegia,  con- 
vulsions and  syncope  may  come  about 
as  a result  of  blood  flow  in  the 
carotid  arteries.  With  interference  to 
the  blood  supply  to  the  spinal  cord, 
paraplegia  may  be  present.  In  short, 
the  varied  findings  should  alert  the 
clinician  to  the  possibility  of  dissecting 
aneurysm. 

What  studies  should  be  made  to  diag- 
nose and  localize  the  dissection? 

If  the  patient  survives  and  clinical 
condition  permits,  serial  chest  roent- 
genograms and  angiography  may  be 
carried  out  to  localize  the  dissection. 
An  increase  in  the  diameter  of  the 
supracardiac  shadow  in  the  roent- 
genogram is  suspicious.  Repeated 
electrocardiograms  are  also  useful  in 
excluding  acute  myocardial  infarction. 
Remember  that  occlusion  of  the  coro- 
nary ostium,  as  well  as  the  presence 
of  acute  pericarditis,  may  produce 
suggestive  patterns.  However,  a quick 
reevaluation  of  the  patient’s  over-all 
condition  may  serve  to  sharpen  the 
diagnosis. 

What  is  the  prognosis  in  the  presence 
of  a dissection  aortic  aneurysm? 

The  prognosis  is  better  when  the 
ascending  aorta  is  not  involved.  If 


this  area  is  affected,  the  prognosis  is 
poor  (less  than  two  to  three  weeks),  j 
However,  when  the  diagnosis  is  estab- 
lished in  any  type  of  aortic  dissection, 
the  physician  is  presented  with  a 
serious  problem. 

What  about  the  medical  treatment  of 
this  lesion? 

Measures  of  this  type  are  mostly 
symptomatic.  Pain  and  shock  are  con- 
trolled; anemia  and  cardiac  tampon- 
ade, when  present,  are  managed  in 
the  usual  manner. 

Is  surgical  correction  of  this  lesion  of 
any  value? 

At  the  present  time,  this  is  ques- 
tionable. The  patient’s  background, 
the  site  and  extent  of  the  lesion,  the 
clinical  condition,  etc.,  will  influence 
the  decision.  So  will  a better  under- 
standing of  the  natural  history  of  dis- 
secting aortic  aneurysm.  In  any  event, 
we  must  realize  that  we  are  facing  a 
most  difficult  (if  not  hopeless)  prog- 
nosis, particularly  when  involvement 
of  the  ascending  aorta  has  been  dem- 
onstrated. A similar,  threatening,  de- 
generative lesion  of  even  greater  de-  | 
gree  may  be  present  in  other  areas. 
Survival  may  be  possible  occasionally 
when  the  dissection  is  limited  to  the 
descending  (“double-barreled")  aorta. 
Our  final  decisions  in  these  desperately 
ill  patients  should  be  withheld  until 
further  studies  are  available. 

M.  Price  Margolies,  M.D.  questions 
William  G.  L earn  an,  Jr.,  M.D.,  Fellow, 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association. 

William  G.  Leanian,  Jr.,  M.D.,  pre-  ^ 
pared  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. ) 
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et’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Beta-Hemolytic 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  KK  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


701297 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
ensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
er  allergies.  Resuscitative  drugs  should  be  readily  available  for 
gsncy  administration.  These  include  epinephrine  and  pressor 
as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
stations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stu 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrow) 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  sh 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
common  with  administration  of  oral  penicillin  than  with  intramust 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sir 
cant  index  of  sensitization.  The  following  hypersensitivity  reac 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rc 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,- 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  f 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphy 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  th 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cil 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units) 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  ini 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  dividec 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tin 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  pr 
development  of  rheumatic  fever  and/or  other  serious  complica 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a h 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy, 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shou' 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  an 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  th< 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  m 
ately  severe  pneumococcus  pneumonia  has  been  treated  effec 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hoi. 
three  doses  may  be  employed;  in  females,  500  mg.  every  four 
for  six  doses  are  recommended.  Refractory  infections  generally  re: 
to  a second  treatment  three  to  four  days  following  completion  i 
first.  Treatment  of  gonorrhea  with  severe  complications  shou  j 
individualized,  with  prolonged  and  intensive  treatment.  Patients  \ | 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatic 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minim 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  unit 
bottles  of  50  and  100,-  and  250  mg.  (400,0000  units)  and  50 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  unit:  I 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [(  I 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company , Indianapolis,  Indiana 
46206. 
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Meetings 


OCTOBER 

Fifteenth  Annual  Scientific  Meeting,  American  Society  of 
Cytology,  October  21—23,  1967,  Denver-Hilton  Hotel, 
Denver,  Colorado.  Contact  Warren  R.  Lang,  M.D., 
1025  Walnut  Street,  Philadelphia  19107. 

Fourth  Annual  Meeting,  Eastern  States  Drug  Officials  As- 
sociation, October  27,  1967,  Warwick  Hotel,  Phila- 
delphia. 

Thirty-sixth  Annual  Meeting,  American  Academy  of  Pedi- 
atrics, October  21-26,  1967,  Washington,  D.C. 

Third  Annual  Medical  Symposium  on  Air  Pollution  and 
Respiratory  Disease,  October  26,  1967,  St.  Albans 
Naval  Hospital,  St.  Albans,  Queens,  N.Y. 


NOVEMBER 

Fifth  Annual  Meeting,  New  York  State  Action  for  Clean 
Air  Committee,  November  8,  1967,  Hotel  Utica,  New 
York. 

Conference  on  Aging  and  Long-term  Care,  American 
Medical  Association,  November  2,  3,  1967,  Emerson 
Hotel,  Baltimore,  Maryland. 

Fourth  Annual  Conference  on  Respiratory  Therapy,  Amer- 
ican Society  of  Anesthesiologists,  November  9-11, 
1967,  Statler-Hilton  Hotel,  Boston,  Massachusetts. 

Thirteenth  Annual  Meeting,  American  Association  for  In- 
halation Therapy,  November  11-16,  1967,  Los  An- 
geles. 

Ninth  Latin  American  and  Tenth  Argentine  Congress  of 
Anaesthesilogy,  American  Society  of  Anesthesiologists, 
November  21-25,  1967,  Buenos  Aires,  Argentina. 

Forty-third  Congress  of  the  Pan  American  Medical  Asso- 
ciation, November  26-30,  1967,  Buenos  Aires,  Argen- 
tina 


DECEMBER 

Twenty-first  Postgraduate  Assembly  in  Anesthesiology, 
New  York  State  Society  of  Anesthesiologists,  De- 
cember 11-13,  1967,  New  York  City. 


SFK  Reduces  Thorazine  Prices 

Smith  Kline  & French  Laboratories  have  reduced  the 
price  of  all  forms  and  strengths  of  ‘Thorazine.’  These 
price  reductions  range  from  5%  to  15%,  depending  on 
the  dosage  form  and  strength. 

The  objective  is  to  reduce  the  cost  of  'Thorazine' 
therapy  to  individual  patients,  especially  those  on  long- 
term, high-dose  therapy.  Pharmacists  have  been  notified 
that  SKF  will  reimburse  them  for  their  current  inventories 
of  the  drug.  It  is  likely  that  these  reduced  prices  will  be 
available  to  many  patients  at  an  early  date. 


He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa 

Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary.^^^^^ 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K.  should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoOnful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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PENNSYLVANIA  MEDICINE 


IGINAL  PAPERS 

Mechanical  Respirators  in  the 
Treatment  of  Thoracic  Injuries 

A discussion  of  an  important  tool  in  treating  the  patient  with  thoracic 
injury  with  emphasis  on  community  hospital  practice 

WILLIAM  E.  DEMUTH,  JR.,  M.D.  and  H.  M.  CHEEMA,  M.D. 

Philadelphia,  Pennsylvania 


Oxygenation  of  the  organism  de- 
mands first  priority  in  the 
management  of  thoracic  in- 
jury. When  injury  results  in  inade- 
quate circulation  of  oxygenated  blood 
to  vital  structures  (the  brain  being 
the  most  vulnerable),  the  pathologic 
physiology  must  be  corrected  immedi- 
ately. The  central  nervous  system  will 
tolerate  anoxia  for  only  a matter  of 
minutes  and  other  structures  such  as 
the  liver  and  kidney  are  only  slightly 
more  tolerant.  It  is  for  this  reason 
that  the  patient  with  serious  cardio- 
pulmonary injury  has  been  treated,  of 
necessity,  in  the  nearest  hospital  and 
survival  very  often  has  been  depen- 
dent upon  the  quality  of  care.  Pa- 
tients with  severe  thoracic  injury  often 
will  not  survive  transfer  to  another 
institution,  and  it  therefore  behooves 
all  surgeons  to  keep  abreast  of  de- 
velopment of  techniques  which  aid  in 
the  care  of  the  severely  injured  pa- 
tient. The  great  opportunity  to  sal- 
vage young  patients  for  many  years 
of  productive  life  is  without  parallel 
in  other  fields  of  surgical  endeavor. 
The  large  majority  of  victims  are 
young.1 

It  is  the  purpose  of  this  discussion 
to  consider  mechanical  respirators  as 
applied  to  the  patient  with  thoracic 
injury.  These  devices  have  become 
important  tools  which  assist  greatly  in 
the  care  of  such  patients.  An  ever- 
growing number  of  machines  designed 
to  assist  or  take  over  ventilation  have 

■ At  the  University  of  Pennsylvania, 
Dr.  DeMuth  is  assistant  professor  of 
surgery , School  of  Medicine  and  Dr. 
Cheema  is  assistant  resident  in  ortho- 
paedic surgery,  Graduate  Hospital. 


been  developed.  It  is  important  to 
consider  them  from  the  standpoint  of 
purpose,  efficiency,  cost  and,  perhaps 
most  importantly,  their  safety  in  the 
hands  of  attendants  of  average  skill 
and  experience.  These  features  are  of 
great  importance  in  community  hos- 
pital practice  where  utility  and  func- 
tional design  take  precedence  over  in- 
vestigational possibilities. 

Purpose  of  Mechanical  Respirators: 
The  fundamental  function  of  ventila- 
tory assistance  devices  is  to  furnish 
effective  alveolar  ventilation.  In  a 
wide  variety  of  injuries,  and  particu- 
larly in  injuries  of  the  thorax,  a 
marked  increase  in  respiratory  rate 
occurs.  Thoracic  or  abdominal  pain 
may  make  deep  breathing  extremely 
painful,  and  tachypnea  with  a marked 
decrease  in  tidal  volume  may  result. 
The  unstable  chest  wall  impairs  the 
bellows  function  of  the  chest  and  ven- 
tilation is  compromised.  Because  of 
the  constancy  of  dead  space,  alveolar 
ventilation  falls  with  resulting  anoxia 
and  an  elevation  in  P C02  which,  if 
not  corrected,  ultimately  leads  to  death 
after  compensatory  mechanisms  fail. 
Fig.  1 briefly  outlines  the  sequence  of 
events  in  injury.  The  increased  de- 
mand for  oxygen  and  the  increased 
need  for  carbon  dioxide  elimination 
is  met  by  hyperventilation  in  most  in- 
juries, and  recovery  is  the  rule.  Me- 
chanical assistance  plays  an  important 
role  in  the  group  in  which  ineffective 
alveolar  ventilation,  present  initially  or 
developing  as  a result  of  decompensa- 
tion due  to  fatigue,  is  likely  to  lead 
to  death.  A simple  calculation  demon- 
strates the  principle. 

If  we  assume  a normal  respiratory 
rate  of  18  breaths/ min.,  a dead  space 


of  150  cc.  (which  does  not  participate 
in  alveolar  ventilation)  and  a minute 
volume  of  7500  cc.  then 

18  x 150  = 2700 

2700 

— = 36%  of  ventilation 

7500 

consists  of  ineffective  dead  space  with 
64  percent  of  remaining  air  available 
for  alveolar  ventilation  (Fig.  2).  If 
minute  volume  remains  constant  but 
respiratory  rate  doubles  with  a rapid 
shallow  type  of  respiration,  a recipro- 
cal relationship  exists  and  only  28  per- 
cent of  the  air  moved  into  the  thorax 
participates  in  alveolar  ventilation. 
This  theoretical  situation  is  usually 
compensated  for  temporarily  by  in- 
creased minute  volume,  but  increased 
respiratory  work  then  results  in  a 
greater  metabolic  demand  for  oxygen 
and  a greater  production  of  carbon 
dioxide  with  resulting  anoxia  and 
respiratory  acidosis.  The  mechanical 
respirator  supplements  the  shallow,  in- 
effective breathing  with  deep,  slow  pul- 
monary inflation. 

When  to  use  the  Mechanical  Res- 
pirator: The  most  obvious  indication 
for  using  the  mechanical  respirator  is 
the  presence  of  major  chest  wall  in- 
stability. As  confidence  with  the  me- 
chanical take-over  of  respiratory  effort 
has  increased,  we  have  tended  to  use 
it  whenever  significant  paradoxical 
motion  is  present.  What  may  appear 
to  be  a trivial  impairment  early  after 
injury  might  later  become  life-threat- 
ening as  compensatory  mechanisms 
fail.  Multiple  injuries  so  often  accom- 
pany thoracic  injury  that  judgment  to 
employ  assisting  devices  may  be  as 
much  predicated  upon  the  associated 
defect  as  upon  the  thoracic  injury. 
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Head  injuries  are  especially  prone  to 
be  accompanied  by  inadequate  ventila- 
tion. The  primary  consideration  is  the 
oxygenation  of  the  organism,  and  if 
ventilatory  assistance  is  required  it 
should  be  provided  without  hesitation. 

It  is  not  to  be  implied,  however, 
that  the  mechanical  respirator  is  fool- 
proof, and  indications  for  use  should 
be  well  defined.  In  the  vast  majority 
of  thoracic  injuries  tracheostomy 
alone  suffices  to  overcome  the  prob- 
lem of  retained  secretions,  and  far 
more  patients  are  lost  for  the  want 
of  this  simple  procedure  than  are  likely 
to  be  saved  by  ventilating  devices.  In 
general,  in  adults  if  tidal  volume  falls 
below  350  cc.  or  if  vital  capacity  falls 
below  35  percent  of  normal,2  it  is 
usually  wise  to  institute  mechanical 
assistance  unless  these  values  can  be 
improved  by  thoracentesis,  tracheal 
aspiration,  intercostal  nerve  block,  or 
sedation.  If  gas  analysis  techniques 
are  available,  levels  of  arterial  oxygen 
saturation  below  85  percent  and  a 
P02  below  50  mm.  mercury  are  suffi- 
cient indication  for  instituting  ventilat- 
ing assistance.  If  P COo  exceeds  50 
mm.  Hg.  respiratory  acidosis  is  pres- 
ent, and  this  finding  supports  the  other 
indications.  If  oxygen  is  being  admin- 
istered the  P C02  may  better  reflect 
the  need  for  ventilation  than  will  the 
oxygen  content  of  the  blood. 

Of  great  importance  in  the  decision 
to  employ  the  respirator  is  the  selec- 
tion of  the  patient.  One  must  be  cer- 
tain that  the  respiratory  impairment  is 
not  the  result  of  a space  occupying 
pleural  collection  of  blood  or  air. 
Positive  pressure  applied  to  the  lacer- 
ated lung  with  an  increasing  pneumo- 
thorax of  relatively  neutral  pressure 
may  lead  to  a tension  pneumothorax. 
Significant  hemothorax,  ruptured  dia- 
phragm with  intrathoracic  transplace- 
ment of  abdominal  viscera,  and  less 


common  problems  must  obviously  be 
managed  by  intercostal  tube  drainage 
or  appropriate  operation,  and  respira- 
tory assistance  has  little  or  no  use  in 
the  management  of  such  problems. 
Also,  positive  pressure  applied  in  the 
presence  of  severe  early  parenchymal 
injury  may  induce  air  embolization  to 
the  coronary  or  central  nervous  sys- 
tem circulation  because  of  the  pres- 
ence of  alveolovenous  fistulae. 

Physiologic  Effects  of  Respirators 

Alkalosis:  Effective  mechanical 
ventilation  usually  produces  a respira- 
tory alkalosis.  Experience  has  dem- 
onstrated that  previous  misgivings  con- 
cerning the  consequences  of  respira- 
tory alkalosis  were  unjustified.  When 
pH  reaches  a level  of  about  7.46  many 
patients  become  apneic  and  all  respira- 
tory effort  is  delegated  to  the  machine. 
At  a pH  of  7.55  some  patients  be- 
come lethargic  and  when  P C02  is 
decreased  to  about  20  mm.  Hg.  signi- 
ficant cerebral  arterial  constriction 
with  profound  somnolence  may  de- 
velop. This  central  depression  rarely 
becomes  serious  but  differentiation 
from  organic  brain  damage  may  be 
difficult.  Despite  ample  oxyhemo- 
globin in  the  circulation,  tissue  oxy- 
genation may  be  diminished  because 
of  the  tendency  of  oxyhemoglobin  to 
hold  firmly  to  oxygen  in  the  alkalotic 
state. 

The  large  majority  of  our  patients 
with  serious  thoracic  injuries  have 
been  under  fifty  years  of  age  and  we 
have  seldom  had  to  sustain  ventila- 
tion in  the  elderly.  When  serious  pre- 
existing pulmonary  disease  is  present, 
the  institution  of  mechanical  ventila- 
tion may  result  in  collapse  with  coma, 
convulsions,  and  other  neurological 
manifestations.  Rapid  decrease  in 
blood  carbon  dioxide  with  elevation 
of  plasma  bicarbonate  with  the  secon- 
dary effect  upon  the  brain  are  re- 


sponsible for  this  chain  of  events. 
Much  publicized  by  pulmonary  physi- 
ologists in  the  past,  we  have  encoun- 
tered this  but  once  in  injury  in  a 
seventy-eight  year  old  patient.  These 
explanations  for  complications  are 
probably  oversimplified  as  demon- 
strated by  the  fact  that  hyperventila- 
tion with  100  percent  oxygen  leads 
to  an  increase  in  brain  lactic  acid,3 
the  opposite  of  what  might  be  ex- 
pected. 

Hemodynamic  Changes:  It  is  im- 
portant to  remember  that  from  a 
hemodynamic  point  of  view  the  physi- 
cal characteristics  of  thoracic  partici- 
pation in  the  circulation  is  exactly 
reversed.  In  the  normal  state,  quiet 
inspiration  produces  a negative  suck- 
ing force  of  about  9 to  12  cm.  of 
water  which  enhances  return  of 
venous  blood  to  the  heart.  When 
ventilatory  effort  is  supplied  exclu- 
sively by  a device  delivering  gas  into 
the  airway  at  positive  pressure,  this 
assistance  to  venous  return  is  lost,  and, 
indeed,  the  positive  pressure  tends  to 
hinder  venous  return.  This  impair- 
ment of  venous  return  and  elevation 
of  right  atrial  pressure  results  in  a 
decrease  in  cardiac  output  which  is 
proportional  to  the  mean  pressure 
supplied  by  the  positive  pressure  de- 
vice. Compensatory  elevations  of  pe- 
ripheral venous  pressure  promptly  re- 
sult in  increased  venous  return  with 
concomitant  improvement  in  cardiac 
output,  and  if  positive  intrathoracic 
pressure  doesn't  exceed  20  cm.  of 
water,  little  hemodynamic  change  oc- 
curs. At  pressures  higher  than  this, 
venous  return  to  the  heart  may  be 
seriously  impaired  with  consequent 
fall  in  cardiac  output.  When  mean 
pressure  is  kept  well  below  maximum 
inspiratory  pressure  little  adverse 
hemodynamic  change  occurs.  Most  of 
our  patients  have  had  central  venous 
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Fig.  1 : Schema  of  pathological  physiology  associated  with  injury 


pressure  catheters  in  place  during  the 
time  of  respirator  use  and  we  have 
found  that  fluctuations  of  central 
venous  pressure  are  usually  less  than 
one  centimeter  of  saline.  We  have 
seen  one  patient  with  tricuspid  in- 
sufficiency made  noticeably  worse 
from  a cardiac  point  of  view.  This 
patient  had  marked  pulmonary  fibrosis 
(M.B.C.  35  percent  of  normal). 

Though  most  patients  will  be  benefited, 
careful  surveillance  must  be  exercised 
to  be  sure  that  deleterious  effects  are 
not  being  produced. 

Although  mechanical  respirators 
may  impose  serious  cardiovascular  ef- 
fects if  improperly  used,  it  is  certain 
that  inadequate  tissue  perfusion  is  far 
more  likely  to  be  due  to  inadequate 
blood  volume.  The  monitoring  of  cen- 
tral venous  pressure  is  probably  the 
most  important  innovation  in  the  man- 
agement of  the  critically  injured  pa- 
tient to  emerge  in  recent  years. 

Miscellaneous  Effects  of  Prolonged 
Ventilatory  Assistance:  Undesirable 

side  effects  are  obvious.  The  physical 
attachment  of  the  patient  to  the  ven- 
tilating device  involves  an  attachment 
usually  applied  by  way  of  tracheos- 
tomy. The  relative  immobility  of  the 
patient  "tethered"  to  any  type  of  de- 
vice which  can't  easily  move  about 
with  the  patient  may  lead  to  any  of 
the  complications  of  immobilization, 
pulmonary  embolism  probably  being 
the  most  serious.  Prolonged  immobil- 
ization may  cause  severe  psychic 
trauma. 

Methods  of  Mechanical  Ventilation: 
A cuffed  endotracheal  tube  is  re- 
quired to  provide  adequate  ventilation. 
Tracheostomy  affords  the  most  satis- 
factory avenue  of  insertion,  but  if  the 
necessity  for  long  term  use  (over 
twenty-four  hrs. ) is  questionable,  a 
cuffed  endotracheal  tube  may  be 
passed  through  mouth  or  nose.  If 
longer  use  appears  to  be  required, 
then  tracheostomy  can  be  performed. 
The  conscious  patient  tolerates  the  oral 
or  nasal  tube  poorly.  When  a con- 
ventional tracheostomy  has  been  done, 
an  Adkins  adapter  can  be  applied  to 
it  to  connect  to  the  respirator  for  a 
short  period,  but  prolonged  use  is 
better  carried  out  with  cuffed  tubes 
such  as  the  Morch  tracheostomy  can- 
nula. We  prefer  the  relatively  inex- 
pensive Rusch  double  cuffed  balloon 
tube  because  of  its  pliability  and 
alternating  occlusive  balloons  which 
tend  to  avoid  necrosis  of  the  tracheal 
wall  with  long  continued  use. 

Choice  of  Respirator:  This  discus- 


NORMAL INJURED 

(TACHYPNEA) 


Fig.  2:  Diagrammatic  representation  of  ventilatory  volumes  in  normal  and 
injured  states.  Dead  space  greatly  exceeds  effective  alveolar  space  in  injury  with 
increased  respiratory  rate. 


sion  is  limited  to  the  use  of  mechanical 
ventilators  as  applied  to  the  injured 
patient.  Although  occasional  excep- 
tions occur,  in  the  main  we  are  deal- 
ing with  injuries  in  patients  with  pre- 
vious relatively  normal  lungs;  the 
broad  consideration  of  therapy  di- 
rected to  the  patient  with  chronic  lung 
disease  is  beyond  the  scope  of  this 
discussion.  Ventilators  only  assist  in 
delivering  gases  to  the  alveoli  and  are 
only  indirectly  effective  in  influencing 
gas  exchange  across  the  alveolocapil- 
lary  membrane.  When  emphysema, 
pulmonary  fibrosis,  pulmonary  vascu- 
lar congestion,  pneumonia,  or  pul- 
monary edema  are  present,  gas  trans- 
fer is  impeded  and  the  efficacy  of  the 
ventilator  is  commensurately  reduced. 
The  extensive  use  of  mechanical  res- 
piratory assistance  essentially  stems 
from  the  work  of  Morch  which  was 
reported  in  1956. 4 Since  that  time  a 
wide  variety  of  respirators  have  been 
developed  and  their  assets  and  faults 
have  been  reasonably  well  demon- 
strated. Most  large  teaching  institu- 
tions have  tried  many  and  abandoned 
some  because  they  have  had  serious 
defects.  The  community  hospital  must 
be  much  more  selective  in  acquiring 
the  equipment  appropriate  for  its 
needs. 

Types  of  Ventilators:  There  are 

two  principal  types  of  mechanical 
ventilators.  They  may  function  as 
respiratory  assistors  or  as  controllers. 
Some  are  assistor-controllers  and  are 
automatically  set  by  duration  of  in- 
spiratory and  expiratory  phases.  The 
pressure-cycled  device  delivers  gas  to 
the  tracheobronchial  tree  at  a pre- 
determined pressure  set  by  the  opera- 


tor. The  volume  of  gas  delivered  to 
the  alveoli  is  proportional  to  compli- 
ance, and  as  compliance  decreases 
pressure  must  be  increased  to  deliver 
the  same  volume  of  gas  to  the  alveoli. 
Volume-controlled  respirators  deliver 
a constant  volume  of  gas  during  the 
inspiratory  phase,  irrespective  of 
change  in  pulmonary  compliance. 
Gas  leaks  in  the  connectors  or  airway 
result  in  decreased  ventilation  since 
the  piston  type  mechanism  delivers  the 
gas  without  regard  to  airway  pressure 
or  destination.  The  majority  of  res- 
pirators deliver  an  intermittent  posi- 
tive pressure.  Good  evidence  5 exists 
to  show  that  devices  which  exert  a 
negative  pressure  during  the  expira- 
tory phase  may  lead  to  air  trapping, 
and  few  commercially  available  res- 
pirators have  included  this  feature. 
Power  sources  are  oxygen,  air,  or  mix- 
tures of  these  gases  supplied  under 
pressure  from  tanks  or  wall  lines. 
Piston  devices  are  powered  by  electric 
motors.  In  most  ventilators  mixtures 
of  oxygen  and  air  can  be  delivered 
by  appropriate  attachments  and  set- 
tings, important  because  high  concen- 
trations of  oxygen  are  tolerated  poorly 
in  man  if  administered  for  more  than 
a few  hours.  The  pros  and  cons  of 
administering  varying  concentations 
of  oxygen  would  require  discussion 
too  lengthy  to  present  here.  Suffice  it 
to  say,  if  the  lung  was  relatively  nor- 
mal prior  to  injury,  atmospheric  air 
or  low  oxygen  mixtures  are  entirely 
adequate  and  very  high  concentrations 
should  be  avoided  over  prolonged  pe- 
riods. 

( Continued  on  page  56.) 
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when  he  just  can’t  sleep 

Tuinal 


One-Half  Sodium  Amobarbital  an 
One-Half  Sodium  Secobarbitc 


supplied  in  ligand  3-grain  Pulvule 


I 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

| Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


1 


tions  occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

Dosage:  50-200  mg.  (W-3  grains]  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

700955 


(Continued  from  page  53.) 

One  of  the  greatest  flaws  in  the 
early  respirators  was  in  the  mechanism 
provided  for  humidification.  Efficient 
humidification  is  accomplished  by 
heating  and  saturating  the  inspired  air, 
a function  normally  provided  by  the 
nose  and  pharynx.  When  the  lower 
respiratory  tract  becomes  dry,  ciliary 
action  is  decreased,  secretions  dry,  and 
atelectasis  results.  Inspissation  of  se- 
cretions at  the  end  of  the  endo- 
tracheal tube  may  obstruct  and  ven- 
tilation may  be  seriously  impaired, 
especially  when  pressure-cycled  ven- 
tilators are  in  use.  Room  air  con- 
taining a normal  amount  of  water 
vapor  becomes  unsaturated  at  the 
temperature  of  the  tracheobronchial 
tree.  Its  hygroscopic  effect  can  only 
be  overcome  by  efficient  humidifica- 
tion. Water  vapor  is  invisible  and  the 
obvious  presence  of  mist  does  not  in- 
dicate optimal  humidification.  Exces- 
sive mist  may  form  a vehicle  for  the 
transport  of  organisms  into  the  lung. 

Effectiveness  of  Ventilation:  Our 

initial  experience  was  with  pressure 
controlled  ventilators  (Bennett  & 
Bird).  They  are  still  used  extensively 
in  our  recovery  room.  These  are  pri- 
marily assistor-controller  devices 
which  work  best  in  the  patient  who 
can  exert  respiratory  effort  but  whose 
minute-volume  is  inadequate.  When 
extensive  thoracic  instability  exists, 
volume-cycled  ventilators  are  prefer- 
able. If  pressure-controlled  respirators 
are  used  they  should  be  set  at  the 
least  pressure  level  which  produces 
adequate  ventilation;  this  level  usually 
lies  between  15  and  20  cm.  of  water. 
Changes  in  compliance  may  occur 
rapidly,  and  if  high  pressures  are  re- 
quired, secretions,  chest  wall  spasm, 
pulmonary  edema,  or  other  causes 
should  be  sought  and  corrected.  In 
long-term  cases  alveolar  ventilation  is 
better  maintained  with  volume  cycled 
ventilators.  Changes  in  compliance  do 
not  effect  the  volume  of  gas  delivered. 
Because  of  the  extreme  anxiety  and 
desperate  need  of  oxygenation  in  most 
severely  injured  patients,  we  tend  to 
start  ventilatory  assistance  with  a tidal 
volume  considerably  in  excess  of  the 
estimated  requirement.  In  general,  the 
Radford  Nomogram  6 has  been  used 
in  determining  the  desired  volume. 
Very  careful  observation  of  the  pres- 
sure gauge  is  important  and  levels  of 
over  20  cm.  of  water  pressure  should 
be  avoided  because  of  the  deleterious 
effect  on  cardiac  function.  It  is  ex- 
tremely important  to  avoid  a plateau 


of  positive  airway  pressure.  Proper 
inspiratory  flow  rate  and  time  are  used 
to  deliver  adequate  tidal  volume,  and 
the  duration  of  expiratory  pause  con- 
trols the  rate.  Inspiration  should  be 
adjusted  to  approximately  40  percent 
of  expiratory  time  to  attain  this  goal 
in  most  instances. 

The  ultimate  choice  of  specific 
equipment  will  obviously  be  influ- 
enced by  personal  choice  and  experi- 
ence of  those  responsible  for  the  oper- 
ation of  the  device.  It  is  imperative 
that  everyone  responsible  for  the  oper- 
ation of  the  respirator  understand  it 
thoroughly.  Some  respirators,  such  as 
the  Engstrom,  are  masterpieces  of  pre- 
cision and  are  adaptable  to  a wide 
variety  of  situations,  but  these  instru- 
ments are,  in  our  opinion,  too  so- 
phisticated and  costly  for  use  in  most 
community  hospitals.  Some  newer 
devices,  by  contrast,  are  amazingly 
simple  and,  for  practical  purposes,  just 
as  effective  in  traumatic  injury.  The 
Emerson  ventilator  is  an  example  of 
a relatively  inexpensive,  volume-cycled 
respirator  which  can  usually  be  ser- 
viced by  hospital  maintenance  person- 
nel. 

The  cost  of  most  respirators  ranges 
between  about  $1,500.00  and  $10,- 
000.00.  Where  life  is  concerned  even 
the  most  costly  are  not  excessive,  but 
the  hospital  must  be  reasonably  sure 
that  it  is  not  purchasing  a piece  of 
equipment  whose  operation  is  beyond 
the  capacity  of  the  personnel  expected 
to  use  it.  These  instruments  are  in 
such  widespread  use  that  it  seems  in- 
advisable to  purchase  one  without 
consulting  those  who  have  had  experi- 
ence with  several  different  types. 
Many  are  available  and  undoubtedly 
better  ones  will  be  developed.  At  the 
moment  our  preference  for  use  in  a 
community  hospital,  where  the  treat- 
ment of  traumatic  injuries  is  the  prin- 
cipal purpose,  is  the  Emerson  ventila- 
tor. Its  cost  is  modest,  it  is  easy  to 
understand  and  operate,  and  is  rela- 
tively reliable.  We  have  tested  two 
machines  for  accuracy  of  pressure 
gauges  and  tidal  volume.  As  indi- 
cated on  the  face  of  the  machine, 
tidal  volumes  are  approximate  and  we 
believe  that  if  small  children  are 
treated  it  would  be  well  for  the  in- 
dividual using  it  to  calibrate  his  ma- 
chine to  more  accurately  ascertain  the 
true  volume  delivered  with  dial 
change.  We  found  that  at  the  600  cc. 
tidal  volume  mark  the  true  volume 
of  gas  was  very  close  to  this  figure. 
At  a setting  of  200  cc.,  however,  we 
obtained  volumes  (tested  by  water  dis- 


placement at  ambient  pressures)  of 
320  cc.  on  average.  At  levels  above 
600  cc.  the  accuracy  was  much  better 
and  for  practical  purposes  the  dial 
reading  was  accurate  enough  for  adult 
use.  Undoubtedly,  considerable  vari- 
ation between  machines  will  be  found. 
The  pressure  gauges  were  accurate  on 
repeated  testing. 

Two  very  desirable  features  of  this 
ventilator  are  the  excellent  humidifi- 
cation system  and  the  intermittent 
deep  breathing  attachment,  the  latter 
being  optional.  The  deep  breathing 
device  delivers  “deep  breaths”  every 
several  minutes,  the  equivalent  of  the 
sigh.  Periodic  deep  inflation  appears 
to  be  necessary  to  prevent  patchy 
atelectasis. 

Patient  care  while  on  the  Respira- 
tor: Continuous  observation  is  man- 
datory if  respiration  is  being  con- 
trolled or  assisted.  Skilled  nurses  with 
experience  in  intensive  care  type  units 
are  highly  desirable.  Adequacy  of 
function  of  the  respirator  can  only  be 
equated  with  what  is  happening  to  the 
patient.  Auscultation  of  the  chest, 
observation  of  thoracic  movement, 
and  very  frequent  determination  of 
vital  signs  are  necessary.  One  of  the 
greatest  sources  of  difficulty  is  the  con- 
nection of  the  ventilator  to  the  pa- 
tient. Tube  shifting  or  dislodgement. 
angulation,  and  plugging  with  secre- 
tions are  some  of  the  problems  which 
arise.  Because  of  the  long  periods  of  1 
possible  use,  great  care  should  be  exer- 
cised in  using  sterile  technique  in 
tracheal  aspiration. 

It  has  been  well  demonstrated  that 
“adequate"  ventilation  for  prolonged 
periods  may  be  associated  with  minor 
areas  of  atelectasis.  As  previously 
stated,  the  Emerson  ventilator  has  in- 
cluded a device  which  delivers  several 
deep  breaths  every  few  minutes,  jl 
When  such  a device  is  not  part  of  the 
equipment  the  expansion  of  atelectatic 
lungs  can  be  accomplished  by  manu- 
ally delivering  an  increased  quantity 
of  gas  by  using  a breathing  bag  or  a 
hand  powered  ventilator  every  several  \ 
hours.  The  physician  can  tell  a great 
deal  about  the  adequacy  of  assisted 
ventilation  by  observation  and  exami- 
nation. Obvious  cyanosis,  rales,  dull- 
ness to  percussion,  decreased  breath  f 
sounds,  or  bronchial  type  breathing  all 
indicate  that  more  aggressive  treat- 
ment should  be  administered.  If  the 
patient  can  phonate,  an  effective  fit 
between  machine  and  patient  is  lack- 
ing. These  observations  must  be  made 
by  the  physician  several  times  daily, 
and  if  he  depends  on  those  less  skilled 
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TABLE  I 


Outline  of  More  Common  Difficulties  Encountered  with  Mechanical  Respirators 


Complication 

Cause 

Method  of  Detection 

Method  of  Correction 

Severe  respiratory  alkalosis 
and  hypokalemia 

Excessive  COo  washout  due 
to  alveolar  hyperventila- 
tion 

Determination  pH 

Serum  electrolyte  determina- 
tions 

Reduction  in  respiratory  rate 
& tidal  volume 

Administration  of  appro- 
priate electrolytes 

Retained  secretions  or  ex- 
cessive mucus 

Inadequate  humidification 

Inadequate  tracheal  aspira- 
tion 

Infection  due  to  poor  tra- 
cheostomy hygiene 

Inadequate  ventilation 
Rales  and  ronchi 
Chest  x-ray 

Humidification 

Frequent  tracheal  aspiration 
by  sterile  technique 

Inadequate  ventilation 

Inadequate  tidal  volume 
Airway  leak 

Mechanical  dysfunction 
ventilator 

“Stiff  lung”  (decreased  com- 
pliance) 

Inflation  of  cuff  balloon  just 
sufficient  to  seal  airway 

Have  auxiliary  manual  & 
breathing  bag  respirator 
on  hand  to  test  inflation 

Low  PCL  or  high  P C02 
blood  (see  text) 

Correct  obvious  cause 

the  patient  will  suffer.  Frequent  chest 
roentgenograms  are  desirable  to  assess 
the  state  of  aeration  and,  not  infre- 
quently, to  find  a previously  unde- 
tected injury. 

Laboratory  assistance  is  of  great 
help.  Arterial  pH  and  determination 
of  blood  gases  should  be  made  several 
times  a day  for  the  first  two  or  three 
days  and  at  least  daily  thereafter.  In- 
direct methods  of  estimation  of  P COo 
and  P02  are  not  very  reliable  and 
most  hospitals  caring  for  such  patients 
would  do  well  to  invest  in  the  equip- 
ment and  personnel  to  do  these  deter- 
minations. All  forms  of  pulmonary 
insufficiency,  medical  or  surgical,  are 
not  satisfactorily  treated  without  such 
evaluation.  Serum  electrolytes  should 
be  determined  daily.  Elevations  of 
arterial  pH  due  to  hyperventilation 
may  lead  to  hypokalemia.  This  may 
occur  when  arterial  pH  exceeds  7.55. 
Should  this  occur,  adjustment  in  tidal 
volume  and  respiratory  rate  are  called 
for. 


TABLE  I outlines  some  of  the 
hazards  of  mechanical  ventilation.  It 
is  noted  that  laboratory  assistance  and 
close  clinical  observation  are  required 
to  avoid  difficulties.  Contrary  to  ex- 
pectation, serious  difficulties  which 
have  led  to  jeopardy  of  the  patient’s 
life,  in  our  experience,  have  been  due 
usually  to  problems  which  could  have 
been  easily  corrected.  The  most  com- 
mon of  these  was  difficulty  with  the 
airway  due  to  accumulation  of  secre- 
tions, dislodgement  of  the  inflated  bal- 
loon with  tracheal  obstruction,  and 
kinking  of  tubes.  These  problems  are 
all  more  likely  to  occur  in  the  ob- 
tunded  patient. 

Conclusion 

Mechanical  ventilators  add  greatly 
to  the  successful  care  of  the  patient 
with  thoracic  injury.  Alveolar  ventila- 
tion, the  primary  function  of  the  pul- 
monary system,  is  enhanced  when 
these  devices  are  used  in  the  proper 
setting.  Tidal  volume,  blood  gas  anal- 


yses, and  the  condition  of  the  patient 
are  guidelines  for  institution  of  as- 
sisted respiration.  The  adequacy  of 
alveolar  ventilation  can  be  judged  by 
clinical  response  and  blood  gas  deter- 
minations. Mechanical  respirators 
suitable  for  use  in  community  hos- 
pitals should  be  simple  in  design  for 
understanding  by  personnel  and  for 
easy  maintenance.  Following  injury, 
those  ventilators  which  are  volume- 
cycled  are  most  satisfactory. 
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Anti-Asthmatic  Drugs  as  Hallucinogens 

A report  describing  the  classic  bizarre  effects  of  the  misuse  by  inges- 
tion of  "asthma  powders"  by  thrill-seeking  youths 

JORGE  A.  TRAMONTANA,  M.D.  and  ARA  H.  DER  MARDEROSIAN,  M.D. 

Philadelphia,  Pennsylvania 


The  history  and  use  of  certain 
plants  containing  belladonna 
alkaloids  for  medico-religious 
purposes  by  South  American  natives 
is  related  to  the  current  misuse  of 
anti-asthma  powders  for  eliciting  psy- 
chotomimetic effects.  The  hallucino- 
genic and  toxic  potential  is  directly 
proportional  to  the  belladonna  alka- 
loid content  of  these  drugs.  In  addi- 
tion, potassium  nitrate,  which  is  added 
to  the  anti-asthma  powders  to  sustain 
combustion,  is  also  toxic.  The  LD50 
of  one  brand  of  an  anti-asthma  powder 
was  found  to  be  6000  mg.  per  kg. 
The  LD-,o  of  potassium  nitrate  (ex- 
tracted from  the  powder)  was  found 
to  be  1750  mg.  per  kg.  Paper  and 
thin-layer  chromatography  of  the  alka- 
loid extracts  of  the  anti-asthma  pow- 
der confirmed  the  presence  of  atro- 
pine, hyoscyamine,  and  scopolamine 
whose  Rf  values  (Relative  positions 
of  spots)  corresponded  with  those  of 
known  controls.  Case  reports  are 
given  which  essentially  describe  the 
classic  bizarre  effects.  Both  the  LD50 
determinations  on  mice  and  the  case 
reports  on  humans  indicate  the  low 
toxicity  and  high  psychogenic  activity 
of  the  anti-asthma  powders. 

History 

The  use  of  various  species  of 
D at liras  in  the  plant  family  Solanaceae 
as  intoxicants  and  hallucinogens  is 
well  documented  in  the  scientific 
literature.  However,  members  of  the 
medical  profession  are  acquainted 
with  these  "medicinal”  or  “poisonous” 
plants  primarily  on  the  basis  of  their 
content  of  the  therapeutically  useful 

■ Dr.  Tramontana  is  associated  with 
the  Crozer -Chester  Medical  Center, 
Chester,  and  Dr.  Der  Marderosian  is 
associated  with  the  department  of 
biological  sciences,  Philadelphia  Col- 
lege of  Pharmacy  and  Science,  Phil- 
adelphia. 


and  potentially  toxic  belladonna  alka- 
loids, atropine,  hyoscyamine  and 
scopalamine.  These  latter  compounds, 
in  the  pure  form,  are  widely  used  for 
their  antispasmodic,  antisecretory,  my- 
driatic, cardiac  stimulating  and  CNS 
properties  attributable  to  their  anti- 
cholinergic or  antimuscarinic  activity. 
These  alkaloids  are  also  implicated  in 
toxic  reactions  due  to  accidental  in- 
gestions of  plants  in  the  nightshade  or 
Solanaceae  family.  The  more  familiar 
members  of  this  plant  family  include, 
Atropa  belladonna.  Hyoscyamus 
niger,  and  Datura  stramonium. 

Several  species  of  the  genus  Datura 
have  two  centers  of  aboriginal  use, 
the  American  Southwest  (New  Mexi- 
co, California,  Arizona)  and  Mexico. 
Schultes 1 reports  that  hallucinatory 
use  of  Datura  meteloides,  D.  inoxia, 
D.  Candida.  D.  sanguinea,  D.  aurea, 
D.  dolichocarpa,  D.  suaveolens,  D. 
arborea,  and  D.  vulcanicola  in  these 
areas  still  continues  from  ancient 
times.  These  natural  materials  were 
widely  used  in  various  magico-reli- 
gious  and  divinatory  rites  by  the  an- 
cient Incas  and  Chibchas,  and  have 
been  reintroduced  by  Jivaro  medicine 
men  to  the  now  civilized  and  populous 
Andean  tribes. 

The  method  of  preparation  and  use 
of  these  plants  by  the  natives  varies, 
but  generally  the  pulverized  seeds  or 
other  plant  parts  are  incorporated  into 
beverages  such  as  chicha  or  native 
beers.  Schultes  1 has  noted  that  "Many 
South  American  Indians  thus  bring  on 
the  intoxication  which  is  marked  by  an 
initial  state  of  violence  so  furious  that 
the  partaker  must  be  held  down  pend- 
ing the  arrival  of  deep,  disturbed  sleep 
during  which  visual  hallucinations,  in- 
terpreted as  spirit  visitations,  are  ex- 
perienced. This  narcosis  enables  the 
witch  doctor  to  diagnose  disease,  to 
discover  thieves  and  to  prophesy  the 
outcome  of  tribal  affairs  and  hopes.” 

This  scientific  report  as  well  as 


others  designed  primarily  to  uncover 
native  uses  of  plants  potentially  useful 
to  man  as  medicine  has  unwittingly 
set  the  stage  for  misuse  of  allied  ma- 
terials found  in  our  own  "backyard.” 
Witness  the  recent  misuse  of  morn- 
ing glory  seeds,2  and  nutmeg 3 by 
thrill  seekers  who  turn  to  these  readily 
obtainable  substitutes  or  alternatives 
to  LSD.  Somehow  those  seeking 
hallucinogenic  effects  become  aware 
that  certain  commercially — available 
botanical  products  are  related  to  those 
used  by  the  primitive  peoples,  and 
experimentation  with  substitutes  be- 
gins. As  often  is  the  case,  a little 
knowledge  can  be  dangerous  and  the 
literature  is  replete  with  the  conse- 
quences of  the  abuse  of  plant  ma- 
terials never  intended  for  use  as 
vehicles  to  a euphoric  state.4’  5 The 
recent  abuse  of  certain  anti-asthmatic 
drugs  as  euphorogens  is  a case  in 
point.  We  are  aware  of  only  one 
other  report,  published  as  a letter  to 
the  editor.'1  which  has  appeared  on 
this  subject. 

Medical  Use  of  Anti-Asthma  Powders 

Leaves  of  Datura  stramonium  and 
Atropa  belladonna  have  long  been 
used  for  the  relief  of  bronchial  asthma. 
Both  materials  possess  similar  phar- 
macologic actions,  therapeutic  effects 
and  toxic  manifestations.  In  fact  their 
activity  is  sufficiently  similar  that  they 
may  be  used  in  comparable  doses. 

Historically,  the  practice  of  smoking 
Dautra  ferox  leaves  for  asthma  origi- 
nated with  its  introduction  into  Great 
Britain  from  the  East  Indies  by  a 
General  Gent.7  Originally  the  roots 
were  used  but  presently  only  the  dried 
leaves  and  tops  constitute  the  com- 
mercially available  drug.  Whatever 
beneficial  effect  may  be  obtainable  has 
been  attributed  to  the  presence  of 
atropine  in  the  smoke.  This  has  the 
effect  of  paralyzing  the  endings  of  the 
pulmonary  branch  of  the  vagus  which 
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relieves  the  bronchial  spasm.  Gun- 
ther 7 reports  that  the  smoke  from  a 
1 .25  gm.  stramonium  leaf  cigarette 
contains  up  to  0.5  mg.  of  atropine. 

These  leaves  may  also  be  mixed  with 
tobacco,  tea  leaves,  chestnut  leaves, 
gum  benzoin,  kola  nuts,  etc.  and  in- 
corporated with  various  proportions  of 
potassium  nitrate  (to  increase  and  sus- 
tain combustion),  burned  in  a pan 
or  saucer,  and  the  smoke  inhaled.  It 
should  be  noted,  however,  that  the 
temporary  relief  thus  obtained  may  be 
followed  by  exacerbation  of  the  condi- 
tion due  to  bronchial  irritation.7 

Misuse  of  Anti-Asthma  Powder 

With  this  background  in  mind,  it 
is  interesting  to  note  the  recent  misuse 
in  Chester,  Pennsylvania  8 of  an  anti- 
asthma  preparation  (“Asthma- 
dor"®*)  for  thrill  seeking  purposes. 
Similar  preparations  include  “Pages 
Inhalers,”®  etc.  In  these  cases,  sev- 
eral teen-agers,  ranging  from  age  four- 
teen to  twenty,  sustained  bizarre  re- 
actions from  willful  ingestion  of  from 
one  and  one-half  teaspoonfuls  (ca.  4- 
10  gms.)  to  half  a handful  (ca.  15-20 
gms.)  mixed  in  either  cola  or  beer. 
These  represent  relatively  large  doses 
of  a material  containing  0.23  to  0.31 
percent  of  total  belladonna  alkaloids 
(labelled  potency).  The  oral  dosage 
range  of  powdered  belladonna  leaf 
(0.3 — 0.5  percent  alkaloids)  is  0.03 
to  0.2  gms.,  while  that  of  powdered 
stramonium  leaf  (0.25 — 0.45  percent 
alkaloids)  is  0.06  to  0.2  gms.  Thus, 
based  on  the  amounts  of  material 
claimed  to  have  been  ingested  in  the 
police  reports,  the  amounts  consumed 
represented  about  one  hundred  times 
the  maximum  recommended  dose 
(0.2  gms.).  It  would  seem  likely  that 
although  this  quantity  of  drug  was 
claimed  to  have  been  introduced  into 
the  beverages,  not  all  of  the  mixture 
was  ingested  by  a single  individual, 
and  that  rather  each  partook  of  a 
portion  of  the  crude  preparation.  In 
addition,  these  calculations  do  not  take 
into  account  the  amount  of  potassium 
nitrate  incorporated  into  the  leaf  mix- 
ture since  this  is  not  accurately  known. 

In  any  event,  the  characteristic  re- 
sponses of  the  belladonna  alkaloids 
were  observed  and  these  included  xer- 
ostomia, bradycardia,  mydriasis,  flush- 
ing, blurred  vision  and  urinary  re- 
tention. Had  all  of  the  preparation 
been  ingested  by  a single  individual. 


* A proprietary  drug  product  marketed  in 
powdered  form  to  be  burned  and  the  smoke 
inhaled  for  relief  of  asthma.  Product  label 
clearly  indicates  warning  against  oral  use. 


one  might  anticipate  that  the  terminal 
states  of  stupor,  coma,  respiratory 
failure  and  death  would  have  resulted. 
However,  certain  individuals  apparent- 
ly can  tolerate  extremely  large  doses 
of  the  belladonna  alkaloids.9 

There  also  exists  the  problem  of 
mistakenly  diagnosing  the  symptoms 
of  belladonna  poisoning  as  those  of 
schizophrenia.9  In  fact,  Russian 
workers  have  reported  the  use  of 
atropine-induced  psychosis  as  a model 
for  schizophrenia.10 

Hallucinogenic  Activity  of  the 
Belladonna  Alkaloids 

The  atropine  molecule  has  served 
as  a prototype  for  the  preparation  of 
a series  of  synthetic  compounds  cap- 
able of  producing  auditory  and  visual 
hallucinations,  disorientation,  mood 
changes  and  paranoid  and  hypochon- 
driacal delusions  in  humans.10  The 
piperidyl  benzilate  and  glycollate  de- 
rivatives are  examples: 

CHoOH 

1 

In/  i 

Atropine 

(1)  l-methyl-3-piperidyl  benzilate 
(R=<t>,  R'=CH3) 

Chromatography  Experiments 

Paper  and  thin-layer  chromato- 
graphic experiment  studies  conducted 
in  our  laboratories  (employing  three 
different  solvent  systems),  have  dem- 
onstrated the  presence  of  atropine, 
hyoscyamine  and  scopolamine  with  Rf 
values  which  correspond  to  those 
reported  in  the  literature,11’  12  and  to 
the  pure  alkaloids  run  as  controls  with 
the  asthma  powder  extracts.  In  addi- 
tion, alkaloid  extracts  of  authentic  leaf 
material  of  Datura  stramonium  and 
Atropa  belladonna  were  run  as  posi- 
tive controls  and  the  resulting  Rf 
values  also  corresponded  to  those  of 
the  asthma  powder  extracts. 

Pharmacological  Experiments 

In  order  to  evaluate  the  gross  phar- 
macological activity  and  acute  toxic- 
ity of  the  asthma  powder  Asthma- 
dor,  an  oral  LD50  study  was  per- 
formed with  male  mice  (17-22  gm.). 
Animals  administered  the  asthma  pow- 
der displayed  the  following  responses: 
passivity,  stereotypy,  restlessness, 
rapid  respiration,  abnormal  posture 
(hunched  back  with  retracted  and 
flexed  forelimbs),  increased  motor  ac- 


tivity prior  to  convulsion;  twitches 
(usually  followed  by  survival),  tremor 
(usually  followed  by  convulsions), 
and  convulsions  (always  followed  by 
death ) . The  oral  LD50  of  Asthma- 
dor  in  mice  was  found  to  be  6000 
mg/  kg  (95  percent  C.L.  of  5130  and 
7020  mg/kg). 

Another  point  to  consider,  particu- 
larly with  those  preparations  which 
contain  potassium  nitrate  to  sustain 
combustion  is  the  toxicity  of  this 
chemical  itself.  Potassium  nitrate  has 
an  oral  dose  of  one  gram,  and  inges- 
tion of  large  amounts  can  lead  to 
violent  gastroenteritis  and  hyperpotas- 
semia  (weakness,  confusion,  paresthe- 
sias, hypotension,  bradycardia,  and 
cardiac  arrhythmias).13 

The  oral  LD50  of  pure  potassium 
nitrate  in  mice  was  calculated  to  be 
1750  mg/kg  (95  percent  C.L.  of  1250 
and  2450  mg/kg).  The  acute  oral 
toxicity  of  a dried  and  purified  extract 
of  the  potassium  nitrate  from  Asthma- 

R,N^>  R 

l 

OCOC-(|)-OH 

(2)  1 —ethyl— 3— piperidyl  cyclopentyl- 
phenylgylcollate  (“Ditran”) 
(R=cyclopentyl,  R'=ethyl) 

dor  was  found  to  fall  within  a simi- 
lar range  (1350  mg/kg;  95  percent 
C.L.  of  795  and  2295  mg/ kg).  The 
concentration  of  potassium  nitrate  in 
the  asthma  powder  was  determined  to 
be  2.76  percent.  Although  the  acute 
toxicity  of  potassium  nitrate  and  the 
concentration  of  this  chemical  in  the 
asthma  preparation  are  both  relatively 
low,  based  on  the  large  amounts  of 
the  powder  reportedly  ingested,  it  is 
possible  that  the  potassium  nitrate  may 
have  contributed  to  the  systemic  ef- 
fects observed. 

Case  Reports 

Four  typical  case  histories  follow: 

Case  No.  1 : A twenty  year  old 

male  with  no  history  of  allergies  or 
drug  sensitivity  was  admitted  to  Crozer 
Hospital  on  March  16,  1967  after  hav- 
ing ingested  Asthmador  mixed  with 
coke.  On  examination,  mental  con- 
fusion with  disorientation  of  time  and 
place  was  evident.  Other  symptoms 
included  blurred  vision  and  dry 
mouth,  markedly  dilated,  nonreactive 
pupils  and  flushed  skin.  Treated  symp- 
tomatically he  improved  and  was  dis- 
charged two  days  later  fully  recovered. 


OCTOBER,  1967 
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The  routine  laboratory  studies  were 
unremarkable. 

Case  No.  2:  A fourteen  year  old, 
previously  healthy  male,  was  admitted 
to  Crozer  Hospital  with  the  diagnosis 
of  atropine  intoxication.  On  admis- 
sion agitation  and  confusion  were 
present.  The  face  was  flushed,  skin 
warm  and  reflexes  exaggerated;  the 
pupils  were  dilated  and  reacted  slug- 
gishly to  light.  The  only  other  signs 
were  slight  tachycardia  of  110  and 
some  tenderness  in  the  suprapubic 
area.  The  blood  urea  nitrogen  (BUN) 
was  twenty-one;  the  blood  count  and 
urinalysis  were  within  normal  limits. 
An  electrocardiogram  taken  on  admis- 
sion showed  a rate  of  115  with  inver- 
sion of  T waves  on  leads  II,  III, 
AVF,  and  V7  which  were  considered 
nonspecific.  He  was  treated  sympto- 
matically, the  mental  symptoms 
cleared  in  twenty-four  hours  and  the 
pupils  became  normal  in  forty-eight 
hours.  He  was  discharged  in  good 
condition. 

Case  No.  3:  A seventeen  year  old 
male  was  brought  to  Crozer  Hospital 
after  he  was  found  walking  in  a dazed 
state.  He  appeared  to  be  markedly 
confused  and  incoherent  and  had  to 
be  restrained  initially.  There  was  no 
evidence  of  puncture  marks  or  exter- 
nal trauma.  The  pupils  were  not  di- 
lated but  reacted  poorly  to  light,  the 
vital  signs  were  within  normal  limits. 
Deep  tendon  reflexes  were  moderately 
hyperactive.  A stat  blood  sugar 
taken  in  the  emergency  department 
showed  120  mgm  percent.  He  was 
sedated  and  transferred  to  a govern- 
ment hospital. 

Case  No.  4:  A 16  year  old  male 


admitted  to  Crozer  Hospital  on  March 
16,  1967  after  allegedly  having  in- 
gested several  ounces  of  Asthmador 
mixed  with  coke  two  hours  previously. 
On  admission,  the  presenting  symp- 
toms were  those  of  mental  confusion, 
incoherency,  glassy  stare,  dilated 
pupils,  flushed  face  and  a pulse  of 
ninety-six.  The  stomach  was  lavaged 
in  the  emergency  room  and  for  the 
next  few  days  he  was  treated  sympto- 
matically. The  pupils  remained  di- 
lated for  approximately  forty-eight 
hours  although  the  mental  confusion 
cleared  up  in  less  than  thirty-six  hours. 
He  was  discharged,  recovered. 

Addendum:  On  April  4,  1967, 

Case  No.  4 was  admitted  comatose 
with  severe  cerebral  injuries  following 
an  automobile  accident.  At  present 
the  patient  is  still  hospitalized  with 
marked  neurologic  deficit,  probably 
permanent.  There  is  the  unanswered 
question  of  whether  he  was  involved 
in  the  accident  while  driving  under 
the  influence  of  the  drug. 

There  were  three  other  patients  seen 
in  the  emergency  department  within 
a matter  of  three  days  and  detained 
overnight  with  milder,  though  similar 
symptoms  to  those  described  in  the 
case  histories;  all  were  fully  recovered 
before  discharge. 

Worthy  of  mention  is  the  fact  that 
the  presenting  symptom  and  reason  for 
the  visit  to  the  emergency  department 
in  all  the  patients  mentioned  was 
mental  confusion  with  bizarre  be- 
havior and  in  each  case  the  pupils 
remained  dilated  for  twelve  to  twenty- 
four  hours  after  the  mental  confusion 
had  cleared.  Tastly,  despite  the  large 
amounts  apparently  ingested,  as  in 
Case  No.  4,  no  fatalities  occurred. 


In  view  of  the  responses  observed 
in  the  above  cases,  it  would  be  negli- 
gent not  to  promote  legislation  which 
would  limit  the  sale  of  these  materials. 

It  is  hoped  that  the  experience  gained 
in  the  handling  of  these  cases  might 
serve  as  a guide  to  prevention  of  future 
possible  misuse  of  these  products. 
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Program  for  the 
Practitioner  at  AMA 
Clinical  Convention 

A scientific  program  especially  de- 
signed for  the  physician  in  practice 
again  will  be  featured  at  the  AMA’s 
Clinical  Convention,  to  be  held  in 
Houston  November  26-29. 

The  four-day  meeting  will  include 
scientific  sessions  on  eighteen  major 
topics,  four  postgraduate  courses, 
breakfast  roundtable  conferences, 
closed-circuit  television  and  medical 
motion  picture  programs  and  more 
than  150  scientific  exhibits. 

Of  special  interest  are  the  post- 


graduate courses,  expanded  to  four 
topics:  Fluid  and  Electrolyte  Balance, 
Oncology,  Cardiovascular  Disease,  and 
Obstetrics  and  Gynecology.  Each 
course  will  consist  of  three  half-day 
sessions  featuring  outstanding  teach- 
ers. 

Scientific  and  industrial  exhibits 
and  all  scientific  meetings  will  be  in 
Houston’s  new  Astro  Hall,  a part  of 
the  Astrodome  complex. 

Topics  at  the  general  scientific  ses- 
sions include:  aerospace  medicine, 

antibiotics,  arthritis,  cancer,  cardio- 
vascular medicine,  cardiovascular  sur- 
gery, dermatology,  endocrinology,  gas- 
troenterology, general  surgery,  genito- 
urinary treatment,  geriatrics,  obstetrics 
and  gynecology,  ophthalmology,  oto- 


laryngology, pediatrics,  and  psychi- 
atry. There  also  will  be  a session  on 
“new  cares”  featuring  a discussion  of 
legal  and  social  problems  now  faced 
by  the  physician. 

Breakfast  Roundtable  Conferences  ^ 
will  discuss  ( 1 ) “Indications  and  Limi- 
tation of  Uses  of  Antibiotics,”  (2) 
"The  Moral  and  Ethical  Aspects  of 
Caring  for  the  Dying  Patient,”  (3) 
“Management  of  Cerebrovascular  In-  I 
sufficiency,”  and  (4)  "Adolescence, 
Age  of  Rebellion;  Some  Related  Psy- 
chiatric Aspects."  Numbers  1 and  2 
will  be  Tuesday  morning.  November 
28;  numbers  3 and  4 will  be  Wednes- 
day morning.  November  29.  Tickets 
will  be  S3  each. 
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in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extent  abs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  Its  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate)  — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects : Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.  H.  ROBINS  COMPANY,  Richmond,  Virginia  23220 
Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500.  NS 


helps  keep  calories 
at  arm’s  length 

Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 

For  use  in  pregnancy,  see  Warning. 

Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 

4nj«i  Geigy  Pharmaceuticals,  Division  of  Under  license  from 

Geigy  Chemical  Corporation,  Ardsley,  N.Y.  Boehringer  Ingelheim  G m b H 


even  in 
ulcerative 


characterized  by: 
-diarrhea,  cramps,  tenesmus 
bloody,  mucoid,  purulent  stools 


LOMOTIL  tablets/liquid 

Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  .2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies16  detailed  results 
are  given  on  the  use  of  Lomotil  in  111 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo. . . V2  tsp.*t.i.d.  (3  mg.)  i 1 | 

6-12  mo. . V2  tsp.  q.i.d.  (4  mg.)  jj  f | | 

1- 2  yr. . . . 1/2  tsp.  5 times  daily  (5  mg.)  i | | H [ 

2- 5  yr. . . . 1 tsp.  t.i.d.  (6  mg.)  ill 
5-8  yr. . . . 1 tsp.  q.i.d.  (8  mg.)  i 1 1 1 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  11111 
Adults:  2 tsp.  5 times  daily  (20  mg.)  H H H H H 

or  2 tablets  q.i.d.  eo  ee  e©  ee 

‘Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 


Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 

1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.M.A.  180: 1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : 
N.  Carolina  Med.  J.  22:600-604  (Dec.)  1961.  3.  Hock, 
C.  W. : J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G.:  Med.  Klin. 
56:962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H.:  Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M.:  Amer.  J. 
Gastroent.  35:628-633  (June)  1961. 


SEARLE 


Research  in  the  Service  of  Medicine 


at  the  site  of  infection 
(where  it  counts)...  f 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
ncluded  persons  in  whom  there  had  been  administered  other 
: ugs  known  to  be  associated  at  times  with  hepatic  side-effects 
i cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wi 
characterized  by  increased  direct-reacting  bilirubin,  eleva 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutar 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, : 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th 
patients’  families,  who  were  not  taking  the  drug,  had  episo 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w 
determined  in  a group  of  fifty-four  adults  and  children  who  t 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  \ 
those  of  a similar  group  of  forty-four  patients  who  received  i 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Eleva' 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cm 
of  treatment  was  observed  in  one  patient  treated  with  Ilos 
and  in  two  patients  treated  with  penicillin.  Seven  other  patii 
in  the  group  receiving  Ilosone  and  four  others  in  the  penic 
group  showed  elevations  in  one  of  the  tests  at  some  time  dui 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  t i 
reported  in  102  pediatric  patients  who  received  short-term  ( ■ 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ir  • 
tions.  Results  of  liver  function  tests  in  these  patients  v i 
comparable  to  those  in  a similar  control  group  who  had  rece  I 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatii  • 
fects  are  observed  in  a small  proportion  of  individuals  as  a r<  t! 
of  a local  stimulating  effect  of  the  medication  on  the  alimen 
tract;  however,  the  normal  intestinal  gram-negative  bact<  1 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtic: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  h 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dc 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythron 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosa 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fi 
days.  Close  follow-up  of  the  patient  is  necessary  since  ery 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stag  o 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  day  i 
recommended.  In  the  treatment  of  gonorrhea,  patients  w 
suspected  lesion  of  syphilis  should  have  a dark-field  examin  t 
before  receiving  antibiotics,  and  monthly  serologic  tests  s il 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  25  i| 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equi\  1 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  pad  4 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equi\ 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pad  * 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc  ‘K 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  1 -jV 
in  bottles  of  50.  1°  b*2 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  H7:8i  ja 

2.  Griffith.  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  12:391  ^ 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

239:198,  1960.  ” 

Additional  information  available  to  physicians  upon  request.  <=■  / 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  1,6206.  1_  - 


School  Tuberculin  Testing 

A localized  epidemic  of  tuberculosis  discovered  through  tuberculin 
testing  illustrates  the  real  value  of  this  routine  testing  program 

PHILIP  C.  HOPEWELL,  M.D.  and  HAROLD  E.  CODER,  M.D. 


Harrisburg,  Pennsylvania 

Because  the  Department  of  Health 
now  requires  tuberculin  testing  of 
all  children  entering  school  for 
the  first  time  and  of  9th  graders,1  the 
question,  “Is  routine  tuberculin  test- 
ing of  school  children  of  any  real 
value?”  is  particularly  pertinent  and 
is  being  asked  by  Pennsylvania  physi- 
1 cians.  The  purpose  of  this  paper  is 
to  discuss  the  rationale  of  this  pro- 
, gram  and  to  present  a case  which  illus- 
trates its  value. 

The  regulation  as  approved  by  the 
advisory  Health  Board  of  the  Penn- 
sylvania Department  of  Health  speci- 
. fies  that  the  test  is  to  be  performed 
using  either  a multiple  puncture 
method  (Tine  test,*  Sterneedle,  ®** 
Mono-Vacc  ®***)  or  the  Mantoux 
method  with  intermediate  strength 
purified  protein  derivitive  (P.P.D.).  It 
also  states  that  all  persons  demonstrat- 
ing a positive  reaction  to  any  of  these 
tests  are  to  receive  a chest  x-ray.  It  is 
anticipated  that  approximately  four 
hundred  thousand  children  will  be 
. tested  each  year. 

Since  the  discovery  of  the  infec- 
tiousness of  tuberculosis  by  Villemin 
in  1868, 2 tuberculosis  control  has  in- 
volved four  distinct  yet  overlapping 
phases.  Until  the  discovery  of  specific 
antituberculosis  drugs  in  1947,  isola- 
tion was  the  only  available  means  for 
controlling  the  spread  of  infection. 
With  the  discovery  of  potent  chemo- 
therapeutic agents,  the  central  empha- 
sis in  tuberculosis  control  began  to 
shift  to  treatment  rather  than  isola- 


*  Lederle  Laboratories 

! **  Panray  Division,  Ormont  Drug  & Chemi- 

cal Co.,  Inc. 

; ***  Lincoln  Laboratories,  Inc. 

■ Dr.  Hopewell  is  a medical  officer 
of  the  Public  Health  Service  on  as- 
signment to  the  Division  of  Chronic 
Respiratory  Diseases,  Pennsylvania 
Department  of  Health.  Dr.  Coder  is 
director  of  the  Division  of  Chronic 
Respiratory  Diseases  and  a member 
of  the  American  College  of  Chest 
Physicians. 


tion.  Treatment,  of  course,  continues 
to  hold  the  first  priority  in  any  tuber- 
culosis control  program.  However, 
with  the  gradual  decline  in  the  inci- 
dence of  the  disease 3 and  with  the 
increasing  understanding  of  its  patho- 
genesis 4 more  emphasis  is  being 
placed  upon  case  detection  and  case 
prevention. 

Various  case  detection  tools  have 
existed  for  many  years.  Only  fairly 
recently,  however,  has  the  concept  of 
reactivation  of  dormant  foci  implanted 
during  primary  infection  producing 
chronic  pulmonary  tuberculosis  gained 
general  acceptance.4  Palmer 5 dem- 
onstrated that  in  a group  whose  ex- 
posure to  tuberculosis  was  light  or 
negligable,  those  who  were  initially 
tuberculin  positive  developed  clinical 
tuberculosis  at  a rate  5.4  times  that 
of  those  who  were  initially  tuberculin 
negative.  It  is  also  known  that  at  least 
75  percent  of  all  newly  reported  active 
cases  of  tuberculosis  arise  from  the 
segment  of  the  population  which  had 
been  previously  infected.0  When  cases 
of  primary  tuberculosis,  which  are  not 
considered  contagious,  are  excluded 
practically  all  transmissible  tuberculo- 
sis arises  within  the  previously  in- 
fected group.  Thus,  the  best  tool  for 
detecting  those  who  are  at  risk  of 
developing  tuberculosis  is  one  which 
can  detect  infection  with  M.  tubercu- 
losis. 

The  declining  incidence  of  tubercu- 
losis and,  consequently,  the  marked 
reduction  in  tuberculin  reactor  rates  7 
make  the  tuberculin  test  a valuable 
means  for  detecting  tuberculous  in- 
fection, especially  in  the  young.  Our 
present  understanding  of  the  tubercu- 
lin test  is  that  a positive  reading  most 
probably  indicates  infection  with  and 
the  presence  within  the  host  of  viable 
tubercule  bacilli.  Such  acquisition  of 
infection  with  M.  tuberculosis  is  al- 
ways a result  of  exposure  to  an  envi- 
ronment contaminated  by  a person 
with  transmissable  tuberculosis. 

The  first  step  toward  the  eradica- 
tion of  tuberculosis  is  developing  a 


generation  free  of  tuberculous  infec- 
tion. This  may  be  done  by  detecting 
those  persons  who  are  infecting  chil- 
dren, for  the  children  who  are  infected 
now  will  be  the  clinically  manifest 
cases  of  tuberculosis  many  years  from 
now  and  will  be  able  to  continue  the 
chain  of  infection.  A practical  ap- 
proach is  to  identify  by  tuberculin 
testing  those  children  who  are  infected 
when  they  first  enter  school.  Granted, 
it  is  too  late  to  prevent  these  infec- 
tions; however,  finding  the  source  will 
protect  others.  The  environment  of 
a child  of  this  age  is  generally  suffi- 
ciently circumscribed  and  his  close  as- 
sociates sufficiently  few  to  make  pos- 
sible the  identification  of  his  source 
of  infection. 

This  then  is  the  basis  for  the  tuber- 
culin testing  of  all  children  entering 
school.  In  short,  the  program  is  de- 
signed to  discover  who  among  this 
age  group  are  infected  and  work  back 
to  find  the  source  of  infection.  The 
intent  is  not  to  discover  tuberculosis 
among  school  enterers. 

As  stated  earlier,  the  most  recent 
phase  of  tuberculosis  control  is  case 
prevention.  It  is  not  sufficient  only 
to  detect  those  who  are  infected. 
Through  the  use  of  isoniazid  chemo- 
prophylaxis the  risk  of  their  develop- 
ing clinically  manifest  disease  can  be 
considerably  decreased.  In  studies 
conducted  by  the  Public  Health  Ser- 
vice over  a ten  year  period  isoniazid, 
300  mg.,  taken  daily  for  a one-year 
period  has  decreased  the  frequency  of 
disease  by  75-80  percent  during  the 
medication  year  and  by  at  least  50 
percent  thereafter.8  This  means  that 
for  large  numbers  of  infected  persons, 
isoniazid  is  able  to  destroy  the  po- 
tential for  dormant  foci  to  reactivate, 
producing  clinically  manifest  disease. 
Thus,  an  equally  important  aspect  of 
school  tuberculosis  testing  programs 
is  the  use  of  isoniazid  chemoprophy- 
laxis for  those  school  children  and 
their  associates  who  are  found  to  be 
infected.  Those  reactors  who  are  dis- 
covered to  have  active  tuberculous  dis- 
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ease  must,  of  course,  be  treated  with 
multiple  drug  therapy. 

It  is  known  that  puberty  is  a “high- 
risk”  period  for  those  children  who 
are  infected.  The  basis  for  tuberculin 
testing  of  ninth  graders  is  to  detect 
infected  children  and  to  offer  them, 
through  the  use  of  isoniazid,  a means 
of  decreasing  their  risk  of  developing 
clinical  disease.  This  program  is  di- 
rected toward  the  reactor  himself  and 
not  toward  his  associates.  Because  of 
the  many  possible  sources  of  infec- 
tion available  to  a fourteen  year  old, 
investigations  to  detect  his  particular 
source  are  not  usually  practical. 

Case  Presentation 

On  March  2,  1967,  ten  children  in 
a Head-Start  kindergarten  in  a semi- 
urban  area  of  Pennsylvania  were 
tuberculin  tested  using  a multiple 
puncture  method.  Only  one  of  these 
was  considered  to  demonstrate  a posi- 
tive reaction.  This  four  year  old  child 
(E.L. — see  TABLE  I)  was  retested  us- 
ing the  Mantoux  method  and  inter- 
mediate strength  purified  protein  de- 
rivitive  (P.P.D.).  The  reaction  was 
read  as  1 1 millimeters.  A chest  x-ray 
taken  at  this  time  was  interpreted  as 
being  essentially  negative.  The  only 
associates  elicited  were  members  of 
her  immediate  family.  Intermediate 


strength  tuberculin  tests  were  per- 
formed and  read  as  follows:  father 

(A.L.,  Sr.)  13  mm.,  mother  (R.L.) 
9 mm.,  brother  (A.L.,  Jr.)  age  six 
years,  13  mm.,  brother  (D.L.)  age 
ten  mos.  14  mm.  The  chest  x-rays 
of  both  parents  were  essentially  nega- 
tive. However,  the  films  of  both 
brothers  were  compatable  with  pri- 
mary pulmonary  tuberculosis.  Both 
were  hospitalized. 

Because  the  source  of  these  infec- 
tions had  still  not  been  found,  more 
extensive  investigations  were  begun. 
A total  of  seventy-four  persons  in- 
cluding the  original  reactor’s  (E.L.) 
immediate  family  were  elicited  as  con- 
tacts. Of  these,  thirty-eight  were  fam- 
ily members  and  thirty-six  were  non- 
family. This  family  consists  of  seven 
different  households  (I,  II,  V,  VI, 
VII.  VIII,  IX)  living  within  a rather 
limited  geographic  area.  There  is  con- 
siderable visiting  back  and  forth 
among  all  households.  Thus,  all  mem- 
bers could  have  had  about  the  same 
degree  of  exposure  to  a source  case. 
Of  the  thirty-eight  family  members, 
twenty-four  were  found  to  have  posi- 
tive tuberculin  reactions  and  three 
were  diagnosed  as  having  active  pul- 
monary tuberculosis.  One  R.B.,  Jr., 
a fourteen  month-old  male  became  ill 
on  the  day  he  was  supposed  to  be 


seen  in  clinic.  He  was  hospitalized 
with  the  diagnoses  of  primary  pul- 
monary tuberculosis  and  tuberculous 
meningitis.  He  died  eleven  days  later. 

Of  the  thirty-six  non-family  con- 
tacts only  seven  were  found  to  be 
tuberculin  positive.  One,  P.K.  was 
found  to  have  pulmonary  tuberculosis, 
moderately  advanced  with  a markedly 
positive  sputum  smear.  It  was  dis- 
covered that  during  the  previous  ten 
months  P.K.  had  lived  for  six  months 
with  Family  I,  for  two  months  with 
Family  V and  for  two  months  with 
Family  VI.  She  had  been  frequently 
employed  as  a babysitter  by  Families 
VII,  VIII.  and  IX.  Approximately 
four  months  prior  to  her  being  diag- 
nosed she  had  become  engaged  to 
marry  L.B.,  Jr.,  who  was  also  diag- 
nosed as  having  moderately  advanced 
pulmonary  tuberculosis  with  smear 
positive  sputum. 

Summarizing  the  results  of  evalua- 
tions of  families  with  which  P.K.  lived 
reveals  the  following: 

Family  I — Two  adult  reactors, 
one  fifteen  year  old  reactor. 

Family  V — One  adult  with  mod- 
erately advanced  pulmonary  tuber- 
culosis. Two  adult  reactors.  Three 
of  four  children  with  positive  re- 
actions. 

Family  VI — One  child  with  pri- 
mary pulmonary  tuberculosis  active 
with  tuberculous  meningitis  result- 
ing in  death. 

The  following  was  seen  in  those 
families  by  whom  she  was  frequently 
employed  as  a baby  sitter: 

Family  VII — Five  of  eight  chil- 
dren with  positive  tuberculin  reac- 
tions. 

Two  adults  with  positive  tubercu- 
lin reactions. 

Family  VIII — Two  of  three  chil- 
dren with  primary  pulmonary  tu- 
berculosis active. 

One  child  with  a positive  tubercu- 
lin reaction. 

Two  adults  with  positive  tubercu- 
lin reactions. 

Family  IX — Two  of  three  chil- 
dren with  positive  tuberculin  reac- 
tions. 

Two  adults  with  positive  tubercu- 
line  reactions. 

While  it  cannot  be  determined  with 
certainty,  it  seems  probable  that  P.K. 
was  the  source  of  infection,  at  least 
for  the  children  involved.  Making  this 
assumption  more  valid  is  the  fact  that 
in  1962  P.K.  was  evaluated  as  a con- 
tact of  her  brother,  S.K.,  who  had 


TABLE  I 

TUBERCULOSIS  DISCOVERED  BY  SCHOOL  TUBERCULIN  TESTING 


I 


70 


PENNSYLVANIA  MEDICINE 


been  diagnosed  as  having  far-advanced 
cavitary  pulmonary  tuberculosis.  She 
had  a 16  mm.  reaction  to  intermediate 
P.P.D.  Her  chest  X-ray  was  inter- 
preted as  being  essentially  negative. 
She  was  placed  on  INH  chemoprophy- 
laxis. However,  she  stated  that  she 
would  not  take  the  drug  and  did  not 
return  to  the  clinic  for  further  follow- 
up care. 

Her  family  tree  is  presented  in  the 
lower  portion  of  TABLE  I. 

Summary 

Beginning  with  the  1967-68  school 
year  tuberculin  testing  of  all  school 
enterers  and  all  ninth  graders  will  be 
required  as  part  of  their  medical  eval- 
uation. Much  of  this  testing  will  be 
done  by  private  physicians.  The  rea- 
soning behind  this  program  is  dis- 


cussed. A case  is  presented  in  which, 
through  epidemiologic  investigation  of 
a kindergarten  age  tuberculin  reactor, 
five  cases  of  previously  unknown  ac- 
tive pulmonary  tuberculosis  were  dis- 
covered. One  of  these,  a fourteen 
month  old  child  also  developed  tuber- 
culous meningitis  and  expired  soon 
after  diagnosis. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


— - 

ABBOTT 

THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg.  3 10  mg.  3 15  mg.  3 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


fr°nt  FH 


SIDE 


FRONT  FT 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood ; the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 
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THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 
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See  Brief  Summary  on  next  page. 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 


There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet— Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Socio-economic  Change 
in  Medical  Practice 

Rising  health  costs  demand  increasing  economic  knowledge  among 
physicians  since  we  are  expected  to  provide  solutions  to  the  problems 


RICHARD  F.  MANEGOLD,  M.D. 
Chicago,  Illinois 

Medicine  today  is  in  the  midst  of 
a socio-economic  transition. 
Since  World  War  II,  Ameri- 
cans have  been  using  substantially 
more  medical  services  than  ever  be- 
fore. The  structure  of  medical  ser- 
vices and  the  character  of  medical 
practice  itself  has  been  changing 
rapidly,  resulting  in  growing  interest 
and  concern  with  the  organization  and 
economics  of  health  care. 

The  economics  of  total  health  care 
is  a term  much  newer  than  mere  medi- 
cal economics.  As  a broader  term  it 
proposes  to  encompass  the  entire 
health  care  industry  and  also  extend 
beyond  it  into  such  fields  as  the  analy- 
sis of  the  economic  costs  of  disease 
in  relation  to  the  Gross  National 
Product  and  the  relative  benefit  to  the 
nation’s  economy  of  health  care  ex- 
penditures versus  other  social  invest- 
ments. 

Thus,  any  discussion  of  the  eco- 
nomics of  present-day  medical  practice 
must  also  necessarily  entail  discus- 
sion of:  (1)  the  present  cost  trends  of 
total  health  care;  (2)  the  public  expec- 
tations, that  is,  the  basic  social  philos- 
ophy of  the  right  to  proper  health 
care;  (3)  trends  toward  increasing  as- 
sumption of  financial  responsibility 
by  third  parties;  (4)  the  technological 
revolution;  and,  (5)  the  effects  of  pres- 
ent trends  toward  the  institutionaliza- 
tion of  medical  practice. 

Rising  Health  Care  Costs — 

Present  and  Future  Trends 

Expenditures  for  health  care  have 
escalated  at  a significantly  greater  rate 
than  total  personal  consumption  ex- 
penditures. From  1957  to  1963,  total 
personal  consumption  expenditures  in 
this  country  rose  from  $285.1  billion 
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in  1957  to  $375  billion  in  1963 — an 
increase  of  31  percent.  Personal  ex- 
penditures for  health  care  during  this 
same  period  rose  from  $15.5  billion  to 
$23.6  billion.  This  represents  an  in- 
crease of  54  percent,  or  expressed  in 
another  way,  the  1957  expenditures  in- 
creased by  approximately  8 percent 
per  year  compounded  annually  over  a 
period  of  less  than  a decade.  The 
figures  calculated  for  the  period  from 
1963  to  1965  show  that  this  trend  is 
not  only  continuing  but  at  an  increas- 
ing rate.  In  1965  the  cost  of  national 
health  care  totalled  $28.1  billion,  an 
increase  of  approximately  20  percent 
over  that  in  1963. 

These  data,  however,  relate  to  all 
types  of  health  services  combined. 
When  various  forms  of  services  are 
separated,  a more  complete  picture  of 
the  current  trend  can  be  seen.  Be- 
tween 1948  and  1963,  expenditures 
for  various  forms  of  health  care  in- 
creased as  follows:  from  1948  to 

1963  approximate  hospital  care  ex- 
penditures increased  by  313  percent, 
from  $1.6  billion  to  $6.6  billion. 
Physicians’  services  also  show  a rise 
from  $2.3  billion  in  1948  to  $5.9 
billion  in  1963,  an  upward  change  of 
157  percent. 

However,  the  recent  President’s 
Commission  Report  on  rising  medical 
costs  published  in  February,  indicates 
that  physicians’  fees,  which  had  been 
rising  about  3 percent  per  year  in  the 
period  from  1960  to  1965,  went  up 
7.8  percent  in  1966.  According  to  the 
report  this  was  the  biggest  annual  in- 
crease since  1927,  the  earliest  date  for 
which  the  physicians’  fees  index  is 
available.  Hospital  daily  charges, 
which  had  been  rising  approximately 
6 percent  per  year  between  1960  and 
1965  went  up  16.5  percent  in  1966 — 
the  largest  annual  increase  in  eighteen 
years.  A projection  made  by  the  Com- 
mission for  the  decade  1965-75  in- 
dicates that  the  demand  for  physi- 


cians’ services  will  increase  by  approxi- 
mately one-third;  partly  accounted  for 
by  increased  population,  demographic 
changes,  and  the  probable  effects  of 
medicare. 

We  have  said  that  the  price  of 
physicians’  services  has  not  advanced 
nearly  as  rapidly  as  the  cost  of  hos- 
pital care  during  the  post-war  years. 
The  rise  from  1945  to  1959  was  about 
the  same  as  the  general  price  index. 
In  more  recent  years,  however,  the 
rise  in  physicians’  fees  increased  15 
percent  from  1955  to  1959  as  com- 
pared to  a 9 percent  increase  in  gen- 
eral prices.  One  study  has  shown  that 
physicians  in  private  practice  experi- 
enced an  average  increase  of  net  in- 
come of  475  percent  from  1936  to 
1961.  This  is  a reflection  not  so  much 
of  an  increase  in  fees  but  represents  a 
major  increase  in  the  volume  of  ser- 
vices provided  by  physicians.  The 
same  report  indicates  that  the  average 
practicing  physician  earns  about  six 
and  a quarter  times  as  much  as  the 
average  member  of  the  labor  market, 
and  three  times  as  much  as  the  aver- 
age college  professor.  As  we  all  know, 
the  disparity  between  physicians’  in- 
comes and  those  other  learned  pro- 
fessions has  been  a divisive  force. 
Whether  these  figures  are  accurate  or 
not  is  of  slight  importance  but  the 
long-range  implications  of  their  im- 
pressions on  the  community,  in  con- 
junction with  rising  medical  costs, 
should  be  of  paramount  importance 
to  us.  It  is  to  be  anticipated  that  the 
supply  of  medical  manpower  and  the 
level  of  physicians’  fees  will  be  under 
critical  scrutiny.  And  further,  there 
will  be  strong  pressures  for  more  effec- 
tive and  efficient  organization  and  dis- 
tribution of  medical  care. 

What  then  explains  the  rise  in  medi- 
cal care  expenditures  in  the  last  fifteen 
years?  What  accounts  for  the  recent 
acceleration?  What  can  be  expected 
in  the  future? 
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Discussion  of  Past  and  Future 
Trends — Underlying  Causes 

To  evaluate  trends  in  expenditures 
for  medical  care  we  must  examine 
certain  underlying  factors  affecting  the 
amount  of  money  spent  for  this  pur- 
pose. 

During  the  past  three  decades,  es- 
pecially in  the  period  immediately  fol- 
lowing World  War  II.  medical  science 
has  undergone  a technological  revolu- 
tion. These  advances  have  affected 
the  financing  of  health  care,  medical 
education,  specialization,  modern  pop- 
ulation trends,  and  the  organization 
of  private  medical  practice  in  this 
country. 

An  advance  in  the  medical  sciences 
may  constitute  an  innovation  creating 
a new  product,  or  it  may  improve 
methods  of  prevention,  control  or 
treatment  of  disease.  With  introduc- 
tion of  the  Salk  vaccine  in  1955,  the 
average  victim  rate  per  one  hundred 
thousand  population  for  1955-59 
dropped  SO  percent  from  the  previous 
five  year  period.  Estimates  are  that, 
had  the  people  who  were  spared  death 
and  disability  from  poliomyelitis  dur- 
ing the  years  1955-59  not  been  so 
spared,  they  would  have  incurred 
about  $327  million  dollars  in  medical 
care  costs  alone.  Over  the  years,  more- 
over, an  estimated  $6.7  billion  dollars 
in  lifetime  income  loss  and  medical 
care  cost  have  been  avoided.  This 
certainly  dramatizes  the  economic  as 
well  as  medical  significance  of  such 
progress  in  the  science  of  medicine. 
Similar  trends  are  also  evident  in  other 
advances  we  have  experienced  during 
the  last  fifteen  years. 

Generally,  the  improvements  in  the 
national  health  level  have  contributed 
to  increases  in  the  Gross  National 
Product.  This  can  be  accounted  for 
by  a larger  labor  force  due  to  the 
increasing  population,  to  more  work- 
ing years  per  individual  due  to  in- 
creasing life  expectancy  and  to  a 
greater  productivity  of  workers  who 
generally  are  in  better  health.  The 
resultant  economic  gain  can  be  mea- 
sured on  the  basis  of  present  and 
future  earnings  of  productive  persons 
whose  lives  have  been  saved.  It  was 
recently  estimated  that  2.7  million 
lives  were  saved  as  a result  of  de- 
creases in  the  death  rate  since  1944, 
and  that  989,000  wage  earners  in  this 
group  contributed  $5.5  billion  to  the 
Gross  National  Product  during  1961 
alone. 

Thus,  medical  progress  has  resulted 
in  important  financial  benefits  to  in- 


dividual families,  and  to  the  nation  by 
reducing  death  rates,  by  reducing  in- 
cidence of  communicable  and  often 
crippling  diseases,  and  by  shortening 
the  period  of  disability  which  accom- 
panies illness.  The  amount  expended 
for  the  treatment  of  many  conditions 
also  has  decreased  by  avoiding  the 
need  for  surgery  and  by  reducing  the 
periods  of  hospital  stay. 

Rising  from  a pervasive  social  phi- 
losophy, the  standard  today  is  an  in- 
herent right  to  only  the  highest  quality 
of  medical  care.  Today  . . . “health 
means  more  than  freedom  from  dis- 
ease, freedom  from  pain,  freedom  from 
untimely  death.  It  means  optimal 
physical,  mental  and  social  efficiency 
and  well-being  . . .”  This  definition 
of  health  derives  from  the  Preamble 
of  the  Constitution  of  the  World 
Health  Organization  and  represents  a 
social  philosophy  unlike  any  other  in 
its  scope  and  magnitude.  As  a result 
of  this  “basic  right”  philosophy,  pub- 
lic expectations  are  of  such  magnitude 
that  it  is  difficult  to  cope  with  the 
demand  for  medical  care.  A time 
existed  when  the  physician  was  con- 
sulted only  in  the  event  of  serious 
illness.  Today,  however,  people  tend 
to  seek  medical  attention  as  a pre- 
ventive measure  at  the  first  sign  of 
difficulty.  This  practice  has  a very 
definite  effect  on  rising  medical  costs. 

Today,  evidence  of  unnecessary  hos- 
pital utilization  exists.  Although  peo- 
ple are  increasing  their  life  span  by 
purchasing  medical  treatment  and  re- 
ducing the  time  lost  due  to  disability, 
this  is  done  only  through  a tremen- 
dous and  growing  investment  in  medi- 
cal care  facilities  and  services.  This 
trend  in  increased  usage  shows  no 
sign  of  decline.  Rather,  increased  us- 
age seems  to  be  the  only  picture  for 
the  future. 

Along  with  the  rising  demand  for 
additional  medical  services,  other  fac- 
tors indicate  an  increased  need  for 
physicians  and  expanded  medical 
units.  The  population  is  rising — an 
increase  of  28  percent  from  1950  to 
1965.  With  this  rise  there  is  an  in- 
crease in  the  proportion  of  the  popu- 
lation relatively  more  dependent  on 
medicine,  increased  per-capita  in- 
comes, an  even  greater  increase  in  the 
surplus  of  income  over  what  is  re- 
quired to  buy  the  absolute  necessities 
of  life,  and  increased  usage  of  pre- 
payment and  voluntary  health  insur- 
ance plans.  Also,  there  is  a greater 
need  for  medical  personnel  for  teach- 
ing, research  and  government  pro- 
grams. 


During  the  period  1950  to  1965, 
per-capita  income  increased  by  al- 
most 34  percent.  Based  on  the  spend- 
ing habits  of  Americans,  an  estimated 
10  percent  increase  in  consumer  in- 
come results  in  at  least  a 3.3  percent 
increase  in  the  demand  for  physicians’ 
services.  Therefore,  this  income  would 
have  added  a minimum  of  11.2  per- 
cent to  the  per-capita  demand  for 
physicians’  services. 

Let  us  concentrate  for  a moment 
on  the  health  insurance  field  and  its 
influence  on  rising  health  costs.  In 
recent  years  we  have  experienced  a 
growing  realization  that  a continuance 
of  private  medical  practice  is  depen- 
dent in  a large  measure  on  the  suc- 
cess or  failure  of  voluntary  health 
insurance  and  prepayment  programs. 
Over  156  million  Americans,  about 
four  out  of  every  five  persons,  had 
some  form  of  health  insurance  pro- 
tection through  voluntary  organiza- 
tions in  1965  and  the  further  expan- 
sion of  the  prepayment  system  is  im- 
minent rather  than  conjectural. 

The  future  of  medical  insurance 
plans  will  certainly  be  affected  by  two 
factors.  First,  the  upward  trend  in 
the  costs  of  medical  care  will  require 
the  insurance  industry  to  pay  more  in 
order  to  maintain  the  same  propor- 
tion of  medical  costs  as  today.  If  the 
costs  of  medical  care  continue  to  rise 
at  the  present  rate,  today’s  dollar  spent 
for  medical  insurance  or  prepayment 
will  have  to  be  $1.83  in  ten  years  and 
$3.35  in  twenty  years.  Of  course  these 
numbers  merely  show  the  effect  of 
future  costs  in  insurance  based  on 
past  trends.  Second,  it  seems  in- 
evitable that  the  proportion  of  costs 
financed  through  insurance  will  in- 
crease as  a result  of  medicare. 

Effects  of  Medicare 

With  passage  of  the  Social  Security 
legislation  of  1965,  the  additional 
burdens  placed  on  medical  facilities 
and  physicians’  services  in  both  ad- 
ministrative and  health-maintaining 
duties  is  difficult  to  assess.  It  is  actu- 
ally too  early  to  give  a true  analysis 
of  medicare's  effect.  The  President's 
Commission  report  states  that  "al- 
though medicare  raised  hospital  occu- 
pancy rates  in  many  places,  (this) 
increased  occupancy  does  not  neces- 
sarily lead  to  higher  cost  per  patient. 
However,  participation  in  medicare  re- 
quired hospitals  to  re-examine  their 
costs  and  charges  and  in  the  course 
of  this  re-examination  many  hospitals 

(Continued  on  page  SO.) 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 
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Division  of  /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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probably  decided  to  increase  their 
prices.” 

In  the  area  of  physicians’  fees,  it 
is  difficult  to  determine  just  what  the 
effect  of  medicare  has  been.  The 
President's  Report  suggests  that  medi- 
care seemed  to  have  no  marked  effect 
in  the  acceleration  in  physicians’  fees, 
at  least  as  of  December,  1966. 

Although  medicare  supposedly  has 
had  little  effect  on  accelerating  the 
price  of  physicians’  services,  it  has  led 
to  increased  pressures  for  cost  con- 
trols and  predictability  of  physicians’ 
fees.  In  this  regard,  again  we  note 
the  recommendations  of  the  Presi- 
dent’s Commission  that  “group  prac- 
tice, especially  pre-paid  group  prac- 
tice, be  encouraged.” 

Probably  the  most  far-reaching  ef- 
fect which  the  medicare  and  medicaid 
legislation  will  have  will  be  in  the 
area  of  private  health  insurance  and 
demands  for  more  comprehensive  cov- 
erage by  those  not  covered  under 
medicare.  In  1948,  25  percent  of  hos- 
pital bills  and  6 percent  of  the  bill 
for  physicians’  services  was  paid  by 
some  type  of  private  health  insurance. 
By  1963.  70  percent  of  the  total  hos- 
pital bill  and  40  percent  of  the  physi- 
cians’ bill  was  covered  by  health  in- 
surance. Under  the  provisions  of  the 
medicare  legislation  those  people  over 
age  sixty-five  who  qualify  for  benefits 
are  protected  for  approximately  80 
percent  of  the  physicians’  bill,  and  100 
percent  of  the  hospital  bill,  less  the 
annual  deductibles  in  each  instance. 

With  such  a discrepancy  in  the 
amount  of  protection  offered  under 
federal  programs  and  those  plans  of 
the  private  insurance  industry,  other 
groups  of  the  population,  mainly  those 
under  age  sixty-five,  can  be  expected 
to  seek  and  demand  more  comprehen- 


sive health  coverage.  The  certainty 
for  pressure  aimed  at  this  end  is  re- 
flected in  the  President’s  Commission 
Report  which  recommended  that  “pri- 
vate and  public  health  insurance  plans 
should  be  broadened  to  include  more 
alternative  types  of  medical  care.”  It 
also  proposed  that  the  Department  of 
Health,  Education  and  Welfare  meet 
with  representatives  of  the  health  in- 
surance industry  to  develop  model 
state  laws  to  encourage  or  require 
comprehensive  health  insurance  cov- 
erage. 

It  has  been  said  that  “technology 
is  a master  as  well  as  a servant.” 
All  the  advances  in  technology  are 
associated  with  changing  organization- 
al, financial  and  professional  relation- 
ships and  practices.  The  progress  of 
science  and  technology  has  given  birth 
to  most  of  the  major  problems  and 
developments  of  medical  care. 

More  science  and  more  knowledge 
and  resulting  medical  specialization 
have  led  to  a subdivision  of  labor 
and  an  interdependence  of  personnel. 
Today,  a single  doctor  is  rarely  able 
to  deliver  a total  medical  product. 
Medical  practice  is  inescapably  an 
organizational  unit. 

The  economic  results  of  the  tech- 
nological revolution  can  best  be  under- 
stood by  studying  two  effects  of  tech- 
nology itself.  First,  technology  puts 
the  problem  of  planning  beyond  the 
reach  of  the  individual  practicing 
physician.  Second,  this  planning  re- 
quires definite  organization.  Thus, 
specialty  requires  organization,  since 
only  in  this  manner  may  it  be  brought 
to  meaningful  coherence.  It  is  com- 
mon of  modern  technology  that  we 
know  problems  have  solutions  before 
there  is  knowledge  of  how  they  are 
to  be  solved— and  the  solution  must 
require  an  organized  effort.  Special- 
ization has  tended  to  encourage  the 


team  approach  in  medicine  and  has 
led  to  the  establishment  of  various 
forms  of  combined  or  group  practice. 
Cooperative  arrangements  among  doc- 
tors, formal  or  informal,  are  now 
virtually  universal  in  the  United  States. 
Even  the  most  individualistic  practi- 
tioner has  a list  of  specialists  to  whom 
he  may  refer  patients  for  diagnosis  or 
treatment,  and  he  will  try  to  establish 
working  relations  with  a hospital. 

Summary 

The  rise  in  cost  of  providing  health 
care  has  inspired  an  acute  public  de- 
sire to  determine  just  what  should  be 
done  about  it.  We,  as  physicians,  are 
compelled  to  provide  the  answers. 

The  causes  of  increased  costs  we 
have  discussed  are  manifold.  They  in- 
clude improvements  that  merit  whole- 
hearted support  and  deficiencies  in 
organization  that  call  for  correction. 

Methods  must  be  devised  to  pro- 
vide high  quality  care  in  an  efficient 
and  economical  manner.  By  eliminat- 
ing unnecessary  duplication,  concen- 
trating special  equipment  in  central- 
ized locations,  consolidating  under- 
staffed and  undersupplied  institutions, 
and  utilizing  the  most  economical 
methods  of  diagnosis  and  treatment 
consistent  with  good  medical  practice, 
much  time,  effort  and  money  can  be 
saved. 

The  physician's  involvement  in  all 
areas  of  health  care  places  him  in  a 
unique  and  many  times  precipitous 
position  in  the  formation  of  the  eco- 
nomic structure  of  health  care.  Al- 
though the  physician’s  attitude  and  ap- 
proach toward  his  own  practice  of 
medicine  cannot  and  should  not  be 
dominated  by  market  and  economic 
influences,  it  is  through  him  that  many 
of  the  basic  changes  must  find  their 
beginnings. 


Hospitals  Need  Modernization,  Says  PHS 


The  Public  Health  Service  reported 
that,  according  to  Hill-Burton  state 
agencies,  3,327  of  the  nation’s  6,716 
general  hospitals  need  modernization 
or  replacement  of  facilities  for  272,000 
of  their  beds.  Of  the  total,  replace- 
ment is  required  for  70,000. 

But  Dr.  William  Stewart,  PHS  Sur- 
eon  General,  said  that  replacement 


or  modernization  was  not  the  com- 
plete answer. 

“Development  of  alternative  care 
facilities,  earlier  preventive  treatment, 
increased  and  more  readily  available 
out-patient  services — all  of  these  may 
offer  a better  solution  to  a given 
hospital’s  problems,”  he  said. 

Dr.  Stewart  said  143  hospitals  in 
the  survey  were  critically  overcrowded 


with  average  annual  occupancy  rates 
of  90  percent  or  more  of  reasonable 
capacity.  Another  1.289  hospitals  had 
occupancy  rates  of  between  80  and 
90  percent,  “substantially  above  the 
national  average.” 

“Any  hospital  experiencing  an  aver- 
age annual  occupancy  rate  of  90  per- 
cent or  more  exceeds  the  safe  limit.” 
he  said. 
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Smog,smaze  or  smust... effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  s must 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.1,2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

VLe  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study2 1 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.3 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.- 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
"air  defense”  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
how  to  treat  the  patient  so  affected  rests  basically  on 
the  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
harsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 
their  sleep— can  be  alleviated  with  medications  of 
the  oral  nasal  decongestant/antihistamine  combina- 
tion type.  The  burning  sensation  in  the  throat,  sore- 
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hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 
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ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  following  page ) 


dr  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,11  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 


Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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For  summer  allergies,  summer 
colds, or  nasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l - i-e-f  with  Triaminic. 
It's  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
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nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 

cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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Scintillation  Scanning  of  the  Lung 

A discussion  of  the  principles,  applications  and  limitations  of  a method 
of  examination  which  is  achieving  wide  popularity 

DIONISIO  GARCIA,  JR.,  M.D.  and  GEORGE  L.  JACKSON,  M.D. 


Harrisburg.  Pennsylvania 

It  has  been  demonstrated  that  the 
rate  of  accumulation  of  a blood 
borne  substance  in  an  organ  is  di- 
rectly proportional  to  the  total  blood 
flow  to  that  organ,  provided  the  in- 
jected material  is  not  significantly 
metabolized  during  its  passage  and 
period  of  observation.1- 2 A technique 
which  would  permit  visual  interpreta- 
tion of  different  concentrations  of  such 
a substance  in  an  organ  system  would 
permit  qualitative  comparison  of 
blood  flow  within  the  organ.  This 
would  in  the  event  of  vascular  occlu- 
sion permit  localization  of  the  ob- 
structing process. 

The  conditions  outlined  above  are 
satisfied  by  the  method  of  lung  scan- 
ning using  macroaggregated  131  I la- 
beled human  serum  albumin  (MAA). 
Lung  scanning  with  MAA  will  there- 
fore determine  the  degree  of  pulmon- 
ary perfusion  and  the  integrity  of  the 
pulmonary  bed.  Decrease  or  absence 
of  scan  densities  indicates  decreased 
or  absent  perfusion.  This  may  result 
from  infarction,  tuberculosis,  cysts, 
effusions,  pneumonia,  tumors,  fibrosis, 
injection  technique  and  all  other  con- 
ditions which  bring  about  alterations 
of  pulmonary  perfusion. 

This  paper  demonstrates  lung  per- 
fusion in  various  pulmonary  diseases. 

Materials 

Human  serum  albumin  tagged  with 
131  I is  aggregated  into  the  desired 
particle  size  (10-90u)  by  heating  and 
adjustment  of  pH.  The  particle  size 
is  an  important  factor  in  determining 

■ At  Harrisburg  Hospital,  Dr.  Jack- 
son  is  director  of  medical  education 
and  head  of  the  section  of  nuclear 
medicine  and  Dr.  Garcia  is  a third 
year  resident  in  the  department  of 
medicine. 

■ Thus  study  was  supported  in  part 
by  P ennsylvania  Department  of 
Health,  Grant  # 67-561-8 , ME667. 


organ  distribution  of  the  radioactive 
albumin.3  The  greater  the  particle 
size  the  larger  the  fraction  which  is 
retained  temporarily  by  the  lungs.  The 
smaller  the  particle  size  the  more  ag- 
gregates will  pass  through  the  pul- 
monary capillary  bed  (diameter  5- 
15u)  and  accumulate  in  the  reticulo- 
endothelial system,  especially  the  liver 
and  spleen. 

The  MAA  is  injected  intravenously 
in  a dose  of  150-300  uc.  Trapping 
by  microembolization  occurs  rapidly. 
The  large  size  particles  are  subse- 
quently fragmented  and  re-enter  the 
general  circulation.  There  they  are 
phagocytized  by  the  reticuloendothe- 
lial cells  of  the  liver  and  spleen  which 
digest  the  albumin  and  release  the 
radioactive  label.4  Radio-iodinated 
human  serum  albumin  is  cleared  from 
the  lungs  rapidly,  (half-time  three  to 
ten  hours).1-2-4  Longer  half-times 
are  found  in  older  patients,  those  with 
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diffuse  lung  disease,  and  also  as  a 
consequence  of  larger  particle  size.4 
This  rapid  lung  clearance  decreases 
the  radiation  exposure  to  the  lungs. 
The  average  radiation  absorbed  dose 
in  the  lung  is  calculated  to  be  0.15 
— 0.80  rad  for  150—300  uc.  131 1 
dose.2-  5-  6 

Procedure 

Ten  drops  of  Lugol’s  solution  in  a 
glass  of  water  is  taken  by  the  patient 
a day  prior  to  the  administration  of 
the  radioactive  iodine  unless  the  pro- 
cedure is  done  as  an  emergency.  This 
is  to  block  thyroidal  accumulation  of 
131 1.  The  patient  is  placed  in  the 
supine  position  and  300  uc.  of  MAA 
is  injected  in  an  antecubital  vein. 
Immediately  afterward  the  patient  is 
placed  in  the  prone  position  and  a 
posterior  lung  scan  is  done.  A pos- 
terior lung  scan  is  usually  done  unless 
the  patient  is  in  respiratory  distress 
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Fig.  1 Normal  lung  scan,  posterior  projection. 
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Fig.  2 Chest  x-ray  showing  absence 
thoracoplasty. 

and  is  unable  to  lie  prone.  This  obvi- 
ates the  cardiac  interference  seen  on 
the  anterior  scan  and  permits  better 
visualization  of  the  lower  lobes  and 
posterior  segments  of  the  upper  lobes. 
An  anterior  scan  visualizes  the  upper 
lobes  and  lingula  better.  Scanning  is 
started  from  the  lower  most  part  of 
the  thorax  proceeding  to  the  apices. 
This  allows  clearer  visualization  of  the 
lung  bases  before  the  spleen  and  liver 
take  up  the  fragmented  MAA. 

The  patient’s  position  at  the  time 
of  injection  influences  the  distribution 
of  the  injected  MAA.1-  7 Sitting  in- 
creases flow  to  the  bases.  This  is  be- 
cause of  the  normally  low  pulmonary 
artery  pressure  resulting  in  deficient 
perfusion  of  the  apices.  Lying  on  one 
side  increases  flow  to  that  side. 

Six  foot  prone  chest  X-rays  are 
taken  immediately  after  the  scan. 

Results 

A total  of  163  lung  scans  taken 
from  May  1965  to  March  1967  were 
reviewed.  Lung  scans  were  done  in 
various  pulmonary  diseases.  How- 
ever, the  majority  were  done  because 
of  clinical  suspicion  of  pulmonary 
embolism. 

Normal  Lung  Scan 

A fifty-five  year  old  female  with 


of  left  lung  due  to  Fig.  3 Lung  scan  showing  no  perfusion  in  the  left  hemi- 

thorax. 


exertional  dyspnea  and  hypertension 
was  admitted  to  Harrisburg  Hospital. 
Chest  x-ray  revealed  clear  lung  fields 
and  normal  size  heart.  A posterior 
lung  scan  was  obtained  to  rule  out 
pulmonary  embolism  (Fig.  1). 

Comment:  This  is  a normal  lung 
scan  showing  normal  perfusion  of 
both  lungs.  There  is  a homogeneous 
distribution  of  the  radioactive  ma- 
terial. The  costophrenic  angles  and 
the  apices  are  usually  not  as  dense  as 
the  remainder.  This  is  partly  due  to 
the  normally  low  pulmonary  arterial 
pressure  resulting  in  decreased  perfu- 
sion of  the  apices. 

In  pulmonary  hypertension  and 
mitral  stenosis  there  is  reversal  of  flow 
to  the  apices,  that  is,  more  dense  than 
usual.1'  7 

The  left  border  of  the  heart,  espe- 
cially in  the  presence  of  cardiomegaly, 
may  cause  decreased  concentration  of 
MAA  at  the  left  base  (especially 
noticeable  in  anterior  scans).  In  left 
ventricular  failure,  perfusion  of  one  or 
both  lower  lung  fields  may  be  de- 
creased.8 

Pneumonectomy 

A forty-year  old  Negro  male  was 
admitted  with  a left-sided  pneumon- 
ectomy because  of  pulmonary  tubercu- 


losis. Chest  x-ray  (Fig.  2)  shows  evi- 
dence of  left-sided  thoracoplasty  with 
absence  of  left  lung.  Lung  scan  (Fig. 
3)  indicates  absent  perfusion  of  entire 
left  hemithorax. 

Comment:  This  clearly  demon- 

strates that  the  rate  of  accumulation 
of  the  131  I tagged  human  serum  albu- 
min in  the  lung,  is  directly  propor- 
tional to  the  total  blood  flow  to  that 
organ.  The  right  lung  has  a much 
greater  density  than  normal  because 
of  the  greater  up-take  of  the  radio- 
active substance  which  would  ordi- 
narily be  distributed  throughout  a 
larger  area  had  the  left  lung  been 
present. 

Pulmonary  Embolism 

A seventy-five  year  old  white  female 
admitted  with  sudden  onset  of  severe 
right  anterior  chest  pain  aggravated  on 
deep  breathing,  associated  with  dys-  I 
pnea.  EKG:  SjQ3T3  pattern.  Chest 
X-ray  (Fig.  4)  showed  cardiomegaly, 
pleural  effusion  of  the  right  side  and 
parenchymal  density  of  the  right  lower 
lung  field.  The  lung  scan  (Fig.  5) 
reveals  bilateral  perfusion  defects: 
lower  two-thirds  of  the  right  lung, 
junction  of  middle  and  lower  one- 
third  of  the  left  lobe. 

Comment:  Lung  scan  may  be  posi- 


tive  in  pulmonary  emoblism  without 
infarction  before  the  presence  of  chest 
x-ray  abnormality.  There  is  usually  a 
good  correlation  between  the  scan  and 
pathological  findings  regarding  the  lo- 
cation of  the  embolic  lesions.9’  10  A 
high  degree  of  angiography/ photoscan 
correlation  also  exists.11 

Pneumonia  with  Emphysema 

A sixty-six  year  old  male  admitted 
with  fever,  chills,  and  hemoptysis  re- 
sponding to  antibiotics.  A chest  x-ray 
(Fig.  6)  reveals  parenchymal  density 
of  the  right  middle  and  lower  lobes. 
The  lung  scan  (Fig.  7)  shows  a per- 
fusion defect  at  the  right  base. 

Comment:  Pneumonia  may  give 
lung  scan  findings  similar  to  infarc- 
tion. Some  distinguishing  characteris- 
tics of  pneumonia  are  that  the  involved 
lobe  is  seldom  completely  avascular  as 
compared  with  embolism.  In  some  in- 
stances during  the  early  congestive 
stage  of  pneumonia,  the  involved  lung 
is  hyperemic  or  normally  perfused. 
Pneumonia  usually  involves  a single 
lobe  whereas  embolism  is  frequently 
bilateral  producing  a bizarre  perfusion 
defect.9 

The  presence  of  a perfusion  defect 
in  pneumonia  which  has  a normal 
blood  supply  may  be  due  to  the 
absorption  of  the  gamma  energies 
from  131  I by  the  area  of  consolidation 
resulting  in  an  area  of  decreased  radio- 
activity.4 

Bronchiectasis 

A forty-six  year  old  white  female 
admitted  with  hemoptysis,  chronic 
productive  cough.  A bronchogram  re- 
vealed cylindrical  bronchiectasis  in  the 
superior  segment  of  the  left  lower 
lobe.  Chest  x-ray  (Fig.  8)  shows  cys- 
tic appearance  of  the  lung  parenchyma 
in  the  right  apex  and  infraclavicular 
region.  The  lung  scan  (Fig.  9)  shows 
bilateral  perfusion  defects  involving 
the  hilar  region,  periphery  and  lower 
one-third  of  the  left  lung.  The  right 
lung  has  a wedge-shaped  area  of  de- 
creased radioactivity  at  the  junction  of 
the  upper  and  middle  one-third  of  the 
lung  with  a perfusion  defect  medially 
and  laterally. 

Comment:  The  perfusion  defect  is 
presumed  to  be  due  either  to  decreased 
pulmonary  perfusion  of  a hypoxic 
bronchiectatic  segment  or  to  pulmon- 
ary arteriovenous  shunting  allowing 
particles  to  pass  through  without  lodg- 
ing in  the  pulmonary  capillaries.5 

Pulmonary  Tuberculosis 

A forty-nine  year  old  truck  driver 
with  a past  history  of  pulmonary 
tuberculosis  was  admitted  with  hemop- 


tysis. Chest  x-ray  (Fig.  10)  reveals  a 
diffuse  fibronodular  infiltrate  of  the 
right  apex  with  retraction  of  the  medi- 
astinal structure  towards  the  right  side, 
and  bullous  formation  in  the  left  side. 
Laminography  showed  findings  com- 
patible with  tuberculous  bronchiecta- 
sis of  the  apical  and  posterior  right 
upper  lobe.  Lung  scan  (Fig.  11) 


Fig.  4 Chest  x-ray  revealing  cardi- 
omegaly,  right  sided  pleural  effusion, 
and  right  lower  lung  density. 


shows  a perfusion  defect  of  the  upper 
one-third  and  lower  portion  of  the  left 
lung  and  right  upper  lung. 

Comment:  The  lung  scan  usually 
shows  a higher  degree  of  perfusion 
defect  than  would  be  expected  from 
the  roentgenographic  findings  in  pul- 
monary tuberculosis.  The  marked  dis- 
crepancy is  presumably  due  to  obliter- 


Fig.  5 Lung  scan  revealing  bi-lateral 
perfusion  defects. 


-m  i 


Fig.  6 Chest  x-ray  showing  paren-  Fig.  7 Lung  scan  showing  perfusion 
chymal  densities  suggestive  of  pneu-  defect  of  right  lung  base, 

rnonia. 


Fig.  8 Cystic  appearance  of  lung  Fig.  9 Bi-lateral  perfusion  defects 
parenchyma  by  chest  x-ray.  demonstrated  on  the  lung  scan. 


Fig.  10  Chest  x-ray  reveals  a diffuse  fibronodular  infil-  Fig.  11  Lung  scan  reveals  bi-lateral  perfusion  defects, 
trate  compatible  with  tuberculosis. 


ative  endarteritis,  compression  of  the 
blood  vessels  secondary  to  pneumo- 
thorax, pleural  effusions  and  fibro- 
sis.9- 12 

Bronchogenic  Carcinoma 

A sixty  year  old  white  male  ad- 
mitted in  acute  pulmonary  edema.  He 
responded  to  bed  rest,  diuretics  and 
digoxin.  Further  evaluation  revealed 
histologic  findings  of  epidermoid  car- 
cinoma taken  from  the  right  upper 
lobe  bronchus  on  bronchoscopy. 
Chest  x-ray  (Fig.  12)  shows  cystic 
disease  of  the  right  upper  lobe  with 
fibrosis  in  the  anterior  segment  and 
enlargement  of  the  right  hilum.  The 
lung  scan  (Fig.  13)  shows  bilateral 
perfusion  defect  of  the  left  and  right 
base  and  upper  one-third  of  the  right 
lung. 

Comment:  The  marked  discrep- 

ancy between  the  chest  x-ray  and 
lung  scan  findings  may  be  due  to:  ( 1 ) 
Pulmonary  artery  compression  from 


Fig.  1 2 Chest  x-ray  shows  cystic  dis- 
ease with  fibrosis. 


hilar  metastasis,  (2)  Involvement  of 
the  pulmonary  artery,  (3)  Predomi- 
nantly bronchial  artery  supply  to  the 
tumor,  or  (4)  Reflex  decrease  of  pul- 
monary artery  perfusion  secondary  to 
lobar  hypoxia  as  a result  of  bronchial 
obstruction  of  the  tumor.5  Tumors 
less  than  2-3  cm.  in  size  may  be 
missed  on  the  lung  scan. 

Findings  in  Other  Diseases 

Pulmonary  fibrosis  shows  patchy 
areas  of  perfusion  defects  on  lung 
scans.  Pulmonary  emphysema  shows 
a voluminous  lung.  In  the  presence 
of  bullous  emphysema,  an  area  of  de- 
creased radioactivity  is  observed. 
Pleural  effusion,  atelectasis,  abscess 
and  the  conditions  described  above 
may  give  similar  scan  findings  as  pul- 
monary embolism. 

Discussion 

Lung  scanning  with  the  use  of  331 1 
tagged  human  serum  albumin  has  been 


Fig.  13  Lung  scan  revealing  per- 
fusion defects  bi-laterally. 


of  great  value  in  the  early  diagnosis 
of  pulmonary  embolism.  It  detects  this 
even  before  roentgenographic  abnor- 
mality is  evident.  Although  lung  scan- 
ning after  the  injection  of  MAA  does 
not  determine  the  precise  etiology  of 
a demonstrable  perfusion  defect,  it 
may  suggest  a diagnostic  possibility  or 
provide  a diagnostic  lead.13  This  can 
aid  the  surgeon  in  assessing  the  extent 
of  disease  involvement,  and  thereby  I 
guide  him  regarding  the  need  for  and  I 
extent  of  surgery.  It  may  be  em- 
ployed postoperatively  to  determine 
improvement,  if  any,  in  the  lung  per- 
fusion after  removal  of  tumors,  lung 
cysts,  or  other  space  occupying  lesions. 
Clinicians  would  have  a relatively  easy 
and  fast  means  of  evaluating  the  re- 
sults of  their  medical  therapy.  Im- 
provement in  lung  perfusion  in  pa- 
tients undergoing  chemotherapy  or 
antituberculous  drug  therapy  may  be  I 
followed  by  serial  lung  scans. 

Scintillation  scanning  of  the  lung  I 
with  the  use  of  MAA  is  a safe  and  I 
simple  procedure.  Its  use  is  warranted  L 
not  only  in  suspected  pulmonary  em-  I 
bolsim  but  also  in  other  conditions  | 
where  a determination  of  pulmonary  I 
perfusion  is  of  value. 

No  untoward  reaction  occurred  dur-  | 
ing  the  study.  As  noted  by  other  F 
workers,  scan  doses  of  MAA  in  man  | 
are  not  detectably  antigenic.  Patients 
with  severe  pulmonary  emphysema 
and  pulmonary  embolism,  who  already 
have  a compromised  pulmonary  cir- 
culation. did  not  experience  aggrava- 
tion of  their  symptoms  after  adminis- 
tration of  the  MAA.  In  the  study  of 
cardiovascular  toxicity  done  in  experi- 
mental animals,  the  LD50  was  shown 
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to  be  five  thousand  times  the  dose 
used  to  perform  lung  scans  in  man 
( < 1 0 mgm./kg.  of  body  weight).2 
Except  for  an  isolated  case  reported,15 
no  major  side  effcets  have  been  re- 
ported to  date.2’  3’  9>  10’  n’12’  14> 16 

Conclusion 

Lung  scan  findings  in  various  pul- 
monary disorders  are  presented.  Its 
principles,  clinical  applications  and 
limitations  are  discussed.  It  is  a simple 
and  safe  procedure  which  does  not 
cause  discomfort. 

It  is  to  be  emphasized,  however, 
that  a good  correlation  with  the  clini- 
cal and  roentgenographic  findings  is 
needed  to  interpret  the  lung  scan  cor- 
rectly. With  its  limitations  recognized, 
lung  scanning  with  the  use  of  human 
serum  albumin  tagged  with  131  I has 
become  a valuable  tool  in  the  diagno- 
sis and  management  of  various  pul- 
monary diseases. 
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Benjamin  Rush 

Prescribing  For 
The  Nation 


Our  famous  forebearer 
offers  some  terse 
suggestions  as  to 
what’s  wrong  with 
our  world 


If  T have  often  been  struck  with  the 

5 analogy  of  things  in  the  natural, 
moral,  and  political  world,”  Ben- 
jamin Rush  (1746-1813)  wrote  to 
Thomas  Jefferson  in  1797.1  Physician, 
pioneer  psychiatrist,  surgeon  general 
to  the  Continental  Army,  teacher, 
philosopher,  abolitionist,  statesman, 
and  friend  of  Benjamin  Franklin, 
Thomas  Jefferson,  and  John  Adams, 
Rush  pursued  the  analogy  through  the 
letters,  essays,  and  addresses  which 
make  up  his  colorful  commentary  on 
the  formative  years  of  the  new  Re- 
public. 

Some  of  Rush's  happiest  coinages 
result  from  his  diagnoses  of  the  dis- 
eased body-politic.  During  the  Revo- 
lutionary War  the  terror  and  distress 
of  the  times  caused  a true  melan- 
cholia, Rush  said.  Loyalists,  for  ex- 
ample, suffered  from  what  was  called 
“protection  fever.”  Rush,  recognizing 
what  was  to  become  psychosomatic 
commonplace,  linked  the  deaths  of 
some  of  these  loyalists  with  the  anxiety 
caused  by  the  war  and  said  he  had 
“taken  the  liberty  of  distinguishing  it 
by  the  name  of  revolutiana.”2  Nor 
did  the  end  of  the  war  end  the 

■ Dr.  Kimball  is  professor  and  chair- 
man of  the  English  department  at 
Linfield  College,  McMinnville,  Ore- 
gon. 


malady.  Later,  Rush  again  pressed  his 
medical-moral-political  analogy: 

The  termination  of  the  war  by  the 
peace  in  1783  did  not  terminate  the 
American  revolution.  The  minds  of 
the  citizens  of  the  United  States  were 
wholly  unprepared  for  their  new  situ- 
ation. The  excess  of  the  passion  for 
liberty,  inflamed  by  the  successful 
issue  of  the  war,  produced,  in  many 
people,  opinions  and  conduct,  which 
could  not  be  removed  by  reason  nor 
restrained  by  government.  For  a 
while,  they  threatened  to  render  abor- 
tive the  goodness  of  Heaven  to  the 
United  States,  in  delivering  them  from 
the  evils  of  slavery  and  war.  The 
extensive  influence  which  these  opin- 
ions had  upon  the  understandings, 
passions,  and  morals  of  many  of  the 
citizens  of  the  United  States  consti- 
tuted a form  of  insanity,  which  I shall 
take  the  liberty  of  distinguishing  by 
the  name  of  anarchia.3 

The  initial  disturbance  continued  to 
produce  side-effects.  A “partial  or 
weakened  action  of  the  moral  faculty” 
Rush  called  “micronomia.”  Its  total 
absence  was  “anomia.” 4 Some  dis- 
ciples of  independence  were  over- 
zealous,  Rush  complained  in  a letter 
to  Anthony  Wayne  in  1777.  Penn- 
sylvanians, “intoxicated  with  the  must 
or  first  flowings  of  liberty,”  had  failed 
to  provide  a workable  government,  he 
said.5  Rush  himself  was  as  zealous 


as  any,  especially  concerning  the 
anatomy  of  good  government.  A 
republic  meant  a government  consist- 
ing of  three  branches,  each  derived 
“at  different  times  and  for  different 
periods”  from  the  people,  and  “where 
this  circulation  is  wanting  between 
rulers  and  the  ruled,  there  will  be 
an  obstruction  to  genuine  government. 
A king  or  a senate  not  chosen  by  the 
people  at  certain  periods  becomes  a 
sebimus,  a bubo,  an  abscess  in  the 
body  politic  which  must  sooner  or 
later  destroy  the  healthiest  state.” 6 
By  1798  Rush,  at  least,  had  sobered. 
He  wrote  to  Ashton  Alexander  and 
complained  of  the  “politicomania”  of 
the  two  parties  which  then  divided 
his  country.7  And  in  1811  in  a letter 
to  John  Adams,  Rush  said  that  the 
virulent  Fisher  Ames  had  died  of  the 
same  disease  that  had  carried  off  many 
citizens  to  Novia  Scotia,  Canada,  and 
other  parts  of  the  British  empire  in 
1776 — “monarchical  mania.”  8 
To  Rush,  early  in  1778,  the  new 
nation  appeared  to  be  languishing.  “I 
have  sometimes  seen  a sick  man  re- 
cover under  all  the  disadvantages  of 
ignorant  physicians,  a negligent  nurse, 
bad  diet,  and  unsuitable  medicines, 
owing  entirely  to  the  strength  of  his 
constitution,”  he  wrote  in  the  post 
script  of  a letter  to  John  Adams. 
“This  encourages  me  to  hope  well  of 


my  country.  Her  stamina  are  sound 
notwithstanding  she  has  been  these 
two  years  in  the  hands  of  quacks. 
The  goodness  of  her  constitution  alone 
will  save  her  from  the  feebleness  and 
ignorance  of  her  counsels  and  arms.”  9 
According  to  Rush  a chief  cause  of 
the  illness  was  the  instability  of 
Continental  money.  “Instead  of  be- 
ing the  sinews  of  our  war,  it  acts 
the  part  of  warm  water  to  the  natural 
sinews  of  our  opposition.  It  relaxes 
and  enfeebles  every  social,  civil,  and 
military  virtue.”  Rush  claimed  that  a 
Philadelphia  committee’s  attempt  to 
save  money  by  regulating  the  prices 
of  goods  was  “only  a partial  and 
temporary  remedy”  which  would  ruin 
commerce  and  check  agriculture.  The 
attempt  resembled  “a  violent  puke 
given  to  a man  in  the  last  stages  of 
consumption”  which  would  hasten  the 
dissolution  of  the  money.10  But  cur- 
rency was  only  one  of  many  ills  which 
beset  the  infant  United  States.  Allud- 
ing to  some  favorite  concerns,  Rush 
summed  up  his  physician’s  fears: 
America  was  a “bebanked,”  “be- 
whiskied,"  “bedollared,”  and  “bebrit- 
ished”  nation.11 

Learned  and  versatile,  Rush  dis- 
played his  many  interests  in  his  reac- 
tions to  political  events.  “The  repub- 
lican soil  is  broke  up,”  he  wrote  in 
1776  to  the  Virginia  physician,  Walter 
Jones,  “but  we  have  still  many  mon- 
archical and  aristocratical  weeds  to 
pluck  up  from  it.” 12  Developments 
in  Philadelphia  especially  claimed 
Rush’s  attention.  In  1778  he  wrote 
to  Abigail  Adams,  describing  his  home 
city  as  still  resembling  too  much  “the 
ark  which  preserved  not  only  the  clean 
but  unclean  animals  from  the  deluge 
which  overwhelmed  the  old  world.”  13 
The  Pennsylvania  Constitution  partic- 
ularly distressed  Rush.  “It  is  inoboc- 
racy,  if  you  will  allow  me  to  coin  a 
word,”  he  lamented  to  John  Adams. 
“If  you  will  not,  permit  me  to  com- 
pare it  to  a wheelbarrow  or  a balloon. 
I never  see  our  self-balanced  legisla- 
ture meet  but  I feel  as  if  I saw  a 
body  of  men  ascending  in  one  of  those 
air  vehicles  without  sails  or  helm.”  14 
Monarchies  are  illuminated  by  a sun. 
Rush  said,  “but  republics  should  be 
illuminated  only  by  constellations  of 
great  men.” 15  The  Continental 
money,  like  a girl  whose  character 
has  been  suspected,  “comes  forward 
with  diffidence  into  company,  and  in 
some  places  owes  its  good  reception 
in  the  world  more  to  the  bullying  of 
-ts  cullies  than  to  a conviction  of  its 
".insic  merit.” 18  Rush  hoped  that 
..  'Airal  law  would  operate  in  Congress. 
In  789  he  told  John  Adams  that 
“like  electrified  clouds”  the  Anti- 
federalist minus  would  unite  with  “our 
plus”  and  produce  a “federal  equili- 


brium” which  would  pervade  the  con- 
tinent.17 

Famous  for  his  dedicated  service 
during  the  Yellow  Fever  epidemics  of 
the  1790’s,  Rush  nevertheless  suffered 
much  from  a violent  controversy  with 
rival  physicians  which  included  slan- 
derous charges  from  the  writer,  Wil- 
liam Cobbett  (Peter  Porcupine).  In 
1810,  reminiscing  somewhat  sadly  to 
his  old  friend,  John  Adams,  Rush  said, 
"I  have  sometimes  amused  myself  by 
enumerating  the  different  kinds  of 
hatred  that  operate  in  the  world.  They 
are  the  ‘odium  theologicum,’  the 
‘odium  politicum,’  the  ‘odium  phil- 
ologium,’  and  the  ‘odium  medicum.’ 
It  has  been  my  lot — I will  call  it  my 
misfortune — to  be  exposed  to  them 
all.  The  divines  hate  me  for  holding 
tenets  that  they  say  lead  to  materialism 
and  that  are  opposed  to  the  rigid  doc- 
trines of  Calvin.  The  politicians  hate 
me  for  being  neither  a democrat  nor 
a monarchist,  neither  a Frenchman 
nor  an  Englishman.  The  philologists 
hate  me  for  writing  against  the  dead 
languages;  and  the  physicians  for 
teaching  a system  of  medicine  that 
has  robbed  them  by  its  simplicity  of 
cargoes  of  technical  lumber  by  which 
they  imposed  upon  the  credulity  of 
the  world.  The  last  I believe  is  the 
most  deadly  hatred  of  all.”  In  the 
same  letter,  Rush  added  that  he  had 
“neglected  to  mention  the  ‘odium 
mercatorium’  and  the  ‘odium  sangui- 
phobium.’  ” The  former  had  rendered 
him  so  obnoxious  to  the  merchants 
that  some  of  them  had  proposed  to 
drown  him  or  drive  him  out  of  the 
city.  “My  offense  against  them  was 
deriving  the  yellow  fever  from  domes- 
tic sources,”  Rush  said.  The  ‘odium 
sanguiphobium’  had  made  many  other 
citizens  hate  him.  Some  told  him  that 
they  even  “felt  fainty”  at  the  sight  of 
him  on  the  street.  18  In  the  first  draft 
of  a later  letter  to  Adams.  Rush  added 
two  more  ‘odiums.’  Recalling  his 
early  trouble  with  General  Washing- 
ton as  well  as  his  lifelong  concern 
for  the  Negro,  Rush  said  he  had  for- 
gotten to  mention  the  ‘odium  Wash- 
ingtonium’  and  the  ‘odium  nigrotyran- 
num.’ 19 

Though  few  of  Rush's  linguistic  in- 
ventions have  survived,  the  name  of 
his  therapeutic  chair  has  become  com- 
mon coin.  An  expert  of  diseases  of 
the  mind.  Rush  designed  what  he 
called  the  “tranquillizer.”  Rush  ea- 
gerly described  the  chair  in  a letter  to 
his  son,  James. 

1 have  lately  contrived  a chair  and 
introduced  it  into  our  Hospital  to  as- 
sist in  curing  madness.  It  binds  and 
confines  every  part  of  the  body.  By 
keeping  the  trunk  erect,  it  lessens  the 
impetus  of  the  blood  toward  the  hrain. 
By  preventing  the  muscles  from  act- 


ing, it  reduces  the  force  and  frequency 
of  the  pulse,  and  by  the  position  of 
the  head  and  feet  favors  the  easy 
application  of  cold  water  or  ice  to 
the  former,  and  warm  water  to  the 
latter.  Its  effects  have  been  truly  de- 
lightful to  me.  It  acts  as  a sedative 
to  the  tongue  and  temper  as  well  as 
to  the  blood  vessels.  In  24,  12,  6, 
and  in  some  cases  in  4 hours,  the 

most  refractory  patients  have  been 
composed.  I have  called  it  a Tran- 
quillizer,20 

But  Rush  was  eager  to  tranquillize 
the  nation  too,  and  he  proposed  the 
establishment  of  a United  States  Peace 
Office.  It  should  include,  he  said,  a 
large  room  for  transacting  business 
and  preserving  records.  Over  the  door 
of  the  room  should  be  a sign,  “of 

which  the  figures  of  a LAMB,  a 
DOVE  and  an  OLIVE  BRANCH 
should  be  painted,  together  with  the 
following  inscriptions  in  letters  of 
gold:  Peace  on  earth — Good  will  to 
man.  Ah!  Why  will  men  forget  that 
they  are  brethren?”  Rush  said  each 
wall  of  this  room  should  contain  a 
life-size  mural.  His  suggestions  in- 
clude “An  Indian  boiling  his  venison 
in  the  same  pot  with  a citizen  of 

Kentucky,”  “Lord  Cornwallis  and 
Tippoo  Saib,  under  the  shade  of  a 
sycamore  tree  in  the  East  Indies, 
drinking  Madeira  wine  together  out 
of  the  same  decanter,”  and  “A  St. 

Domingo  planter,  a man  of  color,  and 
a native  of  Africa,  legislating  together 
in  the  same  colonial  assembly.” 21 
“There  is  an  indissoluble  union  be- 
tween moral,  political,  and  physical 
happiness,”  he  wrote  elsewhere.22 
Rush's  ironic  proposal — prescription 
for  a young  America — still  makes 
strong  medicine. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis2 and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci .,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


When  the 
agitated  geriatric 
disrupts  the 
home... 

His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 


25  mg.  t.i.d.  A 


SAN  DOZ 


His  slovenly  room 
and  habits  create 
more  tension. 

...  ,o 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril* 

( thioridazine)  a 

25  mg.  t.i.d. 

SAND  O Z 


TTUidtaiie 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

dosage: 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & GO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


iS 


Part  3 


Medical  Training  Facilities  and 
Medical  Practice  in  Pennsylvania 

A preliminary  draft  of  a report  of  the  Task  Force  concerning  a study 
on  admission  policy  of  schools  of  medicine,  dentistry  and  nursing 

ALBERT  R.  PECHAN,  CHAIRMAN 

Task  Force  on  Admission  Policy  of  Schools  of  Medicine,  Dentistry  and  Nursing 
Harrisburg,  Pennsylvania 


What  about  the  medical  services 
available  to  the  people  of  Pennsyl- 
vania? Do  the  State  appropriations 
increase  the  number  of  physicians 
practicing  in  Pennsylvania?  CHART 
I shows  for  the  forty-eight  continental 
states  of  the  United  States  the  increase 
in  physicians  and  the  number  of  medi- 
cal school  graduates  in  the  decade 
1955-1965.  The  lack  of  any  consistent 
relationship  is  apparent  in  this  chart. 
For  example.  Massachusetts,  Ohio, 
and  California  all  graduated  about  the 
same  number  of  medical  students  dur- 
ing this  decade,  but  the  increase  in 
number  of  physicians  ranged  from 
1,821  in  Massachusetts  (No.  13  on 
the  chart)  to  11,105  in  California 
(No.  2).  Again,  Michigan  (No.  14), 
with  fewer  graduates  than  Massachu- 
setts, experienced  more  than  twice 
Massachusetts’  increase  in  number  of 
physicians.  Furthermore,  New  Jersey 
(No.  18),  Ohio  (No.  21),  and  Texas 
(No.  24)  had  about  the  same  increase 
in  physicians  as  Pennsylvania  (No. 
22),  yet  all  three  states  produced  less 
than  half  as  many  medical  graduates 
as  Pennsylvania  did. 

It  would  appear,  therefore,  that  the 
production  of  medical  school  gradu- 
ates in  a state  has  little  effect  upon 
the  number  of  residents  who  will  seek 
medical  training  or  upon  the  number 
of  trained  physicians  who  will  decide 
to  practice  in  the  state.  This  does  not 
mean,  however,  that  the  existence  of 
medical  schools  in  the  state  is  of  no 
value  to  the  residents  of  the  state. 
For  example,  a school  in  which  medi- 
cal research  is  constantly  in  progress 
and  modern  clinical  facilities  are  avail- 
able attracts  leading  medical  scholars 
— especially  if  the  salaries  are  com- 
petitive. Such  knowledgeable  scholars 
are  available  for  consultation  and 
treatment  of  the  people  of  the  com- 


munity. The  fees  in  many  instances 
are  paid  directly  to  the  schools  and 
are,  in  general,  no  more  than  those 
charged  by  specialists  practicing  in  any 
community  without  the  direct  benefit 
of  current  medical  findings.  As  trans- 
portation becomes  less  and  less  of  a 
problem,  this  means  that  practically  all 
residents  of  Pennsylvania  are  within 
a few  hours  travel  time  of  specialists 
who  are  involved  in  up-to-the-minute 
research  in  their  field. 

This,  of  course,  does  not  solve  the 
problem  of  the  general  practitioner 
who  is  in  such  great  demand  at  the 
time  of  more  common  illnesses.  The 
distribution  of  the  general  physician 
has  been  a problem  for  many  years. 
For  example,  in  1912  Abraham  Flex- 
ner  made  a study  of  the  distribution 
of  physicians  in  Europe.  His  findings 
are  surprisingly  applicable  today.  Fol- 
lowing are  a few  quotes  from  Mr. 
Flexner’s  report  of  1912: 2 

“In  a well-to-do  and  quite  densely 
populated  region,  the  number  of  phy- 
sicians that  can  earn  a livelihood 
would  approximate  or  exceed  the 
number  required  to  care  for  the  sick; 
in  poor  or  thinly  settled  regions,  the 
number  that  can  earn  a living  tends 
to  fall  below  the  number  actually 
needed.  Any  conclusion  as  to  the 
‘proper  number  of  physicians’  must 
therefore  take  account  of  the  possi- 
bilities of  their  earning  a living.  As 
long  as  medicine  is  a vocation  in  which 
support  must  be  earned,  the  endeavor 
to  calculate  the  necessary  ratio  of  phy- 
sicians to  population  in  a poor  and 
thinly  settled  territory  is  a purely  aca- 
demic exercise.  No  such  ratio  can 
ever  be  actualized,  no  matter  what 
educational  facilities  exist,  no  matter 
what  educational  standards  prevail. 


2 Medical  Education  in  Europe,  1912,  The 

Carnegie  Foundation  For  the  Advancement  of 

Teaching,  Bulletin  6,  p.  16. 


The  entire  basis  of  the  practice  of 
medicine  must  be  changed,  for  such 
localities  at  least,  before  people  that 
cannot  support  good  doctors  will  be 
provided  with  them. 

“Nor  is  the  distribution  of  physi- 
cians even  then  wholly  an  economic 
problem:  for  even  under  more  or  less 
favorable  rural  conditions,  the  current 
of  population  flows  toward  the  towns. 
The  more  enterprizing,  the  more  able, 
seek  the  greater  prizes.  . . . ” 3 

It  is  interesting  to  note  that  Mr. 
Flexner's  statistics  in  1912  correspond 
to  Pennsylvania  in  1960.  Again  we 
quote  Mr.  Flexner: 

“The  other  states  of  the  German 
Empire  show,  on  the  whole,  similar 
conditions:  witness  Bavaria,  ratio  1 

to  1925;  Saxony,  ratio  1 to  2015; 
Wiirttemberg,  ratio  1 to  2130;  Baden, 
with  a ratio  1 to  1397,  is  somewhat 
more  abundantly  stocked.  The  larger 
cities  prove,  of  course,  everywhere 
powerful  magnets:  Munich,  with 

538,983  inhabitants,  has  845  physi- 
cians, a ratio  of  1 to  637;  Leipzig, 
502,605  inhabitants,  has  439,  a ratio 
of  1 to  1144;  Stuttgart,  205,591  in- 
habitants, has  229,  a ration  of  1 to  898 
In  Bremen,  the  ratio  is  1 to  1093;  in 
Hamburg,  1 to  1227;  in  Charlotten- 
burg,  1 to  440;  in  Kiel,  1 to  696.”  4 

Compare  these  ratios  with  compar- 
able calculations  from  1960  Census 
data  for  Pennsylvania: 

County  Ration 


Philadelphia 

413 

Allegheny 

701 

Chester 

975 

Lancaster 

1,001 

Armstrong 

1,729 

Fulton 

3,532 

3 Ibid.,  p.  16. 

4 Ibid.,  p.  18. 

(Continued  on  page  102.) 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoidin 
those  responsive  to  routine  measures  as  well  as  contraindicated  p£  1 
tients.  Obtain  a detailed  history  and  a complete  physical  and  laborator 
examination,  including  a blood  count.  The  patient  should  not  excee 
recommended  dosage,  should  be  closely  supervised  and  should  b 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  sor 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  weigh 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  othe 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  count: 
Discontinue  the  drug  immediately  and  institute  countermeasures  if  th 
white  count  changes  significantly,  granulocytes  decrease,  or  immatur 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertensive: 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and  dru 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withholdin 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  patient  i 
and  in  those  with  hypertension  the  drug  should  be  discontinued  wit  ; 
the  appearance  of  edema.  The  drug  has  been  associated  with  peptic  u « 


For  280-lb.  tackles— or  108-lb.  housewives  — Butazolidin  alka  can  hasten  recovery  from  the 
agonizing  pain  of  shoulder  bursitis. 

It’s  not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
Precautions  shown  below. 

And  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

Rarely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

Play-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
clinical  judgment  indicates  Butazolidin  alka— go  with  it. 

And  watch  the  comeback. 


cer  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately  before  or  after  meals  or  with 
milk  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
with  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
other  systemic  reactions  usually  requires  withholding  medication. 
Purpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
action similar  to  serum  sickness  may  occur  and  require  permanent 
withdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
vomiting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator] 
and  cerebral  stimulation  for  the 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


iged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.& Digest  Treat.  11 : 617  (July)  1960. 


“First  ivith  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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Mr.  Flexner  continues  similarly  re- 
garding Austria: 

. . the  problem  is,  here  as  in  Ger- 
many, economic  and  political,  not 
educational;  for  even  if  lowering  of 
educational  efficiency  were  ethically 
thinkable,  there  is  no  reason  to  believe 
that  it  would  effect  the  desired  object. 
It  would  be  more  likely  to  result  in 
an  aggravation  of  objectionable  con- 
ditions in  places  already  supplied.”  5 

In  other  words,  over  time  the  loca- 
tion of  physicians  has  been  related  to 
the  demand  for  their  services  and  the 
ability  to  pay.  CHART  II  shows  the 
number  of  physicians  in  a given  state 
as  of  1965,  in  relation  to  the  total 
personal  income  in  the  state  for  the 
same  year.  The  states  shown  are  those 
having  personal  income  at  least  as 
large  as  that  of  Connecticut.  As  may 
be  seen  from  the  chart,  the  number 
of  physicians  in  a state  is  highly  cor- 
related with  personal  income.  In  fact, 
variations  in  personal  income  account 


5 Ibid.,  p.  25. 

® See  Appendix  Table  I for  percentages. 


for  95  percent  of  the  variation  in  num- 
ber of  physicians  among  these  states. 

IV.  The  Availability  of  Medical 
Services  in  Pennsylvania 

As  was  observed  in  the  previous 
section,  Pennsylvania  currently  has 
more  medical  school  graduates  as  re- 
lated to  its  share  of  population  than 
any  of  the  comparable  states  except 
Massachusetts.6  It  was  further  demon- 
strated that  an  expansion  of  the  medi- 
cal schools  in  Pennsylvania  could  not 
reasonably  be  expected  to  have  any 
measurable  effect  upon  the  share  of 
physicians  in  the  Commonwealth. 
Furthermore,  the  increased  number  of 
medical  school  graduates  in  the  United 
States  has  not  perceptibly  altered  the 
urban-rural  distribution  of  medical 
services,  and,  as  a result,  public  and 
private  organizations  throughout  the 
country  have  established  various  pro- 
grams in  an  attempt  to  influence  the 
location  of  medical  services.  In  order 
to  facilitate  judgment  regarding  the 
adoption  or  expansion  of  any  of  these 
programs  by  Pennsylvania,  both  the 


supply  of  and  requests  for  medical 
services  in  the  Commonwealth  should 
be  considered. 

The  Pennsylvania  supply  of  medi- 
cal services  is  represented  on  CHART 
III  which  shows  the  number  of  physi- 
cians per  100,000  population  for  each 
county  in  January,  1966.  The  entire 
bar  indicates  this  ratio  for  all  physi- 
cians in  private  practice,7  including 
specialists  and  general  practitioners. 
The  shaded  part  represents  the  physi- 
cians in  general  practice.  The  counties 
have  been  ordered  by  population  den- 
sity to  facilitate  analysis. 

Several  facts  become  apparent  from 
observation  of  the  chart: 

1.  Every  county  in  Pennsylvania 
has  at  least  one  physician  in  gen- 
eral practice. 

2.  The  degree  of  urbanization,  as 
measured  by  population  density, 
has  a slight  effect  upon  the  sup- 
ply of  all  physicians  in  private 
practice  but  no  effect  upon  the 
supply  of  physicians  in  general 
practice. 

The  difference  between  the  supply 
of  all  physicians  and  those  in  general 
practice  is  due  largely  to  the  specialists 
in  the  urban  areas  and  can  be  observed 
by  comparisons  with  the  State 
medians.  As  regards  all  physicians  in 
private  practice,  nine  of  the  twelve 
most  densely  populated  counties  have 
more  than  the  State  median,  while 
only  two  of  the  twelve  most  rural 
counties  have  more  than  the  State 
median.  It  is,  of  course,  noteworthy 
that  there  are  two  such  counties.  In 
the  case  of  general  practitioners,  seven 
out  of  twelve  counties  at  each  end  of 
the  population  density  scale  have  as 
many  or  more  than  the  State  median 
supply. 

The  search  for  physicians  is  not  in- 
stigated simply  in  the  instances  of  low 
supply  as  related  to  populations.  Fur- 
ther examination  of  CHART  IX 
shows  little  relationship  between  the 
requests  for  additional  physicians  with 
the  Physician  Placement  Service  of  the 
Pennsylvania  Medical  Society  and  the 
supply  of  physicians  per  one  hundred 
thousand  population.  The  small  num- 
bers in  parentheses  at  the  left  of  the 
bars  indicate  the  number  of  commu- 
nities in  the  county  which,  as  of  April 
1967,  had  registered  requests  with  the 
Society.  Montgomery,  Lackawanna, 
and  Luzerne  counties  all  have  a sup- 
ply of  physicians  well  above  the  State 
median,  and  yet  each  as  a comniu- 


7 The  calculations  exclude  physicians  not  in 
private  practice  since  the  availability  of  their 
services  varies  from  one  situation  to  another. 
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nity  requesting  additional  physicians. 
Franklin  County,  slightly  above  the 
median,  has  eight  communities  re- 
questing physicians.  In  all,  thirty  of 
the  seventy-six  communities  are  in 
counties  with  a supply  of  general  prac- 
titioners at  least  as  great  as  the  State 
median.  On  the  other  hand,  Sullivan 
County,  with  the  smallest  supply  of 
general  practitioners  in  the  State,  is 
not  registered  as  needing  a physician. 
Perry  is  another  such  county — well 
below  the  State  median  and  not  re- 
questing any  additional  physicians. 

Further  analysis  of  the  seventy-six 
communities  in  forty-seven  counties 
registered  as  requesting  additional 
physicians  shows  fifty-one  currently 
have  at  least  one  physician  practicing 
in  the  community  and  only  seven  of 
the  remaining  twenty-five  are  more 
than  ten  miles  from  medical  services. 
The  following  table  lists  these  seven 
communities,  the  distance  to  the  near- 
est hospital  or  medical  service  center, 
the  population  of  the  community,  and 
the  population  of  the  trading  area. 
The  populations  of  these  places  may 
be  compared  with  the  Pennsylvania 
average  of  2,744  persons  per  general 
physician  in  private  practice. 

On  the  other  hand,  as  regards  avail- 
able physicians,  the  Medical  Society 
has  a list  of  about  thirty-five  physi- 
cians who  are  looking  for  a place  to 
practice  in  Pennsylvania.  Physicians 
registered  with  the  Society  are  pro- 
vided with  pertinent  facts  on  each 
community  looking  for  a physician, 
including,  in  addition  to  its  population, 
a recent  medical  survey,  statistics  re- 
garding schools,  churches,  industry, 
and  recreational  facilities. 

In  general,  the  amount  and  type  of 
medical  services  required  by  a com- 
munity are  determined  by  the  actions 
of  its  residents.  Usually  one  of  the 
first  health  services  obtained  is  an 


ambulance,  and  in  most  cases  it  is 
acquired  through  local  community  ef- 
fort alone.  When  residents  decide 
they  need  an  additional  physician,  that 
community  may  be  guided  in  its  efforts 
by  the  county  and  state  medical  soci- 
eties. Another  source  of  supply  of 
physicians  is  the  hospital  with  an  in- 


ternship program;  such  programs, 
however,  are  sparsely  distributed.  For 
example,  only  twenty-three  counties  in 
Pennsylvania  have  hospitals  with  in- 
ternship programs.8  If  a community 
is  looking  for  physicians  who  will  be 
needed  in  the  future  rather  than  im- 
mediately, it  may  encourage  bright 
young  residents  to  study  medicine  and 
come  back  to  the  area  to  practice,  or 
it  may  establish  a type  of  preceptor- 
ship  for  medical  students  in  coopera- 
tion with  a medical  school. 

A nationwide  plan  which  is  depen- 
dent upon  the  efforts  of  the  residents 
of  a community  is  The  Community 
Medical  Assistance  Plan,  developed  by 
the  Sears  Roebuck  Foundation  in  co- 
operation with  the  American  Medical 
Association  and  the  state  medical  so- 
cieties. The  community  initiates  the 
search  for  a physician  and  appeals  to 
the  Foundation  for  assistance.  The 
Foundation  then  makes  an  economic 
survey  to  determine  the  amount  the 

8 See  Appendix  Table  II  for  the  hospitals 
which  have  internship  programs,  by  county. 


County 

Community 

Area 

Population 

Trade  Area 
Population 

Distance  to 
Nearest 
Medical 
Facility 

(1) 

(2) 

(3) 

(4) 

(5) 

Armstrong 

Sagamore-Beyer 

2,000 

5,000 

18  miles 

Bradford 

LeRaysville 

350 

N.A. 

15  miles 

Clearfield 

Mahaffey 

600 

3,800 

14  miles 

Juniata 

East  Waterford 

300 

1,000 

18  miles 

McKean 

Mt.  Jewett 

1,400 

3,000 

13  miles 

Potter 

Austin 

900 

N.A. 

16  miles 

Potter 

Ulysses 

600 

N.A. 

15  miles 
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CHART  III 


Supply  of  Physicians  in  Private  Practice  in  Pennsylvania 
By  County 
1966 


County 

| J 

f 

■=  = . 
e S 

3 Z 

f w 

|L 

Philadelphia 

15767.8 

toi 

Delaware 

2990.0 

"'ll 

\llegheny 

2230.9 

0 

Montgomery 

1052.3 

<0 

Lehigh 

655.7 

' I 

Northampton 

538.5 

| 

Lackawanna 

516.6 

1 

Bucks 

500.1 

9 

Beaver 

469.3 

B 

Dauphin 

423.6 

1 

Luzerne 

389.4 

fl 

Westmorel’d 

344.7 

fl 

Berks 

318.8 

9 

Erie 

308.7 

- B 

Lawrence 

307.8 

1 

1 ancaster 

294.9 

<ifl 

Cambria 

292.5 

•9 

Chester 

277.1 

8 

York 

261.6 

Hlfl 

Blair 

258.5 

Washington 

253.5 

*0 

Lebanon 

250.3 

0 

Northumberl’d 

229.4 

HI  fl 

Cumberland 

224.9 

l 

Schuylkill 

221.0 

ill 

Fayette 

213.3 

ciH 

.Mercer 

187.3 

1 

Butler 

144.4 

S 

Carbon 

130.6 

0 

Montour 

178.7 

" | 

\rmstrong 

121.2 

i >9 

Franklin 

116.9 

Columbia 

110.5 

< ill 

Mifflin 

102.9 

i:0 

\dams 

98.7 

1 1 0 

Venango 

96.7 

1 1 

Indiana 

91.4 

"»I 

Lycoming 

90.1 

"8 

Union  80.6 

mil 

Snyder 

78.8 

1 

Crawford 

76.7 

■-■'B 

Jefferson 

71.8 

*10 

Somerset 

71.4 

1 

Clearfield 

71.3 

(<0 

Centre 

70.5 

"1 

Greene 

68.3 

1 

Monroe 

64.8 

«>fl 

Clarion 

62.5 

1 9 

McKean 

54.7 

ci 

Warren 

50.1 

100 

Perry 

48.3 

1 

Bradford 

47.9 

.30 

Elk 

46.3 

9 

Huntingdon 

44.2 

<10 

Wyoming 

42.5 

""B 

Bedford 

41.8 

"A 

Clinton 

41.7 

B 

Juniata 

41.0 

<->iS 

Susquehanna 

39.6 

I 

Wayne 

38.0 

c>0 

Tioga 

31.8 

• i0 

Fulton 

24.4 

ml 

Cameron 

19.0 

(00 

Pike 

16.8 

<00 

Potter 

15.1 

I >1 

Sullivan 

13.1 

Oil 

Forest 

10.8 

ini 

0 

Median 

(General  Practitioner 

Per  loo.ooo 


Number  per  100,000  Population 


! 

LEGEND 

General  Practitioners  per  100.000  l*o| 

ulation 

- 

Specialists  per  100,000  Population 

3^ 


SOURCE:  Distribution  of  Physicians,  Hospitals,  and  Hospital  beds  in  the 
U.S.  Dept,  of  Survey  Research.  AM  A. 
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Mans  best  friencTin  wintertime  diarrheas 
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In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 
Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PC  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 
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THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate .100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . , . 10.0  mg. 

Alcohol,  1 .4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

© 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

© 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Westmoreland 

Westmoreland 


community  can  be  expected  to  spend 
for  the  services  of  a physician  prac- 
ticing in  the  area.  This  is  based  on  a 
sample  estimate  of  the  age  distribu- 
tion of  the  population,  the  types  of 
diseases  treated  in  the  past  year,  and 
the  number  of  office  visits  made  to 
physicians  in  other  communities.  The 
availability  of  hospital  services,  em- 
ployment patterns,  and  the  types  of 
industry  are  also  considered.  If  the 
results  of  the  survey  indicate  both  the 
need  for  and  the  ability  to  finance  a 
physician,  plans  are  drawn  up  for  the 
construction  of  a new  medical  clinic 
or  the  renovation  of  an  existing  struc- 
ture which  can  be  used  as  an  out- 
patient clinic.  The  money  for  this 
work  is  raised  by  the  community,  and 
the  American  Medical  Association  and 
the  state  medical  societies  search  for 
a physician  who  will  be  willing  to 
practice  in  the  area — with  the  possi- 
bility of  rent-free  offices  and  equip- 
ment for  the  first  year  and  increasing 
rent  as  his  ability  to  pay  increases. 
Some  communities  also  obtain  such 
medical  assistants  as  nurses,  techni- 
cians, or  medical  secretaries.  When 
the  community  is  large  enough,  a two- 
doctor  clinic  may  be  constructed.  As 
of  April  4,  1967,  there  were  four  com- 
munities in  Pennsylvania  which  had 
physicians  practicing  under  these  cir- 
cumstances: Blandon  in  Berks  Coun- 
ty, Conneautville  and  Linesville  in 
Crawford  County,  and  Jonestown  in 
Lebanon  County.  At  that  time  five 
other  communities  in  Pennsylvania 
were  in  the  process  of  establishing 
such  clinics:  Boswell  in  Somerset 

County,  Conway  in  Beaver  County, 
Greencastle  in  Franklin  County,  Nur- 
emberg in  Schuylkill  County,  and 
Renovo  in  Clinton  County.  Commu- 
nities looking  for  additional  medical 
services  learn  of  the  Foundation 
through  their  medical  societies  and 
through  reports  in  newspapers,  farm 
publications,  and  medical  journals.  In 
Pennsylvania,  material  concerning  the 
plan  is  distributed  annually  at  the 
Farm  Show  in  Harrisburg. 

These  projects  are  all  dependent 
upon  initial  community  action.  Many 
programs  originating  at  the  state  level 
in  other  states  as  well  as  in  Pennsyl- 
vania, however,  also  rely  heavily  upon 
the  community  for  support.  For  ex- 
ample, although  Oklahoma’s  univer- 
sity-centered “Project  Responsibility” 
provides  for  a state-wide  inventory  of 
health-science  personnel,  the  “pilot 
project”  currently  being  established  is 
to  be  carried  out  in  a community 
which  has  subscribed  some  $250,000 
to  provide  a health  center.  While 


there  are  8,500  persons  living  within 
a twenty-mile  radius  of  this  project, 
the  community  itself  has  but  450  resi- 
dents. This  particular  community 
health  center  is  to  be  staffed  by  three 
permanent  physicians:  an  internist,  a 
pediatrician,  and  a well-trained  gen- 
eral practitioner.  They  will  be  able 
to  consult  with  each  other  and  will 
also  have  active  teaching  appointments 
at  the  University  of  Oklahoma  Medi- 
cal School. 

In  order  that  the  newly  established 
physicians  will  be  able  to  meet  ex- 
penses, the  Oklahoma  plan  proposes 
a trust  fund  to  guarantee  a minimum 
annual  income.  As  is  the  policy  of 
the  Sears  Roebuck  Foundation,  how- 
ever, a center  is  not  established  unless 
a survey  of  the  area  has  first  indi- 
cated the  community’s  ability  to  sup- 
port it. 

Another  program  originated  on  the 
state  level  is  the  Kansas  Rural  Health 
Plan  which  encourages  small  commu- 
nities to  build  clinics  in  order  to  at- 
tract physicians.  It,  too,  is  university 
centered.  One  of  the  major  efforts  of 
the  program  is  a series  of  intensive, 
circuit-type  courses  for  physicians  of 
the  state.  Each  year  six  teaching  units 
visit  eight  towns  and  present  six-hour 
programs,  including  lectures,  demon- 
strations, and  round-table  discussions. 
Again,  the  success  of  the  entire  pro- 
gram depends  upon  the  efforts  of  the 
community. 

In  many  states,  scholarship  and  loan 
funds  are  available  to  medical  students 
who  will  be  willing  to  practice  in 
those  areas  of  the  state  which  have 
demonstrated  their  need  for  additional 
medical  services.  Various  organiza- 
tions, such  as  local  chapters  of  labor 
unions,  county  bureaus  of  the  Ameri- 
can Farm  Bureau  Federation,  and 
state  medical  societies,  have  estab- 
lished funds  for  financial  assistance  to 
such  students.  However,  beginning 
students  who  have  expressed  an  in- 
terest in  rural  practice  may  in  their 
third  or  fourth  year  in  medical  school 
become  interested  and  involved  in 
areas  of  study  which  lead  to  specializa- 
tion and  an  urban  practice. 

The  Pennsylvania  Medical  Society 
has  established  a trust  fund  through 
which  it  will  refinance  a physician’s 
debts  and,  over  a period  of  time,  for- 
give up  to  50  percent  of  the  loan  if 
he  practices  in  a Pennsylvania  rural 
area  specified  by  the  Society.  The 
Federal  Government  also  has  a loan 
forgiveness  provision  which  is  appli- 
cable after  the  graduate  makes  his 
decision.  For  each  year  that  the  medi- 
cal school  graduate  practices  in  a 


qualified  poor  rural  area,  the  Federal 
Government  will  forgive  him  15  per- 
cent of  his  loan — up  to  100  percent.1* 

The  demand  for  general  practi- 
tioners is  only  a reflection  of  the  more 
general  demand  for  the  availability  of 
medical  services.  How  will  the  cur- 
rent socioeconomic  trends  and  the 
technical  advances  of  the  electronic 
age  affect  the  problems  and  current 
projects  related  to  the  availability  of 
medical  services?  While  the  shifting 
age  distribution  and  expansion  of  pub- 
lic and  private  health  insurance  plans 
tend  to  increase  the  demand  for  medi- 
cal services,  the  pressure  for  more  uni- 
form geographic  distribution  of  physi- 
cians is  alleviated  by  the  decreasing 
number  of  home  visits  ( five  per  week 
by  the  general  practitioner  in  1965) 
and  the  use  of  more  rapid  transporta- 
tion facilities  such  as  expressways  and, 
more  recently,  helicopters.  Moreover, 
as  the  medical  sciences  accept  and 
utilize  the  new  techniques  of  the  elec- 
tronic age.  the  entire  concept  of  medi- 
cal services  and  their  availability  are 
likely  to  undergo  marked  revision. 

An  indication  of  the  radical  changes 
occurring  in  the  medical  sciences  may 
be  obtained  from  a few  examples. 

While  closed  television  circuits  are 
already  increasing  the  number  of  stu- 
dents who  can  hear  lectures  and  see 
close-up  demonstrations,  as  well  as  I 
enabling  a close  monitoring  of  many 
hospital  patients,  the  possibilities  en- 
visioned by  use  of  electronic  robots 
would  appear  limitless.  Sim  One,  for 
example,  is  a robot  which  breathes  and 
blinks  its  eyes.  It  is  instrumented  in 
its  head  and  chest  in  such  a manner 
that  a student  can  practice  slipping  a 
tube  down  the  throat  into  the  wind- 
pipe without  damaging  delicate  tissues  , 
— a technique  which  usually  takes 
three  to  four  months  to  master  but 
with  the  robot  it  can  be  learned  in  a 
few  days. 

Several  computer  systems  have  been  j 
devised  to  handle  patient  accounting, 
medication  reporting,  and  laboratory  j 
test  reporting.  Four  hospitals  in  the  I 
Minneapolis  area  are  now  using  such 
a system.  It  is  operated  by  the  Blue 
Shield  organization,  which  expects  to  | 
be  handling  nine  hospitals  by  1968. 

In  Peoria,  Illinois,  a hospital  informa- 
tion system  is  expected  to  be  fully 
operational  and  serve  eleven  hospitals 
and  2,200  beds  by  1968. 

Leading  computer  manufactures,  in 
cooperation  with  physicians,  have  been 


9 U.S.,  Congress.  Allied  Health  Professions 
Personnel  Training  Act.  Public  Law  89-751.  89lh 
Cong.,  2d  Sess..  1966,  p.  1438. 
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Appendix  TABLE  I 

State’s  Share  of  U.S.  Total  of  Population,  Entering  Medical  Students, 
Medical  School  Graduates,  and  Increase  in  Number  of  Physicians, 
for  Selected  States, 
for  the  Decade  1955-1965 


State’s  Share  of  United  States  Total  of: 

State 

Medical 

School 

Graduates 

Entering 

Medical 

Students 

Population 

Increase  in 
Number  of 
Physicians* 

(1) 

(2) 

(3) 

(4) 

(5) 

California 

5.4% 

6.1% 

8.8% 

14.4% 

Connecticut 

1.1 

1.3 

1.4 

1.5 

Illinois 

7.2 

5.4 

5.6 

2.4 

Indiana 

2.1 

2.6 

2.6 

.8 

Massachusetts 

4.5 

2.7 

2.9 

2.4 

Michigan 

3.7 

4.0 

4.3 

5.0 

New  Jersey 

0.6 

4.1 

3.4 

3.6 

New  York 

12.9 

14.1 

9.5 

8.8 

Ohio 

4.2 

5.3 

5.4 

4.1 

PENNSYLVANIA 

9.0 

7.3 

6.3 

3.9 

* For  (he  nine  year  period,  1955-1964. 

SOURCES:  1)  U.S.  Bureau  of  the  Census,  Statistical  Abstract  of  the  U.S.,  1955  through  1966. 

2)  “Medical  Education  in  the  U.S.”  Journal  of  the  American  Medical  Association. 


developing  partially  automated  screen- 
ing and  diagnostic  techniques.  For  ex- 
ample, computers  at  Hartford  Hospital 
in  Connecticut  can  diagnose  in  fifteen 
seconds  electrocardiograph  impulses 
sent  over  telephone  lines  from  wher- 
ever the  patient  is  located. 

At  Duke’s  Clinical  Chemistry  Lab- 
oratories an  electronic  console  is  used 
to  split  a thimbleful  of  blood  into 
smaller  specimens  and  simultaneously 
perform  a dozen  tests.  The  result  is 
that  blood  analyses,  done  at  the  rate 
of  fifty  an  hour  in  1955,  can  now  be 
done  at  the  rate  of  five  hundred  an 
hour  by  using  such  equipment.  In- 
stead of  only  one  or  two  blood  tests, 
all  twelve  are  performed  at  the  same 
time.  As  a result  of  this  procedure 
unexpected  disorders  are  often  uncov- 
ered, as  well  as  the  tentative  diagnoses 
being  confirmed. 

One  leading  computer  company  has 
developed  a program  to  help  diagnose 
most  adult  diseases.  The  doctor  gives 
the  patient’s  age,  weight,  sex,  tempera- 
ture, blood  pressure,  and  any  symp- 
toms of  illness  to  the  computer,  which 
then  responds  with  a list  of  all  diseases 
which  might  account  for  this  set  of 
symptoms.  It  then  requests  further  in- 
formation from  the  doctor  and  nar- 
rows the  list  of  possible  diseases. 
When  the  patient's  illness  is  fairly  well 
defined,  it  can  also  tell  the  doctor  the 
commonly  accepted  treatment.  The 
program  is  called  the  Clinical  Deci- 
sion Support  System.  The  ever- 
increasing  amount  of  medical  knowl- 
edge can  be  stored  in  the  machine 
and  the  doctor  does  not  have  to  rely 
on  his  own  memory.  This  is  similar 
to  a consultation  and  the  doctor  is 
free  to  accept  or  reject  the  advice. 


A multiphasic  screening  program 
has  been  developed  at  the  Kaiser  hos- 
pitals in  California,  so  that  a patient 
can  receive  some  thirty  screening  tests, 
including  an  electrocardiograph,  blood 
tests,  x-rays,  and  eye  examinations,  all 
within  two  and  one-half  hours.  The 
results  of  most  of  these  tests  are  re- 
ported before  the  patient  leaves  the 
clinic,  and  if  any  additional  tests  are 
indicated  these  too  can  be  given  at 
the  same  time.  Dr.  Morris  Collen, 
director  of  the  Kaiser  program,  feels 
that  the  door  is  just  being  opened  and 


that  in  ten  years  every  large  medical 
center  will  have  a major  automated 
multiphasic  screening  facility. 

From  these  examples  it  can  be  seen 
that  the  availability  of  medical  ser- 
vices may  be  increased  in  many  ways 
other  than  by  increasing  the  number 
of  physicians.  The  development  of 
computer  programs  and  other  diagnos- 
tic aids  enable  a physician  to  serve 
more  patients  in  a given  length  of  time, 
and  improved  transportation  facilities 
broaden  the  area  which  can  be  effec- 
tively served  by  a given  physician. 


World  Medical  Assn. 
Memberships  Open 

Individual  membership  in  the  World 
Medical  Association  is  now  open  to  all 
members  of  the  American  Medical  As- 
sociation. 

We  are  seeking  your  cooperation  in 
making  this  information  and  member- 
ship in  the  World  Medical  Association 
available  to  every  doctor-reader  of 
your  Journal.  You  could  assist  us  in 
spreading  the  news  if  you  would  pub- 
lish an  announcement,  a general  com- 
ment or  an  original  article  on  the 


World  Medical  Association  and  the 
availability  of  WMA  individual  As- 
sociate Membership. 

The  World  Medical  Association, 
Inc.  is  a non-profit  tax-free  organiza- 
tion devoted  to  promoting  understand- 
ing among  the  doctors  of  the  world. 
For  your  own  information  and  use  we 
are  also  enclosing  a brochure  setting 
forth  briefly  the  aims,  organization  and 
activities  of  WMA. 

We  need  communication  with  the 
doctors  that  comprise  your  readership. 
You  are  the  communication  expert 
best  suited  to  fill  our  need. 


Please  accept  our  deep  appreciation 
for  your  cooperation  and  assistance  in 
the  name  of  World  Medicine. 

Sincerely  yours, 

Alberto  Z.  Romualdez,  M.D. 
Secretary  General 
The  World  Medical 
Association,  Inc. 

Editor’s  Note:  Copies  of  the 

World  Medical  Association  brochure 
are  available  from  the  Pennsylvania 
Medical  Society,  Taylor  Bypass  and 
Erford  Road,  Lemoyne,  Pa.  17043. 
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infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B&  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  '‘reminder'’ 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


EDITORIALS 


Needed:  Coordination  of  Medical  Education 


Education  may  strike  you  as  a word 
with  enough  stability  of  meaning  to 
bring  a steady  concept  to  mind.  But, 
because  of  the  changing  scene,  its 
meanings  may  prove  to  be  well  worth 
reconsidering.  Another  reason  for  in- 
viting your  attention  to  the  general 
subject  is  the  increasing  extent  to 
which  it  invades  the  life  of  all  prac- 
titioners. Of  course,  all  of  us  are 
concerned  with  our  own  continuous 
education.  It  is  probable,  however, 
that  most  of  us  ought  to  give  more 
consideration  to  the  importance  of 
medical  education  as  a function  of 
our  ability  to  deliver  our  product — 
high  quality  medical  care  for  all  of 
our  fellow  citizens. 

The  very  first  move  to  organize  our 
State  Medical  Society,  in  1847,  was 
directed  at  education.  The  opening 
sentence  of  the  resolution  which  for- 
malized the  inaugural  proceedings  ex- 
pressed this  direction.  The  single 
WHEREAS  pointed  out  that  there  was 
need  of  a state  medical  society  be- 
cause “such  an  institution  would  great- 
ly contribute  to  the  advancement  of 
medical  knowledge”  within  the  bounds 
of  our  Commonwealth.  No  other  rea- 
son seemed  to  be  needed  for  calling 
the  convention  which  created  our 
Society.  We  are  certainly  not  less  con- 
vinced of  the  importance  of  medical 
education  in  our  time. 

The  continuous  womb-to-tomb 
character  of  our  education  has  cer- 
tainly been  sufficiently  emphasized  as 
it  applies  to  each  individual.  But  it 
may  bear  repeating  that,  as  practi- 
tioners who  are  members  of  organized 
medicine,  we  are  now  in  the  habit  of 
subdividing  the  process  into  under- 
graduate, graduate  and  post-graduate 
segments  and  that  the  familiar  term 
“continuing  medical  education”  is 
nearly  always  used  to  refer  to  the 
education  of  that  last-named,  older 
group  of  students. 

The  entire  subject  has  taken  up  a 
great  deal  of  the  time  and  other  re- 
sources of  the  State  Society  during 
the  last  decade.  It  appears  that  the 
initial  emphasis  has  not  died  down  in 
the  one  hundred  and  twenty  years 
since  our  conception.  But  the  expanse 


of  the  subject  and  the  difficulties  of 
its  problems  have  been  greatly  aug- 
mented. The  State’s  medical  schools 
have  multiplied  and  their  educational 
activities  have  spread  far  beyond  their 
traditional  concern  with  the  basic  edu- 
cation of  the  college  graduate  to  the 
level  of  his  doctorate  in  medicine.  An 
increasing  involvement  with  training 
at  the  post-graduate  level  has  been 
taking  place.  The  internship  and  resi- 
dency programs  as  well  as  certain  spe- 
cial types  of  graduate  medical  educa- 
tion are  now  accepted  as  within  the 
province  of  our  medical  schools. 
More  and  more  people  see  these  in- 
stitutions as  an  important  or  even  pri- 
mary agent  in  the  continuing  educa- 
tion of  the  practitioner — in  post-grad- 
uate medical  training. 

Many  other  organizations  have  be- 
come involved.  Within  organized 
medicine,  the  fragmentation  that  is 
specialization  has  extended  to  medical 
education  and  each  specialty  and  sub- 
specialty is  concerned  with  the  edu- 
cation of  its  devotees.  This  concern 
sometimes  reaches  high  levels  of  en- 
thusiasm and  may  easily  produce 
imbalances  in  the  curriculum  at  any 
level.  But  this  is  the  way  enthusiasm 
produces  its  results. 

Outside  the  bounds  of  medical  or- 
ganizations there  is  also  involvement 
in  medical  education.  Noteworthy  are 
the  effort  and  achievements  of  volun- 
tary health  agencies.  The  commit- 
ment and  dedication  of  resources  of 
these  people  are  indeed  high  and  the 
yield  may  not  be  ignored. 

Of  course  hospitals  have  always 
been  involved  in  medical  education  in 
all  phases,  especially  at  the  level  of 
graduate  training — the  provision  of 
internships  and  residencies.  They 
must  be  reckoned  with  in  any  plan 
to  organize  all  of  these  efforts. 

The  requirements  for  larger  num- 
bers of  an  increasing  variety  of  health 
professionals  outside  the  physician 
category  is  certainly  to  be  regarded 
as  a branch  of  this  subject.  The 
pluralism  that  characterizes  strictly 
medical  education  is  also  apparent 
here.  Many  varieties  of  agencies  are 
involved  and  coordination  among 


them  is  notable  for  its  low  degree. 

Where  do  we  in  the  State  Medical 
Society  stand?  It  is  true  that  we  are 
standing;  that  is,  we  have  shown  no 
radical  advance  within  this  system  in 
recent  years.  Our  approach  is  indeed 
pluralistic,  even  within  our  own  or- 
ganization. Many  bodies  within  the 
Society  are  actively  studying  the  prob- 
lem or  some  aspect  of  the  problem 
and  many  proposals  have  been  made 
for  change.  It  seems  now  that  we 
are  at  the  time  to  stop  the  studies 
and  take  some  action  even  though 
there  may  be  doubt  that  the  ideal 
solution  has  been  found. 

Perhaps  the  most  constantly  active 
part  of  our  organization  in  education 
is  the  EDUCATIONAL  AND  SCI- 
ENTIFIC TRUST,  which  is  con- 
cerned with  assuring  needy  students 
the  means  to  become  educated.  By 
far  the  largest  committment  is  to  stu- 
dents in  medical  schools.  The  chaotic 
condition  of  our  medical  educational 
situation  is  doubtless  most  disturbing 
to  our  COMMITTEE  ON  CON- 
VENTION PROGRAM,  which  is 
almost  entirely  involved  in  post-gradu- 
ate education  and  which  is  therefore 
most  likely  to  cross  boundaries  with 
other  groups.  But  most  other  seg- 
ments of  our  Society  have  some  in- 
terest and  some  activity  in  the  field. 
The  COMMITTEE  ON  MEDICAL 
EDUCATION  of  the  Council  on 
Scientific  Advancement  is  noteworthy. 
Others  are  the  ADVISORY  COM- 
MITTEE ON  STUDENTS,  IN- 
TERNS AND  RESIDENTS  of  the 
Council  on  Public  Service.  Of  course, 
PENNSYLVANIA  MEDICINE  is  an 
educational  instrument  of  the  Society, 
in  charge  of  the  Board  of  Trustees 
and  Councilors. 

It  appears  that  our  national  govern- 
ment will  be  intruding  more  and  more 
into  the  area  we  are  discussing.  The 
so  called  Heart,  Cancer  and  Stroke 
program  cannot  be  divorced  from  con- 
tinuing medical  education.  The  ac- 
tivities of  the  federal  government 
under  various  terms  such  as  the  Health 
Manpower  Training  program  and  the 
like,  warn  us  that  national  assistance 
is  to  be  imposed  on  us.  Many  other 
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plans  involve  us  physicians  as  well  as 
nurses  and  other  health  professionals. 
“Partnership”  in  this  field  is  growing. 

It  is  obvious  that  our  Society  must 
take  the  initiative  in  coordinating  all 
this  activity.  We  may  retain  our 
pluralistic  approach  but  we  cannot  fail 
to  decide  upon  the  course  we  will 
follow  and  we  cannot  delay  longer  to 
unify  our  actions  by  interrelating 
them.  Within  our  own  house,  for  ex- 
ample, it  is  now  time  to  decide 
whether  or  not  we  will  gain  by  holding 
separate  socio-economic  and  scientific 
sessions.  It  is  now  time  for  us  to 
decide  if  we  should  have  regional 
meetings. 

But  it  is  even  more  important  to 
act  now  to  coordinate  all  the  many 
efforts,  especially  in  the  field  of  con- 
tinuing medical  education  and  in  the 
training  of  health  professions  other 
than  physicians. 

What  agency  could  do  this  coordin- 
ating better  than  the  Pennsylvania 
Medical  Society?  Who  can  better 
offer  the  resources  needed  to  bring 
nursing  educators,  medical  school 
officials,  voluntary  health  associa- 
tion administrators,  hospital  person- 
nel, college  and  university  officials 
and  other  interested  persons  around 
the  table  with  representatives  of  or- 
ganized medicine?  Those  who  train 
technologists  and  other  professionals 
in  the  health  field  must  join  in.  The 
participation  of  those  who  teach  in 
osteopathic  schools  must  be  sought. 


Undergraduate  educators  interested  in 
pre-medical  education  must  become 
involved  along  with  the  members  of 
graduate  schools  at  university  levels, 
engaged  in  interdisciplinary  activities. 

We  will  benefit  if  our  Councils  and 
Commissions,  our  Committees  and 
our  Board  along  with  our  House  of 
Delegates  will  agree  to  undertake  this 
great  task  of  integration  and  co- 
ordination. — CBL 

The  Power  of  the  FDA 

. . . The  medical  profession  as  a 
whole  and  the  American  Medical  As- 
sociation in  particular  have  expended 
a great  deal  of  . . . time  and  energy 
in  an  unsuccessful  fight  against  medi- 
care. The  banner  under  which  this 
battle  was  fought  was  “We  Oppose 
Socialized  Medicine.” 

I believe  it  is  fair  to  say  that  this 
battle  was  fought  to  prevent  further 
inroads  by  the  government  into  the 
financing  of  the  practice  of  medicine. 

While  this  one  battle  progressed 
noisily  to  its  conclusion,  the  govern- 
ment (primarily  the  Food  and  Drug 
Administration)  quietly  stole  the 
march  on  the  medical  profession  in  a 
much  more  important  battle  that  may 
be  won  without  a shot  being  fired.  I 
refer  not  to  government  participation 
in  the  financing  of  medical  treatment 
but  rather  government  dictatorship 
over  all  aspects  of  medical  treatment 
itself. 


Mail  Call 

AMA-ERF  Appeals 

Early  in  September,  we  will  be  mak- 
ing the  third  mailing  to  all  physicians 
on  behalf  of  the  Education  and  Re- 
search Foundation  of  the  American 
Medical  Association.  It  is  a four-page 
letter  that  tells  the  story  of  the  In- 
stitute for  Biomedical  Research  which 
is  a major  program  of  the  Foundation. 

We  mail  four  appeals  for  contribu- 
tions to  physicians  during  the  year 
because  there  are  many  who  wish  to 
contribute  more  than  once.  These 
letters  also  serve  as  a reminder  to 
those  who  plan  to  contribute  but  who 
have  neglected  to  do  so.  These  mail- 
ings also  serve  as  a means  of  telling 
the  story  of  the  Foundation  to  in- 
dividual physicians.  As  a matter  of 


record,  the  Foundation  acknowledges 
all  gifts  by  mail. 

Contributions  to  the  Foundation 
may  be  earmarked  for  the  Institute  for 
Biomedical  Research,  Student  Loan 
Guarantee  Fund,  Medical  Schools 
Fund  or  to  the  Foundation  for  alloca- 
tion to  projects  by  the  Board  of  Di- 
rectors. No  part  of  any  contribution 
is  used  for  promotion  of  the  Founda- 
tion and  all  contributions  are  deduc- 
tible for  federal  tax  purposes. 

Sincerely, 

Richard  M.  Nelson 
Director, 

Program  Development 

Officers  Change  on 
Medical  Education  and 
Licensure  Board 

Pennsylvania  Medical  Society: 

This  is  to  notify  you  of  the  change 
of  officers  for  the  State  Board  of  Med- 


While few  were  watching,  and 
fewer  were  caring,  the  Food  and  Drug 
Administration  has  vastly  expanded  its 
powers  and  duties. 

More  and  more  it  tells  the  pharma- 
ceutical manufacturers  how  to  run 
their  highly  complex  industry  in  each 
and  every  detail.  . . 

There  are  a few  in  Congress,  like 
Congressmen  Fountain  and  me,  who 
have  viewed  this  process  ...  if  you 
will  pardon  the  expression  . . . with 
a jaundiced  eye.  I,  for  one,  believe 
it  is  time  for  the  medical  profession  as 
a whole  to  carefully  review  how  far  it 
is  willing  to  have  the  government  in- 
terfere in  the  practice  of  medicine. 
This  is  equally  as  important  as  gov- 
ernment's role  in  the  financing  of  med- 
ical care. 

Once  the  harm  is  done,  it  will  be 
impossible  to  undo. 

The  process  whereby  medical  judg- 
ment is  slipping  from  the  hands  of  the 
profession  into  the  hands  of  the  bu- 
reaucrats is  both  fast  and  silent. 

Is  this  process  inexorable? 

Only  the  doctors  of  the  nation  can 
supply  the  answer.  As  a profession, 
they  should  see  that  Congress  tames 
the  FDA  before  it  absorbs  what  re- 
mains of  medical  freedom. 

Sen.  Edward  V.  Long  (D-Mo.) 
Chairman,  Subcommittee  on  Ad- 
ministration Practice  and  Proce- 
dure 

Reprinted  from  AMA  News,  Au- 
gust 7,  1967. 


ical  Education  and  Licensure  effective 
September  7,  1967: 

Walter  R.  Seip,  M.D. 

Chairman 

1205  Park  Building 
355  Fifth  Avenue 
Pittsburgh,  Pennsylvania 

John  F.  Hartman,  M.D. 
Vice-Chairman 
St.  Vincent  Hospital 
Erie,  Pennsylvania 

Mrs.  Alva  R.  Cockley 
Secretary 

Department  of  State 
279  Boas  Street 
Harrisburg,  Pennsylvania 

Please  note  change  of  address  for 
Dr.  Charles  B.  Hollis  from  28  West 
Schoolhouse  Lane.  Philadelphia  to 
“The  Cambridge,”  Schoolhouse  Lane 
West  of  Wissahickon  Avenue,  Phila- 
delphia, Pennsylvania. 
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PENNSYLVANIA  MEDICINE 


A breakthrough 
in  the  control  of  pain 

Tnhvin 

brand  of  , Q 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


A breakthrough 
in  the  control 
of  pain 

Talwin 

brand  ol  A 9 

pentazocine 

(as  lactate) 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg. 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site1  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  agei+  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


Clinical  experience  of  more  than  150  investigators 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic 
is  not  a narcotic. 


Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine—a great  boon  for  postsurgical  patients. 


Talwin  produces  less  nausea,  vomiting  and  dia- 
phoresis than  meperidine. 

Constipation  and  urinary  retention  are  seldom  £ 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  oc- 
cur (0.1  % each). 

— 

No  significant  hepatic,  renal,  hematopoietic  or  neu- 
rologic disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  ill 
patients. 

Used  during  active  labor,  its  tolerance  by  the 
mother  and  newborn  is  comparable  to  meperi- 
dine's. As  with  all  new  drugs,  Talwin  should  be  used 
with  caution  in  pregnant  women  and  in  women  de- 
livering premature  infants. 

Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
developed  with  prolonged  use. 

Talwin  gives  significant  relief  of  pain  in  from  15  to 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longer 
with  a single  injection;  however,  the  duration  may 
sometimes  be  less  than  with  morphine. 


its  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally  J 


1 1 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


Talwin  has  a wide  range  of 
usefulness  in  surgery 


Number 

of 

patients 

Efficacy 

Types  of  surgical  use 

% 

Exc. 

% 

Good 

Exc. 

+ Good 

% 

Fair 

% 

Poor 

• Preoperative 

118 

31 

52 

83% 

15 

2 

• Postoperative 

914 

58 

28 

86% 

8 

6 

• Pre-  and  postoperative 

12 

75 

17 

92% 

0 

8 

• Minor  surgery 

33 

30 

39 

69% 

0 

31  i 

• Traumatic 

14 

64 

29 

93% 

7 

0 

• Dental 

33 

67 

24 

91% 

3 

6 

Total  patients 1124 


Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  surgical  use  in  a cooperative  study 

Data  in  files  of  Department  of  Medical  Research.  Winthrop  Laboratories. 

High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
study  involving  change  of  burn  dressings  in  children.  9 of  19  patients  ob- 
tained poor  results  with  dose  used. 

Talwin  relieves  all  types 
of  pain  in  acute  and 
chronic  medical  disorders 


Number 

Percentage  of  relief 

Type  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

+ Good 

Fair 

Poor 

• Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

• Orthopedic;  see  also 
■'Arthritis” 

111 

53 

38 

91% 

5 

4 

• Cardiovascular  pain; 
see  also  "Miscel- 
laneous medical'' 

96 

59 

27 

86% 

6 

7 

• Genitourinary  pain 

83 

42 

33 

75% 

16 

10 

• Arthritis 

76 

33 

51 

84% 

12 

4 

• Gynecologic  pain 

35 

57 

34 

91% 

6 

3 

• Cephalalgia 

21 

45 

41 

86% 

9 

5 

• Gastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

• Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

• Miscellaneous  medi- 
cal. including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 

722 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  medical  pain  in  a cooperative  study 


Data  in  files  of  Department  of  Medical  Research  Winthrop  Laboratories 


See  next  page  tor  additional  product  information 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine's. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2)t 
as  for  moderate  pain  (Fig  3) 


Figure  2.  Percentage  of  patients  Figure  3. 

--  100  -- 


Minutes  after  administering  Talwin  Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
. . there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.” 

‘ Storer,  E.  H Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute 

tCooperative  study,  data  In  the  files  of  the  Department  of  Medical  Research. 
Winthrop  Laboratories. 

I World  Health  Organization  Technical  Report  Series,  No,  343,  1966,  p.  6. 


A breakthrough 
In  the  control 
of  pain 


Tnhvin 


brand  of  , fg 

pentazocine 


as  lactate) 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ot  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals:  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (eg.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e  g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten- 
tion, or  severe  respiratory  depression.  Furthermore,  Talwin  produces 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta- 
neously, or  intravenously,  nausea,  the  most  frequent  adverse  effect, 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc- 
currence were  vertigo,  dizziness  or  lightheadedness:  vomiting:  and 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reaction 
in  1 0 per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
10  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinary 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression, 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dry 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractions 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  and 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pen- 
tazocine). Furthermore,  each  of  the  following  adverse  reactions  oc- 
curred in  less  than  0.1  per  cent:  tachycardia,  visual  disturbance 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorienta- 
tion, weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactions 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhea, 
cramps,  and  miosis:  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  adults 
(never  apnea),  even  with  large  amounts.  A small  number  of  newborn 
infants  whose  mothers  received  Talwin  during  labor  had  transient 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strength 
of  uterine  contractions  is  low  after  administration  of  Talwin,  similar 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfer- 
ence with  normal  labor  in  patients  receiving  Talwin,  one  investigator 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generally, 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  re- 
vealed no  significant  abnormalities.  A minimum  and  probably  insignifi- 
cant increase  in  the  per  cent  of  eosinophils  in  peripheral  blood 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Aver- 
age recommended  single  parenteral  dose  is  30  mg.,  by  intramuscular, 
subcutaneous,  or  intravenous  route:  may  be  repeated  every  three  to 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  more 
than  three  doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  most 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ade- 
quate pain  relief  to  some  patients  in  labor  when  contractions  become 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pen- 
tazocine) in  this  age  group  is  not  recommended. 

Duration  ot  Therapy.  Patients  with  chronic  pain  who  received  Talwin 
for  prolonged  periods  (e.g . , over  300  days)  experienced  no  with- 
drawal symptoms  even  when  administration  was  stopped  abruptly: 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sol- 
uble barbiturates  because  precipitation  will  occur. 

Treatment  ot  Overdosage  or  Respiratory  Depression.  Talwin  has  not 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  even 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depres- 
sion may  occur.  Means  of  maintaining  proper  oxygenation  should  be 
available  in  case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usual 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratory 
stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  as 
lactate  equivalent  to  30  mg.  base  and  2 8 mg  sodium  chloride,  in 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base,  2 mg  acetone  sodium 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pre- 
servative, in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 
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MEDICAL  SOCIETY  NEW  S 

Adult  Apathy  Causes  Measles 


Measles  epidemics  can  be  wiped  out 
completely  in  the  United  States  if 
parents  have  their  kindergarten,  first 
and  second  grade  children  vaccinated 
against  the  disease  as  school  starts  this 
fall. 

Through  103  projects  under  the 
Vaccination  Assistance  Act,  Public 
Health  Service  anti-measles  activity  has 
resulted  in  over  one-hundred  intensive 
state,  county,  city  and  community  im- 
munization campaigns,  forty  state  and 
fifty-four  county-city  immunizations 
programs  for  all  one-year-old  children, 
twenty-nine  state  and  twenty-six 
county-city  immunization  programs 
for  kindergarten  and  first  and  second 
grade  children,  and  distribution  of 
eight  million  doses  of  measels  vaccine 
by  PHS. 

Twenty-seven  Pennsylvania  counties 
have  conducted  measles  immunization 
programs  and  fifteen  counties  have 
scheduled  campaigns.  An  additional 
thirteen  Pennsylvania  counties  have 
programs  under  consideration.  County 
medical  societies  which  sponsor  im- 
munization programs  receive  vaccine 
free  of  charge  from  PHS  to  be  used  in 
innoculating  all  susceptible  children 
one  to  twelve  years  of  age. 

Overall.  PHS  distributes  about  600,- 
000  doses  of  measles  vaccine  each 
month,  and  some  twenty-four  million 


doses  have  been  put  in  clinics  and 
doctors’  offices.  An  estimated  11.3 
million  children,  aged  one  through 
four,  have  been  vaccinated  against  the 
disease,  along  with  7.4  million  other 
children  aged  five  through  nine.  De- 
spite the  large  number  of  children  vac- 
cinated, some  six  million  are  still  suc- 
ceptible  to  measles.  According  to  the 
September  2,  1967  Morbidity  and 
Mortality  Weekly  Report,  732  Penn- 
sylvanians contacted  measles  by  the 
35th  week  of  1967,  compared  with 
5,333  in  the  same  period  in  1966. 

Measles  vaccine  has  been  widely 
available  since  1964,  yet  hundreds  of 
children  each  year  are  left  with  lasting 
handicaps  due  to  the  ravages  of  this 
common  childhood  disease.  The 
American  Medical  Association  cites 
adult  apathy  as  the  ‘cause’  of  con- 
tinued measles  existence.  Ninety  per- 
cent of  our  adult  population  has  had 
measles  and  has  long  since  forgotten 
the  discomfort  of  the  illness.  Measles 
is  thought  of  as  part  of  growing  up  and 
the  public  is  perhaps  not  aware  that 
it  can  cause  complications  such  as 
pneumonia,  encephalitis,  mental  de- 
fects, and  residual  deafness. 

Many  but  not  all  of  those  suscep- 
tible to  measles  can  be  reached  within 
the  private  practice  of  medicine.  For 
the  rest  of  the  children  some  direct 


community  immunization  program  is 
usually  necessary.  In  bringing  the 
disease  under  rapid  control,  early  at- 
tention should  be  given  to  those  chil- 
dren entering  kindergarten  or  the  first 
two  grades  of  elementary  school. 
TABLE  I shows  the  current  (August, 
1967)  status  of  Measles  Immuniza- 
tion Programs  in  Pennsylvania 
counties. 

County  societies  planning  anti- 
measles campaigns  can  obtain  im- 
munization registration  forms  from 
the  Division  of  Communicable  Di- 
seases, Department  of  Health.  Harris- 
burg, Pa.  17120. 


Team  Effort  Needed 
to  Raise  Rural 
Health  Standards 

The  Fourth  Pennsylvania  Confer- 
ence on  Rural  Health  will  be  held 
Wednesday,  October  11th  at  the  Penn 
Harris  Motor,  Inn,  Camp  Hill,  with 
registration  starting  at  9 a.m. 

The  all-day  session  will  feature  water 
pollution,  utilization  of  health  man- 
power, poison  prevention  and  child- 
hood mental  health. 

Through  the  PMS  Commission  on 
Rural  Health,  Pennsylvania  medical 
doctors  have  been  sponsoring  various 
programs  to  raise  the  level  of  health 
in  non-urban  areas  of  the  State.  How- 
ever, a greater  team  effort  by  every- 
one concerned  is  needed,  according  to 
Charles  J.  H.  Kraft,  M.D.,  Chairman 
of  the  Commission.  “We  feel  that  a 
step  in  the  right  direction  is  to  have 
the  leaders  of  rural  organizations,  phy- 
sicians, physicians’  wives  and  govern- 
ment and  university  people  who  are 
interested  in  solving  problems  in  rural 
areas  meet  together  at  a State  Rural 
Health  Conference,”  states  Dr.  Kraft. 

A registration  fee  of  $4.00  per  per- 
son will  be  charged  to  help  defray  the 
cost  of  the  conference.  It  is  not  neces- 
sary to  forward  the  registration  fee 
prior  to  the  meeting. 


TABLE  I 

Measles  Immunization  Program  Status  in  Pennsylvania  as  of  August,  1967 


fai  programs  conducted 
programs  scheduled 
3 programs  being  considered 
□ no  activity 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. ' 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-l  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 

[n  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

[n  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

lohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive.  Yale  University  Medical  Center,  New  Haven,  Conn..  April  6.  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-l 
appears  to  impair  sperm  vitality . . . 
inhibit  penetration. 


lervical  mucus  is  thin  and  watery  with  a stretchability 


hin,  watery  mucus  crystallizes  into  this  well-defined, 
rrnlike  pattern  within  a minute. 


oermatozoa  appear  healthy,  are  active 
nd  freemoving. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-l. 


How  NorinyM 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Endometrium  produced 
by  Norinyl-l  U 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


\ inn  1 

(norethindrone  lmg.  c mestranol  0.05mg.)  tfk  tBDlBtS 


0.05mg.) 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

^Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  packaqe  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 

with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  from 

SYNTEXi  - 

LABORATORIES  INC  , PALO  ALTO.  CALIF. 


LUZERNE  COUNTY: 


Lane  Giddings,  M.D.,  1111  East  End  Blvd.,  Wilkes 
Barre  18703. 

MONTGOMERY  COUNTY: 

Roy  W.  Gerritsen,  M.D.,  1245  Highland  Avenue,  Abing- 
ton  19001. 

Albert  W.  Zimmermann,  M.D.,  635  Germantown  Pike, 
Norristown  19401. 

PHILADELPHIA  COUNTY: 


WELCOME,  NEW  MEMBERS 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 

BEAVER  COUNTY: 

Henry  C.  Thel,  Jr.,  M.D.,  200  Third  Street,  Beaver 
15009. 

BERKS  COUNTY: 

Michael  D.  Cefaratti.  M.D.,  232  N.  Fifth  Street,  Read- 
ing, Pa.  19601. 

LEHIGH  COUNTY: 

Robert  G.  Wallace,  M.D.,  Allentown  Hospital.  17th  and 
Chew  Streets,  Allentown  18102. 

Carl  A.  Lam,  M.D.,  160  Main  Street,  Emmaus  18049. 

Orazio  Prestifilippo,  M.D.,  801  N.  19th  Street,  Allen- 
town 18104. 


Charles  S.  Ryan,  M.D.,  1608  Walnut  Street,  Philadelphia 
19103. 

Soleim an  M.  Soli,  M.D.,  170  Terwood  Road.  Apt.  48E, 
Willow  Grove  19090. 

Patrick  B.  Storey,  M.D.,  235  N.  15th  Street,  Philadelphia 
19102. 

John  H.  Wolf,  Jr.,  M.D.,  124  West  Walnut  Lane,  Phila- 
delphia 19144. 

Robert  L.  Cogan,  M.D.,  7528  Brentwood  Road,  Phila- 
delphia 19151. 

William  H.  McMicken,  M.D.,  E-16  Camelot  Apts., 
Levittown  19053. 

Allan  F.  Rodgers,  M.D.,  427  Tregaron  Road,  Bala- 
Cynwyd  19004. 

WARREN  COUNTY: 

Albert  J.  Turbessi,  M.D.,  16  Woodcrest  Drive,  R.  D. 
#1,  Clarendon  16313. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Radiologist,  board  qualified,  direct 
diagnostic  department,  mountain  re- 
sort hospital  200  beds,  expanding,  near 
N.Y.C.,  $50,000  plus.  Apply  Ameri- 
can Medical  Personnel,  Inc.,  159  East 
Chicago  Avenue,  Chicago,  Illinois 
60611. 

Approved  two  year  general  practice 
residency — available  January  1,  1968, 
in  244-bed  general  hospital;  Philadel- 
phia suburb;  one  year  approved  intern- 
ship required;  ECFMG  Certificate  re- 
quired of  foreign  graduates;  Exchange 
Visitor  Number  available;  $600  per 
month  and  full  maintenance  or  extra 
living-out  allowance;  duty  every  4th 
night  and  4th  weekend;  active  teaching 
program  and  approved  internship.  Ap- 
ply: Director  of  Medical  Education, 
Delaware  County  Memorial  Hospital, 
Drexel  Hill,  Pennsylvania  19026. 

Approved  one  year  rotating  intern- 
ship— available  January  1,  1968,  in 
244-bed  general  hospital;  Philadelphia 
suburb,  ECFMG  Permanent  Certifi- 
cate required  of  foreign  graduates;  Ex- 
change Visitor  Number  available;  $500 
per  month  and  full  maintenance  or 
extra  living-out  allowance;  duty  every 
3rd  night  and  3rd  weekend;  active 
teaching  and  resident  training  pro- 
gram. Apply:  Director  of  Medical 

Education,  Delaware  County  Me- 
morial Hospital,  Drexel  Hill,  Penn- 
sylvania. 19026. 

Emergency  Room  Physician — full- 
time for  350-bed  hospital  . . . Penn- 
sylvania license  required  ...  40 
hours  per  week  . . . Salary  $17,500 
per  year  to  start  with  increase  of  $2,- 
500  per  year  with  two  yearly  increases 
guaranteed.  Write  details  of  training 
and  experience  to  A.  C.  Seawell,  Ad- 
ministrator, Butler  County  Memorial 
Hospital,  Butler,  Pa. 

Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculous  patients.)  Dy- 
namic rehabilitation  program;  univer- 
sity affiliations;  regular  consultation 
available  in  all  specialities;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the 
premises.  Pennsylvania  license  re- 
quired. Salary  competitive  and  nego- 
tiable. Reply  Department  512,  Penn- 
sylvania Medicine. 


Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  W2 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 

Wanted — Orthopaedic  Surgeon,  cer- 
tified or  board  eligible  to  join  an  ortho- 
paedic partnership.  Practice  located  in 
southwest  Pennsylvania,  university 
community  with  excellent  hospital  fa- 
cilities. Partnership  offers  opportunity 
to  share  in  proposed  owner-occupied 
group  medical  building.  Satisfactory 
financial  arrangements  can  be  nego- 
tiated. Write  Department  514  Penn- 
sylvania Medicine. 

Psychiatric  residencies:  Approved 

three-year  progressive  program  in 

metropolitan  Detroit  area.  University 
associations.  Teaching  staff  of  board 
men,  psychoanalysts,  professors,  out- 
standing visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Salary 
$8,978;  $9,405;  $10,213.  Five  year 
career  program  $10,213  to  $18,507. 
Liberal  Civil  Service  benefits.  Gen- 
eral practitioners  completed  internship 
four  years  ago  may  be  eligible  for 
NIMH  stipends  of  $12,000  per  year. 
Write  Director  of  Education  and 
Research,  Northville  State  Hospital, 
Northville,  Michigan  48167. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 


Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

Wanted — House  physician  for  201- 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

House  physicians,  full  or  part  time, 
needed  immediately  for  Emergency 
Room  and  House  coverage.  250-bed 
general  hospital  serving  suburban  and 
industrial  communities  in  Pittsburgh 
metropolitan  area.  License  in  Penn- 
sylvania required  for  this  position. 
Contact  Executive  Director,  Sewickley 
Valley  Hospital,  Sewickley,  Pennsyl- 
vania 15143. 

FOR  SALE 

For  Immediate  Sale — Picker,  up- 
right fluoroscope  with  virtually  new 
tube  and  fine,  high  contrast  screen, 
at  a nearly  give-away  price.  Contact 
R.  S.  Anderson,  M.D.,  3915  Park- 
side  Avenue,  Erie,  Pa.  16501. 

PRACTICES  AVAILABLE 

Exceptional  General  Practice — 
Cochranton,  Pa.,  gross  $60,000  yearly. 
Fully  equipped  office,  15  minutes  to 
hospital,  industrious  community.  Will 
aid  and  introduce  to  December  31, 
1967.  Write  Box  248,  Cochranton, 
Pa.  16314. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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In  My  Opinion 


A Partial  Solution 
To  Pollution 

Like  Joseph  Wood  Krutch  I find  that  I am  becoming  increasingly 
more  certain  that  the  world  is  going  down  the  wrong  path.  I 
have  the  feeling  that  a great  number  of  so  called  scientific  and 
technological  advances  are  in  reality  losses.  This  is  particularly  true 
of  our  modern  methods  of  transportation.  If  civilization  is  not  de- 
stroyed by  the  atom  bomb,  I predict  that  the  world  will  end  as  a 
result  of  an  immense  traffic  snarl.  This  might  well  start  on  the 
Schuylkill  Expressway  and  extend  to  the  remainder  of  the  civilized 
world.  Those  who  did  not  die  of  starvation  or  smog  inhalation 
would  succuumb  to  exasperation. 

A minor  but  important  example  of  misdirected  effort  came  to  my 
attention  around  the  beginning  of  July  of  this  year.  At  that  time 
the  street  diggers  began  to  take  the  paving  blocks  out  of  the  center 
of  Chestnut  Street  where  it  approaches  Waterville  Bridge  over  Ridley 
Creek,  thus  obliterating  all  traces  of  the  old  trolley  line  which  ran 
from  Chester  to  Media. 

Street  cars  had  many  advantages  over  the  vehicles  available  for 
transportation  today.  For  one  thing,  the  ride  was  smoother.  Although 
many  of  the  streets  were  unpaved,  the  street  cars  traveled  over  a level 
road  bed  in  pleasant  contrast  to  the  ruts  on  either  side.  Today  many 
of  the  streets  that  are  designated  as  paved  roads  are  in  worse  condi- 
tion than  the  old  dirt  roads,  and  if  trollies  were  still  in  existence 
I am  certain  that  a number  of  people,  especially  those  with  slipped 
discs,  sliding  hernias,  or  loose  gravel  in  their  kidneys  or  gall  bladders 
would  ride  them  by  preference. 

Trolley  cars  always  followed  the  same  route.  They  more  or  less 
had  to  on  account  of  the  tracks.  The  operator  could  sit  in  the  front 
of  the  car  without  ever  having  to  steer,  and  you  could  be  sure  that 
the  car  was  progressing  forward  to  proper  destination.  This  con- 
sistency also  benefitted  prospective  passengers.  They  could  be  rea- 
sonably sure  that  if  they  waited  beside  the  trolley  tracks  that  a car 
would  eventually  come  along.  Today’s  buses  are  not  as  reliable  in 
this  respect,  and  it  is  not  uncommon  to  see  a forlorn  figure  waiting 
for  a will-o-the-wisp  beside  a sign  that  indicates  a bus  stop. 

You  used  to  be  able  to  open  the  windows  on  street  cars  and 
enjoy  a nice  breeze.  Some  of  them  were  open  air  trollies  which  was 
even  more  delightful.  Today  you  can’t  even  open  a window  on  a bus 
with  a crowbar.  This  is  the  era  of  air  conditioning — when  it  works. 

Street  cars  produced  almost  no  odor.  There  was  a conductor  on 
one  of  the  old  number  twelve  cars  who  was  rather  rank  but  in 
general  the  trolley  odor  was  minimal.  About  the  only  detectable 
smell  associated  with  trollies  was  that  of  fresh  electricity,  and  occa- 
sionally, if  a cow  had  been  caught,  there  was  a distinct  milky  smell. 
This  of  course  was  more  pleasant  than  the  noxious  fumes  which 
emanate  from  today’s  motor  vehicles,  particularly  the  large  buses. 

It  did  seem  that  trollies  were  much  more  economical  to  ride  than 
today’s  public  vehicles.  But  I suppose  that  with  inflation,  the  fares 
would  be  higher  today.  Even  so,  considering  the  many  superior 
qualities  of  street  cars  the  fare  would  be  a bargain.  Perhaps  rather 
than  taking  the  old  roadbed  out  of  Chestnut  Street  and  repaving 
t,  it  would  be  better  to  put  the  tracks  down  again.  This  might  be 
the  beginning  of  the  war  against  air  pollution. 

Harry  V.  Armitage,  Chester 
Excerpted  from  the  bulletin  of  the  Delaware  County  Medical  Society. 
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Unfortunately  the  time  has  come 
once  again  for  the  annual  woolly  bear 
weather  prediction.  This  year  our 
completely  reliable  long-range  fore- 
reliable long-range  forecaster  has 
somehow  managed  to  present  a rather 
challenging  set  of  indications. 

In  a conscientious  effort  to  derive 
the  ultimate  in  accuracy,  woollies  were 
carefully  observed  in  central  Lancaster 
County,  south-central  Dauphin  County 
and  central  York  County.  Spot  checks 
at  various  points  along  the  Susque- 
hanna River  Road  between  Columbia 
and  Harrisburg  added  to  the  accumu- 
lated factual  material.  All  observa- 
tions were  made  and  data  recorded 
within  a three  day  period:  Septem- 

ber 9,  10,  and  11.  The  resulting  isos- 
celes triangulation  with  accompany- 
ing extended  meridians  provides,  when 
coupled  with  authentic  interpretation, 
a prognostication  with  a potentially 
more  accurate  accuracy  than  can  be 
expected  from  our  so-called  meteo- 
rological weathermen. 

Incidentally,  this  accurate  forecast- 
ing is  made  possible  through  a simple 
yet  oftentimes  forgotten  truth: 
weathermen  study  the  cumulo-nimbus’, 
the  air  flows,  highs  and  lows,  etc. — all 
of  which  are  observed  several  thou- 
sand feet  in  the  sky.  Woolly  on  the 
other  hand  is  a down  to  earth  type 
caterpillar  whose  two  inch  length  is 
invariably  on  the  ground.  And  we  are 
interested,  quite  naturally,  with 
weather  occurrences  on  the  ground. 

Back  to  the  winter  forecast.  In 
Lancaster  County,  woolly’s  segments 
are  predominately  black  with  lesser 
spacings  of  brown.  His  head  is  black. 
Dauphin’s  woollies  have  a black  first 
segment  with  brown  noted  throughout 
the  body.  In  York,  woolly's  head  is 
also  black  but  individual  brown  seg- 
ments are  more  pronounced  than  in 
the  other  geographical  areas.  ' 

The  obvious  conclusion:  pollution 
has  undoubtedly  affected  our  prognos- 
ticator this  year.  Contact  with  man’s 
contamination  has  forced  the  woolly 
bear’s  black  and  brown  segments  into 
chaotic  shades  and  positions,  causing 
“readings”  to  differ  radically  in  vari- 
ous sections  of  the  State.  Then  too. 
perhaps  the  same  pollutants  influenc- 
ing woolly  will  also  work  to  give  us 
an  unpredictable  winter — predicted  by 
woolly  himself.  F.  G.  M. 


126 


PENNSYLVANIA  MEDICINE 


CANCER  FORUM  PAGE 


PHILADELPHIA  DIVISION  PENNSYLVANIA  DIVISION 

AMERICAN  CANCER  SOCIETY 

Pennsylvania  Cancer  Forum  Page — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the  Pennsylvania  Medi- 
cal Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsyl- 
vania Department  of  Health. 


THE  NEXT  TIME  YOU  TURN  ON 
THE  RADIO  OR  TV,  OR  PICK 
UP  A NEWSPAPER 

There  may  be  a message  from  the  American  Cancer 
Society  urging  women  to  practice  Breast  Self-Examina- 
tion and  to  see  their  physician  at  the  first  sign  of  a 
change  in  the  breast. 

WHY? 

Because  the  Society  realizes  that  beast  cancer  is  the 
leading  cause  of  cancer  deaths  in  women  today.  We’re 
launching  an  educational  campaign  to  make  women 
more  aware  of  the  tragic  toll  this  form  of  cancer  takes. 

EARLY  DETECTION 

is  our  aim.  Delay  is  not  only  dangerous  to  the  in- 
dividual, but  frustrating  to  you,  doctor — who  knows 
that  the  five-year  survival  rate  for  localized  breast 
cancer  is  82  per  cent  as  against  47  per  cent  when  there 
is  regional  spread  beyond  the  original  site.  The  Society 
is  currently  supporting  24  research  grants  in  the 
amount  of  $1,333,695  to  help  develop  better  techniques 
for  early  detection.  These  techniques  include  mam- 
mography and  thermography,  employing  X-ray  and  in- 
frared heat  sensing  methods  for  localized  tumor  sites. 

BREAST  CANCER 

is  one  of  the  major  cancer  problems  we  face  and  which 
together,  doctor,  we  must  try  to  resolve  through  in- 
tensified research  and  education  efforts. 


Tears 

without 

grief 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac-, 
tion  of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired* 
renal  or  hepatic  function. 

Periodic  blood  counts  and  I 
function  tests  advisable  in  lorfg- 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred  . 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HC1. 

Dosage : A dults:  Mild  to  moderate  psychoneurotic  reactions 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  a to 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.J.  in  first 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscie  spasm 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  G enat 
- patients : 1 or  2 mg/ day  initially,  increase  gradually  as  need 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  n 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 
Nutley.N.J.  07110  

Valium 

(diazepam)  Roche 


useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


Crying  Spells-psychic  tension 
with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
with  me  lately. ..I  cry  and  I cry... 
and  I really  don’ t know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  \bur  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 
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SESSION  67  COVERAGE 

• Capsule  report  of  actions  taken  by  PMS  House  of  Delegates 

• Photo  review  of  scientific  and  business  activities 

SEROUS  OTITIS  MEDIA 

An  effective,  practical  approach  to  the  diagnosis  and  therapy  of 
the  most  common  cause  of  conductive  hearing  loss  in  children 
is  presented 
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ART  THERAPY 
- A NEW  DISCIPLINE 
Page  61 

minting  produced  by  a seventeen- 
year-old  girl  demonstrates 
repressed  violence.  Signature 
"Failure"  and  "Neant"  (meaning 
worthless  or  nothing)  indicates 
distress  over  repressed  anger  and 
iger  turned  inward  against  herself. 


Dilantin 

(d  i phenyl  hy  da  ntoi  n) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 
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HIGHLIGHTS 

State  Community  Disaster  Planning 


NOVEMBER,  1967 

Cancer  Grant  To  AABB 
For  Blood  Workshops 

The  American  Association  of  Blood 
Banks  disclosed  that  it  has  been 
granted  $633,044  over  a five-year 
period  by  the  Department  of  Health, 
Education  and  Welfare  for  workshops 
in  blood  and  blood  component  therapy 
for  physicians  and  medical  personnel 
servicing  cancer  patients. 

The  first  workshop  under  it  was  held 
October  21  at  the  Americana  Hotel  in 
New  York  City  prior  to  the  Associa- 
tion’s 20th  annual  meeting. 

The  AABB  plans  to  conduct  a 
series  of  workshops  throughout  the 
coming  year  in  each  of  the  five  regions 
of  the  United  States  for  the  benefit  of 
physicians  and  other  medical  person- 
nel. Topics  to  be  presented  will  be 
plasma  technics,  plasmapheresis  pro- 
cedures, packed  red  cells,  platelet  and 
other  component  preparations. 


Council  Formed 

Organizations  involved  in  emergen- 
cy situations  in  local  communities  be- 
came part  of  the  newly  created  State 
Community  Disaster  Planning  Coun- 
cil which  held  its  organizational  meet- 
ing in  the  State  Society’s  Headquarters 
Building,  October  18. 

Proposed  and  established  by  the 
Commission  on  Disaster  Medical  Care, 
the  Council  will  have  the  primary  re- 
sponsibility of  disseminating  much 
needed  information  on  Community 
Disaster  Planning  to  the  memberships 
of  participating  organizations.  The 
initial  meeting  met  with  favorable  re- 
sponse and  a future  meeting  is  sche- 
duled for  January,  1968.  In  addition 
to  the  State  Medical  Society,  members 
of  the  Council  include:  State  Council 
of  Civil  Defense;  State  Department 


of  Health;  Hospital  Association  of 
Pennsylvania;  Pennsylvania  Osteo- 
pathic Association;  Pennsylvania  State 
Police;  Firemen’s  Association  of  the 
State  of  Pennsylvania;  Volunteer  Fire- 
men’s Association  of  Pennsylvania; 
Association  of  Mayors  of  Pennsyl- 
vania; Pennsylvania  State  Association 
of  Township  Supervisors;  Pennsyl- 
vania Ambulance  Association;  Penn- 
sylvania Chiefs  of  Police  Association. 

As  a result  of  a proposal  made  at 
the  first  meeting,  the  State  Organiza- 
tion of  County  Commissioners  and 
the  State  Chamber  of  Commerce  will 
be  asked  to  participate. 


Dr.  Sodeman  Calls 
for  New  Breed' 

A new  breed  of  medical  leadership 
in  community  health  programs  has 
been  called  for  by  William  A.  Sode- 
man, M.D.,  scientific  director  of  the 
Life  Insurance  Medical  Research 
Fund  (LIMRF)  and  former  dean  of 
the  Jefferson  Medical  College,  Phila- 
delphia. 

He  was  principal  speaker  at  the 
opening  session  of  the  76th  annual 
meeting  of  the  Association  of  Life 
Insurance  Medical  Directors  of  Amer- 
ica. Dr.  Sodeman  is  the  recently- 
named  scientific  director  of  the  Fund 
supported  by  the  life  insurance  com- 
panies in  the  United  States  and  Can- 
ada. 

The  Fund  is  studying  the  possibility 
of  inaugurating  an  additional  program 
designed  to  serve  in  community  health. 
Dr.  Sodeman  said  the  Fund  will  look 
into  the  “area  of  research  in  the  de- 
livery of  medical  services.”  Such  a 
program  would  need  an  administrative 
group  of  doctors  who  must  be  com- 
petent in  executive  ability  as  well  as 
in  medical  care  and  education. 


Rural  Health  Conference  Held — Rural  organization  leaders,  sociologists, 
state  government  officials,  physicians  and  other  interested  persons  attended  the 
Fourth  Annual  State  Rural  Health  Conference  held  by  PMS  at  Harrisburg, 
October  11.  Bond  L.  Bible,  Ph.D.,  Secretary  of  AMA’s  Council  on  Rural 
Health,  provided  the  Summation  and  Charge  of  the  Conference  and  also  an- 
nounced that  PMS  would  host  the  AMA’s  Twenty-Second  National  Conference 
on  Rural  Health  in  Philadelphia  in  1969.  Looking  oh  is  Charles  J.  H.  Kraft, 
M.D.,  Chairman,  Commission  on  Rural  Health,  who  presided  at  the  Conference. 


ACOG  Fellows  Report  on  Safety  of  The  Pill 


“These  men  would  not  be  hospital 
administrators  nor  would  they  be  pub- 
lic health  administrators.  They  would 
be  a new  breed — those  with  a back- 
ground in  patient  care  and  teaching. 

“They  must  show  concern  in  the 
comprehensive  approach  to  patients, 
not  only  within  the  medical  center  but 
in  the  community  itself.  Currently, 
there  is  no  federal  overlap  in  the 
preparation  of  such  individuals.” 

“If  we  are  to  relate  our  major  medi- 
cal centers  to  the  community  hospitals 
and  to  care  of  patients  within  the  com- 
munity itself,  someone  must  evolve  the 
ways  and  means  of  doing  this  effec- 
tively. This  is  one  area  in  which  the 
Fund  could  show  the  pioneering  ac- 
tivities of  the  past  and  its  flexibility  for 
the  future.” 

He  said  that  at  the  coming  Decem- 
ber meeting  of  the  Fund’s  board  of 
directors,  this  program  will  be  con- 
sidered as  one  for  future  activities. 


An  extensive  survey  on  the  use  and 
effects  of  oral  contraceptives  was  re- 
leased to  the  public  last  month  by 
McCall's  magazine.  Over  6,700  mem- 
bers of  The  American  College  of  Ob- 
stetricians and  Gynecologists  partici- 
pated in  the  study,  the  first  ever  made 
in  conjunction  with  the  College.  The 
College  membership  was  informed  of 
the  survey  results  in  the  October  issue 
of  the  ACOG  NEWSLETTER.  The 
survey  report  brings  together  for  the 
first  time  the  collective  observations  of 
the  specialists  who  have  had  the  broad- 
est experience  with  oral  contraceptives. 

The  results  of  the  survey  show  95 
percent  of  the  specialists  believe  oral 
contraceptives  are  safe  enough  to  pre- 
scribe for  their  patients  and  87  percent 
give  it  more  frequently  than  any  other 
family-planning  method.  Patients  re- 
quest the  pill  over  every  other  con- 


traceptive method,  reported  96  percent 
of  the  physicians  surveyed.  “The  sur- 
vey reveals  an  overwhelming  accept- 
ance of  the  pill  by  the  College,”  says 
John  S.  Lyle,  M.D.,  chairman  of 
ACOG’s  Committee  on  Public  Educa- 
tion. An  article  based  on  the  survey 
will  appear  in  the  November  issue  of 
McCall’s;  it  was  also  reviewed  by 
the  Committee  on  Public  Education 
and  by  the  Executive  Committee. 

It  is  necessary  to  remember  that  this 
is  just  a survey  of  opinion.  It  does  not 
purport  to  be  a statistical  study  of  the 
indications,  contraindications,  effec- 
tiveness or  complications  of  oral  con- 
traceptive pills,  and  it  should  not  be 
used  as  such.  But  it  does  state  au- 
thoritatively how  the  Fellows  of  the 
College  are  using  contraceptive  pills  ir 
the  United  States  and  Canada  in  the 
year  1967. 


This  Issue 

ART  THERAPY— Page  61 

The  art  shown  on  the  front  cover  is 
reproduced  courtesy  of  the  Journal  of 
the  Albert  Einstein  Medical  Center  and 
appeared  originally  in  The  Journal 
15:  2,  page  159,  1967. 

Additional  illustrations  appearing  on 
pages  61-66  were  reproduced  from  the 
original  works  as  provided  by  the 
Community  Medical  Health  Center, 
The  Hahnemann  Medical  College  and 
Hospital,  Philadelphia. 

As  an  example  of  in-depth  study  of 
the  psychiatric  significance  of  the 
paintings  used  in  this  paper,  note  the 
figure  shown  on  page  61.  It  is  des- 
cribed by  the  Center  as  follows:  “A 
patient  on  the  eve  of  a therapeutic 
abortion  produced  a pleasant,  realistic 
rendering  of  a still  life  of  flowers. 
Following  this,  she  spontaneously 
drew  the  next  picture  (Fig.  1,  page 
61).  The  prominent  eyes  show  an  ele- 
ment of  judgment,  her  guilt  over  this 
abortion;  but  in  addition  “the  tears” 
show  the  mourning  for  the  child  she 
is  about  to  lose.  On  the  right  side  in 


and  above  the  tree,  she  described  a 
circle  as  a “brown,  ugly  sun  which  is 
looking  down  on  the  dirty,  ugly  things 
below.”  Here  she  expresses  her  feel- 
ings of  revulsion  based  on  anal  identi- 
fication of  the  genitals.  On  the  left- 
hand  side  there  is  a pair  of  yellow 
pants  which  she  said  are  “running 
away,”  representing  her  husband  shirk- 
ing his  responsibilities  at  home.  Above 
the  pants  is  a shadowy  form  of  a chest, 
shoulder,  arm  and  a square  with  a 
little  circle  within.  The  square  and 
circle  symbolize  the  gravid  uterus  dis- 
placed into  the  chest.  Numerous  con- 
flicts are  portrayed:  the  husband’s 

running  from  the  responsibility  of  her 
pregnancy  and  the  wish  to  displace  the 
pregnancy  onto  him;  and  her  conflicts 
over  femininity.  In  the  picture  are  an 
elephant  and  a snake  and  other  amor- 
phous forms  which  she  referred  to  as 
amoebae.  She  also  said  the  picture  was 
“covered  with  electricity  and  wind.” 
These  later  forms  show  her  preoc- 
cupation with  sexual  themes  and 
mounting  sexual  excitement.  At  this 
point,  the  patient  had  to  stop  associat- 
ing to  the  picture  as  she  was  becoming 


extremely  anxious. 

“The  excitement  and  anxiety  allow 
for  a more  complete  understanding  o 
the  painting  and  the  patient’s  associa 
tions  in  the  light  of  her  history.  It  i 
surprising  that  this  woman,  on  the  evi 
of  an  abortion,  displays  little  or  nc 
preoccupation  with  death  or  mutila. 
tion.  What  she  does  portray  is  he 
preoccupation  with  sexual  fantasies.  I 
is  apparent  that  the  patient  viewei 
the  approaching  abortion  as  a sexua 
experience,  receiving  gratification  fron 
the  fantasy,  and  leading  to  anxiety  a 
a result  of  the  activation  of  her  punish  i 
ing  superego.  Thus,  the  patient’s  guil 
was  not  only  over  the  destruction  oj 
the  unborn  child,  but  also  the  sexua 
gratification  she  was  receiving  fror 
her  fantasy. 

“In  this  work  the  patient  shows  tha 
the  ego  defenses  of  isolation  and  rt 
gression,  in  which  she  attempted  t 
please  the  transference  mother,  hav 
been  circumvented,  and  the  affects  r<  \ 
lated  to  the  abortion, . her  disturbe 
body  image  and  psychosexual  confij 
sion  have  become  manifest  and  avai  |, 
able  in  her  psychotherapy.” 


NEXT  MONTH 

ISLET  CELL  TUMOR  EPILEPSY 

A discussion  of  hypoglycemia  with  a report  of  delayed  diagnosis  of  a functioning  islet 
cell  Tumor. 


SESSION  *67  - A Photo  Review 


The  118th  Annual  Session  of  the  Pennsylvania  Medical  Society  drew 
2,300  persons,  half  of  whom  were  physicians,  to  Philadelphia  September 
27-30,  1967.  Business  and  scientific  session  topics  ranged  from  abortion 
guidelines  to  cigarettes  and  from  heart  disease  to  hippies.  The  House  of 
Delegates  concluded  its  business  in  record  time. 

James  Z.  Appel,  M.D.  was  presented  the  Distinguished  Service  Award. 
George  E.  Farrar,  Jr.,  M.D.  was  named  President-Elect  of  PMS.  John 
H.  Harris,  Sr.,  M.D.  succeeded  J.  Everett  McClenahan,  M.D.  as  President. 

Pages  108-122  this  issue  outline  highlighted  actions  of  the  House  of 
Delegates. 


Distinguished  Service  Award  is  Presented — James  Z.  Appel,  M.D.  becomes 
•the  3rd  recipient  in  1 1 years  of  the  PMS’s  Distinguished  Service  Award. 

'George  E.  Farrar,  Jr.,  M.D.  (left),  who  by  acclamation  of  the  House  of 
Delegates  was  elected  to  the  position  of  President-Elect  of  the  PMS,  re- 
ceives the  official  pin  of  his  office  from  Board  Chairman  William  A. 
ILimberger,  M.D. 


PMS  President  is  Sworn  In — John  H.  Harris,  Sr.,  M.D.  (left), 
1967-68  President  of  the  Pennsylvania  Medical  Society,  formally 
begins  his  tenure  as  William  A.  Limberger,  M.D.,  PMS  Chairman 
of  the  Board,  administers  the  oath  of  office. 

Past-President  Accepts  Recognition — J.  Everett  McClenahan,  M.D. 
(right),  immediate  Past-President  of  the  Pennsylvania  Medical 
Society,  accepts  the  Past-President’s  Medallion  and  Scroll. 


A GLIMPSE  AT  THE  BUSINESS  SESSIONS 


Each  photo,  left  to  right 

1.  Dr.  Roth  Calls  House  to  Order — Russell  B.  Roth, 
M.D.,  PMS  House  of  Delegates  Speaker  calls  the 
House  to  order  at  the  opening  of  the  1st  business 
session  while  William  Y.  Rial,  M.D.,  Vice-Speaker, 
stands  by. 

2.  A New  President-Elect  Begins  his  Journey — 

George  E.  Farrar,  Jr.,  M.D.,  named  PMS  President- 
Elect  by  acclamation  of  the  House,  approaches  the 
speaker’s  platform. 

3.  Nurses  Association  Participates — Miss  Lucy 
Young,  president  of  the  Pennsylvania  Nurses  Asso- 
ciation, addresses  the  PMS  House  of  Delegates. 

4.  PMS  Delegates  Near  Completion  of  Business- 
Partial  view  of  the  PMS  Delegates  as  the  196' 
Annual  Session  nears  completion  after  two  busy  anc 
highly  successful  meetings. 

5.  Medical  Assistants  Pledge  Support — Miss  Jacque 
line  Fehling,  president,  Pennsylvania  Association  o 
Medical  Assistants,  offers  renewed  suport  to  thi 
practicing  physicians  of  the  State  before  the  PM! 
House. 

6.  The  New  President-Elect  Speaks — George  E.  Far 
rar,  Jr.,  M.D.,  Philadelphia,  outlines  Medicine’ 
current  areas  of  concern  before  the  PMS  House. 
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AND  AT  THE  SCIENTIFIC  PROGRAMS 


Each  photo,  left  to  right 

1.  Cardiovascular  Disease  Course  Underway — James 
Scheuer,  M.D.  presents  Current  Thoughts  on  the 
Diagnosis  o)  Coronary  Artery  Disease. 

2.  Meet  the  Harris  Physicians — John  H.  Harris,  Jr., 
M.D.  and  William  H.  Harris,  M.D.  join  with  their 
father,  John  H.  Harris,  Sr.,  M.D.,  PMS  President,  to 
study  pharmaceutical  exhibits  during  a clinical  ses- 
sion break. 

3.  Exhibits  Draw  Attention — Abraham  J.  Twerski, 
M.D.,  Richard  C.  Lyons,  M.D.  and  Paul  T.  Poux, 
M.D.,  discuss  a new  product  offered  by  a convention 
exhibitor. 


4.  Overall  View  of  Session  Audience — Emergency 
Department  Techniques  course  draws  interested  audi- 
ence. 


5.  PaMPAC  Presents  Life  Membership — Thomas  W. 
McCreary,  M.D.  receives  an  honorary  life  member- 
ship in  PaMPAC  from  Robert  F.  Beckley,  M.D., 
PaMPAC  Chairman. 


6.  Topic-A-Day  Theatre — Twenty-one  film  showings 
in  five  major  categories  added  to  the  overall  success 
of  the  scientific  sessions. 


A PLEASANT  BLEND 


Each  photo,  left  to  right 

1 . Councilor  District  Holds  Pre-Session  Meeting — ■ 

H.  Thompson  Dale,  M.D.  (center),  6th  District 
Councilor,  conducts  a meeting  to  review  business  to 
be  brought  before  the  House. 

2.  Dr.  Harris  Accepts  President’s  Badge — William 
A.  Limberger,  M.D.,  pins  the  President’s  badge  on 
John  H.  Harris,  Sr.,  M.D. 

3.  Dinner-Dance  Gets  Underway — The  20th  State 
Dinner-Dance,  held  in  the  Grand  Ballroom  of  the 
Bellevue-Stratford  Hotel,  provides  a relaxed  evening 
of  enjoyment. 

4.  A Councilor  Bids  Farewell — John  S.  Donaldson, 
M.D.  (right),  10th  District  Councilor,  receives  from 
J.  Everett  McCIenahan,  M.D.,  PMS  Past-President, 
a commendation  for  his  years  of  dedication  as  a 
member  of  the  Board  of  Trustees. 

5.  Scientific  Program  Panelists  Confer — A panel  of 
program  speakers  review  the  scientific  agenda  with 
their  moderator  as  Jerome  Chamovitz,  M.D.  (right) 
looks  on. 

6.  Distinguished  Service  Award  Honoree  Speaks  at 
State  Dinner — James  Z.  Appel,  M.D.,  recipient  of 
the  PMS  Distinguished  Service  Award,  notes  many 
of  those  physicians  in  his  life  who  should  be  honored 
for  any  goals  he  may  have  achieved. 

7.  Reference  Committee  Draws  Interest — The  Com- 
mittee meeting  of  the  Council  on  Governmental  Re- 
lations had  standing  room  only  at  its  open  hearing. 


OF  BUSINESS  AND  PLEASURE 


Each  photo,  left  to  right 


1.  Arrival  of  a Long-time  Friend — John  H.  Harris, 
Sr.,  M.D.  and  his  wife  La  Rue,  greet  Moses  Beh- 
rend,  M.D.,  oldest  PMS  Past-President  (1934). 


i 2.  President’s  Line  Busy — A congenial  reception 
line  welcomes  Joseph  A.  Walsh,  M.D.  and  his  wife. 


3.  SAMA  Represented — SAMA  presidents  reviewing 
House  of  Delegates  packet  are;  Frank  Vasey,  U.  of 
P.;  Miss  Lourdes  Corman,  Woman’s;  Richard 
Vroman,  Temple. 


4.  One  Dozen  Roses — Mrs.  James  Z.  Appel  gra- 
ciously accepts  one  dozen  red  roses  (and  one  yellow 
rose)  from  W.  G.  Ridgeway,  M.D.,  presented  by 
the  Lancaster  County  Medical  Society. 

5.  PMGA’s  Top  Golfers — John  P.  Manges,  M.D. 
looks  on  while  Raymond  L.  Rau,  M.D.  and  Louis 
H.  Swetersitsch,  Jr.,  M.D.,  (far  right)  share  ac- 
ceptance of  coveted  McKee  Cup  from  Bruce  B. 
MacMillan,  M.D.,  last  year’s  Tournament  winner. 

6.  Best  of  Show — H.  B.  Mussina,  M.D.  proudly 
poses  with  his  water  color  Balls  Mills  which  took 
Best  of  Show  at  the  Physicians  Art  Association  ex- 
hibit. 
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AND  A BUSY  WOMAN’S  AUXILIARY 


LEHIGH  Med. 

, Auxiliary 


Each  photo,  left  to  right 

1.  Exhibit — Mrs.  Angelo  J.  Man- 
iglia;  Mrs.  R.  Blair  Ronan,  Ex- 
hibits Chairman;  Mrs.  Sydney  E. 
Sinclair. 

2.  Addresses  House — Mrs.  Manuel 
A.  Bergnes  (President  1966-67)  ad- 
dresses PMS  Delegates. 

3.  The  Presidents  1967-68 — John  H. 
Harris,  Sr.,  M.D.,  PMS  President; 
Mrs.  Jacob  Ripp,  Auxiliary  Presi- 
dent. 

4.  Medical  Benevolence  Fund 
Awards — Mrs.  John  A.  Schneider, 
Allegheny  County,  largest  contribu- 
tion for  1966-67;  Mrs.  Joseph  L. 
Moretto,  State  Chairman;  Mrs. 
Clarence  J.  McCullough,  Greene 
County,  greatest  per  capita  contri- 
bution, 1966-67. 

5.  Leaders  of  Past,  Present,  Fu- 
ture— Mrs.  Bergnes,  President,  1966- 
67;  Mrs.  Ripp,  President  1967-68; 
Mrs.  Axel  K.  Olsen,  President-elect 
1967-68. 

6.  Changing  Leadership — Mrs 

Bergnes  presents  gavel  to  Mrs. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1, 2,3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5,6, 7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  I.:  Oral 
Surg.,  Oral  Med.  & 
Oral  Path.,  20: 591-593, 
November  1965. 
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BALTIMORE,  MARYLAND  21201 


DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic1  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln.  Nebraska  68501 
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clip  and  file  under  “flu” 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 


the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 
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the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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Why 

is  a 

LIVING 

TRUST 

like 

preventive 
medicine  ? 


When  a patient  ignores  symptoms 
until  his  case  is  an  advanced  one,  the 
results  can  be  disastrous.  In  the 
same  way,  if  your  securities  do  not 
receive  full-time  experienced 
care,  they  may  eventually  show 
serious  losses. 

Call  on  the  trust  department  of  your 
bank.  Let  them  outline 
the  unusual  advantages 
a revocable  living  trust 
offers  professional  people. 

While  your  bank’s 
trust  department  is 
handling  your  ever- 
vulnerable  securities, 
you  can  attend  to  your 
practice  with  freedom 
of  mind,  retaining 
(if  you  wish)  the 
right  of  final  approval 
on  all  transactions. 


Trust  Division 
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THIS  MONTH 


Allegheny  County  Health 
Clinic  Concept  Successful 


Philadelphia  Holds 
Health  Week 


Sponsorship  of  the  North  View 
Heights  Health  Center  was  transferred 
from  the  Allegheny  County  Medical 
Society  to  Allegheny  General  Hospital 
on  October  1.  The  Health  Center 
handles  about  eight  thousand  visiting 
patients  each  year  at  a small  fraction 
of  the  cost  of  similar  projects  in  other 
cities,  while  at  the  same  time  serves 
to  relieve  the  adjacent  hospital’s  out- 
patient load.  For  this  reason,  Alle- 
gheny General  Hospital  is  sponsoring 
the  clinic  as  a more  efficient  method 
for  providing  health  care  needs. 

Motive  power  for  the  project  came 
from  Florence  L.  Marcus,  M.D.,  the 
physician  in  charge  of  the  clinic,  and 
the  sponsorship  of  the  clinic  by  the 
Allegheny  County  Medical  Society 
and  the  Allegheny  County  Medical 
Society  Foundation  through  the  ef- 
forts of  William  A.  Barrett,  M.D., 
William  R.  Hunt,  M.D.,  C.  William 
Weisser,  M.D.,  Kenneth  D.  Rogers, 
M.D.  and  others. 

During  the  formal  ceremony  held 
to  transfer  sponsorship  of  the  clinic, 
William  A.  Barrett,  M.D.,  County  So- 
ciety Foundation  representative,  noted 
the  Medical  Society's  pride  and  satis- 


faction in  successfully  establishing  the 
clinic,  which  was  the  first  of  its  kind 
in  the  county  and  which  demonstrates 
how  medical  men  can  meet  the  medi- 
cal needs  of  even  an  isolated  commu- 
nity. (North  View  Heights  is  a com- 
munity of  4,000  located  about  IV2 
miles  from  neighboring  communities 
and  services.) 

Florence  L.  Marcus,  M.D.,  with 
her  long  record  of  public  health  ex- 
perience, offered  to  set  up  a practice 
in  the  community  when  residents 
made  increasing  demands  for  medical 
service  and  sought  help  from  the  Al- 
legheny County  Health  Department, 
the  Visiting  Nurse  Association,  the 
Health  and  Welfare  Federation  and 
the  Allegheny  County  Medical  Soci- 
ety. 

The  Housing  Authority  of  the  City 
of  Pittsburgh  provided  space  and  of- 
fice equipment;  the  Pittsburgh  Foun- 
dation gave  money  for  basic  medical 
equipment;  the  Visiting  Nurse  As- 
sociation agreed  to  provide  increased 
nursing  service,  and  the  Health  and 
Welfare  Federation  agreed  to  seek 
funds  which  would  support  this  project 
over  a long  period  of  time. 


First  literature  for  Community 
Health  Week  held  October  15-21,  is 
examined  by  physicians  and  pharma- 
cist coordinating  the  activities  for 
Philadelphia’s  Community  Health 
Week. 


John  V.  Blady,  M.D.,  (center) 
President  of  the  Philadelphia  County 
Medical  Society  which  sponsored  the 
Week,  receives  the  literature  from  Mil- 
lard N.  Croll,  M.D.,  (left)  Chairman 
of  the  Society’s  Committee  for  pro- 
gram. Assisting  is  Arnold  L.  Snyder, 
Coordinator  for  the  Philadelphia 
Pharmacy  Health  Council  which  dis- 
tributed the  literature  through  eight 
hundred  local  pharmacies  in  the  area. 

Philadelphia’s  celebration  of  Com- 
munity Health  Week  1967  opened  with 
a four-day  tent  display  and  free  health 
tests  at  a Health-O-Rama,  presented 
by  the  United  Health  Services.  Dur- 
ing the  week  the  Medical  Society  pre- 
sented its  first  Community  Health 
Awards. 

Activities  during  Philadelphia’s 
Community  Health  Week  included 
special  health  tests  at  the  City’s  Dis- 
trict Health  Centers,  tours  of  hospitals, 
demonstration  of  erecting  an  emer- 
gency hospital,  a conference  on  nu- 
trition, and  a review  of  the  City’s 
health  progress  by  a panel  of  medical, 
hospital,  and  nursing  leaders. 

Dr.  Marshall  Presents — (photo  left) 
Matthew  Marshall,  Jr.,  M.D.,  Alle- 
gheny County  Medical  Society  Presi- 
dent, presents  a plaque  to  Florence  L. 
Marcus,  M.D.,  director,  North  View 
Heights  Housing  Project  Health  Clinic, 
in  recognition  of  her  role  in  establish- 
ing the  Health  Clinic. 
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Washington 

Report 


Several  Medicare,  Medicaid  Amendment 
By  AMA  at  Senate  Committee  Hearing 


The  American  Medical  Association 
strongly  opposed  a suggestion  that 
doctors’  fees  under  medicare  be  based 
on  Blue  Shield  schedules. 

The  suggestion  was  made  to  AMA 
officials  while  they  were  testifying  be- 
fore the  Senate  Finance  Committee  on 
the  House-approved  social  security  bill 
which  includes  amendments  to  the 
medicare  and  medicaid  programs. 
Samuel  R.  Sherman,  M.D.,  San  Fran- 
cisco, chairman  of  the  AMA’s  Coun- 
cil on  Legislative  Activities,  said  there 
would  be  heavy  opposition  from  the 
medical  profession  to  any  change  from 
the  present  usual-and-customary  fees. 

Milford  O.  Rouse,  M.D.,  president 
of  the  AMA,  gave  general  approval  to 
the  bill  passed  by  the  House  which, 
he  pointed  out,  incorporated  a number 
of  changes  recommended  by  the 
AMA.  He  said  further  substantive 
changes  better  could  await  the  knowl- 
edge that  one  or  two  years  of  experi- 
ence would  bring.  However,  he 
urged  that  consideration  then  be  given 
to  major  changes  in  Medicare  Plan  B 
which  covers  physicians’  services. 

“We  believe  it  is  possible  for  the 
Congress,  the  medical  profession  and 
others  interested  in  the  subject  to  de- 
velop a new  mechanism  for  delivering 
medical  care  to  people  over  sixty-five 
that  would  be  consistent  with  existing 
private  sector  mechanisms,’’  Dr.  Rouse 
said. 

“.  . . the  Congress  realizes  it  has  an 
open-end  program  with  rising  and 
perhaps  uncontrollable  costs.  We  be- 
lieve that  it  is  possible,  and  would 
be  eminently  practical,  to  devise 
another  approach  that  could  solve 
problems  which  beset  Part  B.  One 
possibility,  for  example,  might  be  to 
substitute  for  the  Part  B program  a 
subsidy  to  all  eligible  persons,  to  be 
used  for  the  purchase  of  private 
health  insurance.  Such  an  approach 
could  have  many  advantages. 

“The  eligible  over-65  patient  would 
have  a qualified  private  insurance  pro- 
gram of  his  choice,  at  no  greater  ex- 
pense than  he  has  under  the  Part  B 
Medicare  program;  carriers  would 
have  a greater  responsibility  for  their 
own  performance  with  an  opportunity 
to  exercise  initiative;  the  physician 


would  continue  to  deal  with  his  over- 
65  patient  in  every  respect  in  the  same 
way  as  he  did  before  the  patient’s 
birthday;  and  the  Congress  would 
have  a program  with  defined  costs, 
and  one  which  would  offer  the  nation 
a comparison  of  mechanisms  in  use 
to  meet  the  problems  of  financing 
health  care  of  the  elderly.” 

Other  points  in  the  AMA  testimony 
included: 

Beginning  with  the  provisions  of 
Title  XVIII  (medicare),  the  (House) 
bill  does  not  place  the  disabled  of  all 
ages  under  medicare,  as  had  been  pro- 
posed earlier.  The  AMA  believes  the 
House  acted  wisely  in  establishing 
instead,  a special  Advisory  Council 
to  study  the  problems  related  to  the 
inclusion  of  this  group  and  to  study 
the  costs  involved. 

In  addition  to  the  present  method 
of  payment  for  physician’s  services, 
the  (House)  bill  provides  two  new 
options:  either  the  physician  can  sub- 
mit his  itemized  bill  directly  to  the 
carrier,  in  which  case  payment  of  80 
percent  of  the  reasonable  charge  would 
be  made  to  him,  providing  the  full 
charges  does  not  exceed  the  reasonable 
charge,  or  to  the  patient  at  his  di- 
rection; or  the  patient  may  submit  the 
itemized  bill  and  be  paid  80  percent 
of  the  reasonable  charge.  From  the 
program’s  inception,  the  AMA  has 
urged  that  the  payment  be  permitted 
on  the  basis  of  an  itemized  statement 
of  charges. 

Outpatient  hospital  diagnostic  ser- 
vices would  be  transferred  to  Part  B 
of  Title  XVIII  and  be  subject  to  the 
deductible  and  coinsurance  features. 
This  is  in  keeping  with  the  AMA 
recommendation  to  the  House  Ways 
and  Means  Committee  that  out- 
patient services  be  included  under 
Part  B,  and  so  remove  the  adminis- 
trative difficulty  of  distinguishing  be- 
tween therapeutic  and  diagnostic  ser- 
vices. 

The  bill  eliminates  both  the  require- 
ment for  initial  physician  certification 
for  hospitalization  of  medicare  pa- 
tients and  the  requirement  for  phy- 
sician certification  for  outpatient 
hospital  services.  The  AMA  recom- 
mended the  elimination  of  initial 


Proposals  Opposed 


certification  and  the  subsequent  re- 
certification, and  continues  to  recom- 
mend the  addition  of  this  second  step 
to  eliminate  the  requirement  of  any 
certification,  since  any  need  in  this 
regard  will  be  satisfied  by  the  work  of 
the  medical  review  or  utilization  re- 
view committee. 

Physicians,  having  been  brought 
under  Social  Security,  should  be  ac- 
corded the  same  privilege  and  op- 
portunity for  reaching  a fully  insured 
status  as  was  accorded  other  profes- 
sional groups  when  they  were  included 
in  the  program.  Accordingly,  the 
Committee  was  urged  to  consider  the 
adoption  for  physicians  of  an  “alterna- 
tive insured  status”  similar  to  that 
permitted  by  the  amendments  of  1954 
and  1956  which  brought  into  the 
program  many  new  groups  of  people 
and  professional  self-employed  per- 
sons, including  lawyers.  The  Com- 
mittee was  further  urged  to  consider 
amendments  that  would  “drop  out”  an 
appropriate  number  of  years  for 
physicians  to  make  their  eligibility  for 
cash  benefits  both  equitable  and  re- 
alistic. 

Drug  legislation  offered  before  the 
Committee  as  amendments  to  H.R. 
12080  was  opposed  with  the  sugges- 
tion that,  rather  than  enact  such  leg- 
islation, it  would  be  worthwhile  at 
this  time  to  study  in  depth  all  the 
economic  and  therapeutic  factors 
which  enter  into  the  use  of  prescrip- 
tion drugs. 


HEW  Decisions  May 
Effect  Pennsylvania 

Two  developments  in  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare should  have  an  impact  on  Penn- 
sylvania. The  first  is  a report  from 
the  New  Committee  on  Hospital 
Effectiveness  which  was  appointed 
recently  by  the  Secretary  of  Health, 
Education  and  Welfare,  John  Gard- 
ner. Preliminary  reports  from  this 
Committee  indicate  that  their  number 
one  problem  is  “what  kind  of  incen- 
tives can  you  offer  a hospital  to  make 
(Continued  on  page  11.) 
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Obesity  Oddities 


CHARLES 

DICKENS' 


Bov  J°E 

^in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 
DR.  C SIDNEY  BURIY  ELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 ! 


Obese  Epitaph 

English  graveyard 


r 6 Cost  of 

AMBAR  EXTENTABS 


RECORD  FOR  EATING 

GOES  TO  ^A,ylkir, 


AGED  12 
WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAYS/ 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 

^SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. .. helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 

details.  A.  h.  ROBINS  COMPANY,  J.U.nf) R I Nl C 

RICHMOND,  VA.  23220  ^ n 


“Breathing’s 
a snap  agai 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate (—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.  I. 

llimetapir  Extentahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


® 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND.  VA.  23220 
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(Continued  from  page  8.) 
it  operate  more  efficiently?”  It  is 
reported  that  the  Committee  has  come 
up  with  a list  of  incentives  which  they 
believe  should  be  tested.  Obviously, 
with  Blue  Cross  rate  hearings  being 
held  throughout  the  State  of  Penn- 
sylvania and  emphasis  being  placed  on 
this  problem,  the  attention  to  the 
placing  of  incentives  on  hospitals 
could  receive  close  attention  here.  The 
federal  committee  is  expected  to  make 
a report  to  Secretary  Gardner  before 
the  end  of  the  year.  The  second  in- 
volves rumors  which  persist  that 
Secretary  Gardner  is  getting  ready  to 
announce  the  final  reorganization  of 
the  HEW  Department.  One  of  the  big 
problems  in  Washington,  as  well  as 
in  Pennsylvania,  is  where  to  place  the 
national  institutes  of  mental  health  in 
any  merger.  Pennsylvania  is  planning 
to  merge  its  Department  of  Health 
and  Department  of  Welfare,  and  will 
have  to  make  a decision  as  to  the 
placement  of  the  Office  of  Mental 
Health.  The  federal  picture  may  have 
an  impact  on  our  state. 

FDA's  Goddard 
"Throws  Sand  ' in 
Senator  Long's  Face 

In  recent  testimony,  FDA  Commis- 
sioner James  Goddard,  M.D.,  pre- 
sented surprisingly  strong  opposition 
to  Senator  Russell  Long’s  Bill  to  es- 
tablish a national  formulary  to  de- 
termine the  drugs  for  which  the  federal 
government  would  reimburse  welfare 
patients  and  their  price.  Dr.  God- 
dard's announcement  was  the  first 
formal  disclosure  of  the  Administra- 
tion’s opposition  to  Long’s  contro- 
versial bill. 

After  detailing  administrative  and 
judicial  difficulties  that  would  arise 
under  Long’s  proposal,  Dr.  Goddard 
said  in  response  to  questioning  from 
Long  that  the  measure  would  result  in 
“an  encroachment  on  the  practice  of 
medicine  in  such  a way  that  I believe 
the  physicians  of  this  country  would 
rise  up  in  wrath.”  He  said  he  had 
come  to  this  conclusion  after  many 
discussions  of  the  issue  with  physicians 
in  government  and  out.  Practicing 
physicians,  Dr.  Goddard  said,  charac- 
teristically have  selected  drugs  for 
their  patients,  and  he  indicated  they 
would  resist  any  attempts  to  alter  their 
freedom  of  prescription.  Long  was 
disturbed  by  Goddard’s  stand.  He  ac- 
cused the  official  of  “throwing  sand  in 
my  face.”  He  accused  the  FDA  staff 


of  not  being  helpful  or  cooperative  in 
drawing  up  the  bill  by  not  indicating 
any  of  the  drawbacks  mentioned  by 
Dr.  Goddard.  Long  said  the  Defense 
Department  has  a formulary,  two 
states  have  them,  and  most  hospitals. 
Dr.  Goddard  said  a national  formulary 
poses  much  more  difficult  problems. 

Medicaid  Gets  a 
Practitioner's  Guidance 

There’s  more  than  meets  the  eye  in 
the  naming  of  Francis  B.  Land,  M.D., 
as  acting  commissioner  of  the  medical 
services  administration  in  the  Depart- 
ment of  Health,  Education,  and  Wel- 
fare, according  to  an  item  in  the 
September  29  issue  of  Medical  World 
News.  The  appointment  puts  the  vast 
medicaid  program  firmly  under  the 
guidance  of  a physician. 

Dr.  Land,  a former  AM  A delegate 
and  vice  president  of  the  American 


Academy  of  General  Practice,  has 
been  the  medicaid  program’s  chief 
medical  advisor  for  nearly  a year. 
But  where  he  served  only  in  an  ad- 
visory capacity  under  the  former  Wel- 
fare Administration’s  bureau  of  family 
services,  Dr.  Land  is  now  directly 
responsible  for  the  administration  of 
medicaid. 

Officials  of  HEW  are  quick  to  point 
out  that  the  escalation  of  the  job’s 
responsibilities  is  a tribute  to  the  man 
as  well  as  recognition  of  the  im- 
portance of  injecting  the  physician’s 
viewpoint  into  medicaid  policy  mak- 
ing. Dr.  Land,  who  practiced  medi- 
cine in  Indiana  for  fifteen  years,  has 
made  a solid  impression  on  HEW  of- 
ficials as  a straight-shooting  adminis- 
trator and  a man  who  makes  a good 
impression  at  meetings  around  the 
country  as  the  department’s  repre- 
sentative, according  to  Medical  World 
News. 


AMA  Clinical  Meeting 
Nov.  26-29  at  Houston 

A scientific  program  especially  designed  for  the  physician  in  practice 
again  will  be  featured  at  the  AMA’s  Clinical  Convention,  to  be  held 
here  November  26-29. 

The  four-day  meeting  will  include  scientific  sessions  on  eighteen  major 
topics,  four  postgraduate  courses,  breakfast  roundtable  conferences,  closed- 
circuit  television  and  medical  motion  picture  programs,  and  more  than 
150  scientific  exhibits. 

Of  special  interest  are  the  postgraduate  courses,  expanded  to  four 
topics:  Fluid  and  Electrolyte  Balance,  Oncology,  Cardiovascular  Dis- 
ease, and  Obstetrics  and  Gynecology.  Each  course  will  consist  of  three 
half-day  sessions  featuring  outstanding  teachers. 

Scientific  and  industrial  exhibits  and  all  scientific  meetings  will  be  in 
Houston’s  new  Astro  Hall,  a part  of  the  Astrodome  complex. 

The  AMA’s  policy-making  House  of  Delegates  will  meet  at  the  Sham- 
rock-Hilton  Hotel. 

Topics  at  the  general  scientific  sessions  include:  aerospace  medicine, 
antibiotics,  arthritis,  cancer,  cardiovascular  medicine,  cardiovascular  sur- 
gery, dermatology,  endocrinology,  gastroenterology,  general  surgery,  geni- 
tourinary treatment,  geriatrics,  obstetrics  and  gynecology,  ophthalmology, 
otolaryngology,  pediatrics,  and  psychiatry.  There  also  will  be  a session  on 
“new  cares”  featuring  a discussion  of  legal  and  social  problems  now  faced 
by  the  physician. 

Breakfast  Roundtable  Conferences  will  discuss  (1)  “Indications  and 
Limitation  of  Uses  of  Antibiotics,”  (2)  “The  Moral  and  Ethical  Aspects 
of  Caring  for  the  Dying  Patient,”  (3)  “Management  of  Cerebrovascular 
Insufficiency,”  and  (4)  “Adolescence,  Age  of  Rebellion:  Some  Related 
Psychiatric  Aspects.” 

An  outstanding  program  of  closed-circuit  color  television  and  more 
than  twenty-five  medical  motion  pictures  will  be  presented.  Live,  color 
television  broadcasts  of  surgery  and  discussions  from  Houston’s  Her- 
mann Hospital  will  be  seen  on  a large  screen  in  Astro  Hall.  Medical 
motion  pictures  will  include  three  or  four  premier  showings,  plus  several 
films  that  were  well  received  at  the  AMA  annual  convention  last  June. 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o clock ? 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE*  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  houi's. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate 
signs  of  senile  confusion.  Patients  become  more  alert 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
j 12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 

1 

} 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.&  Digest  Treat.  11 : 617  (July)  1960. 
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“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 


nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Postgraduate 
Courses 

ALLENTOWN 

Uremia:  Pathophysiology  and  Treat- 
ment; at  Allentown  Hospital;  Novem- 
ber 9,  1967;  from  10  a.m.  to  1 p.m.; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Renal  Vascular  Disease:  Angioten- 
sin, Hypertension,  Malignant  Hyper- 
tension, Nephritides;  Jefferson  Medi- 
cal College  and  Pennsylvania  State 
University;  at  Allentown  Hospital; 
December  14,  1967;  10  a.m.— 1 p.m.; 
AAGP  3 hours.  Contact  John  H.  Kil- 
lough,  M.D.,  1025  Walnut  Street, 

Philadelphia  19107. 

Nephrotic  Syndome:  Collagen  Dis- 
eases, Pregnancy  and  Toxemia;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Allentown 
Hospital,  January  11,  1968,  10  a.m. — 
1 p.m.;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

ALTOONA 

Recent  Advances  in  Antibiotic 
Treatment;  at  Altoona  Hospital;  No- 
vember 16,  1967;  10  a.m.  to  12:30 
p.m.;  AAGP  2 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Drug  Incompatibilities;  at  Altoona 
Hospital;  November  30,  1967;  10 

a.m.  to  12:30  p.m.;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 

Consecutive  Case  Conference  on 
Myocardial  Infarction;  Jefferson  Med- 
ical College  and  Pennsylvania  State 
University  at  Altoona  Hospital;  De- 
cember 14,  1967;  10  a.m.-12:30  p.m.; 
AAGP  2 hours;  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil- 
adelphia 19107. 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Allen- 

town Hospital — March  27,  1968;  Wil- 
liamsport Hospital — April  24,  1968; 


Altoona  Hospital — April  25,  1968; 

Harrisburg  Hospital — May  9,  1968. 
Hours:  1:30-5:30  p.m.,  fee  $5.00. 

Contact  Richard  B.  Magee,  M.D.,  Co- 
ordinator, Blair  Medical  Center,  501 
Howard  Avenue,  Altoona,  Pa.  16601. 

Consecutive  Case  Conference  on 
the  Pregnant  Diabetic;  Jefferson  Medi- 
cal College  and  Pennsylvania  State 
University  at  Altoona  Hospital;  Jan- 
uary 11,  1968,  10  a.m. — 12:30  p.m.; 
2 hours  AAGP.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

The  Work-up  of  the  Anemic 
Patient;  Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Al- 
toona Hospital,  January  25,  1968,  10 
a.m. — 12:30  p.m.;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

BETHLEHEM 

Disseminated  Disease  of  the  Lung; 

at  St.  Luke’s  Hospital;  November  16, 
1967;  9:30  a.m.  to  noon;  Fee  $7.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Newer  Techniques  and  Methods  in 
the  Diagnosis  of  Pulmonary  Disease; 

by  Jefferson  Medical  College  and 
Pennsylvania  State  University  at  St. 
Luke's  Hospital.  Bethlehem;  Decem- 
ber 14,  1967;  9:30  a.m.  to  noon; 
AAGP  3 hours;  Fee  $7.00.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

Approach  to  Infectious  Diseases; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  St.  Luke's 
Hospital,  Bethlehem,  January  18, 
1968,  9:30  a.m. — noon;  fee  $7.00;  3 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

HARRISBURG 

Bony  Pelvis;  Harrisburg  Hospital, 
November  30,  1967  sponsored  by 

Merck,  Sharp  and  Dohme;  one-hour 
lecture  delivered  by  D.  Frank  Kalt- 
reider,  M.D.,  professor  of  obstet- 
rics/gynecology, University  of  Mary- 
land. 

Obstetrical  Management  of  Rh 
Sensitization;  Harrisburg  Hospital,  De- 
cember 12,  1967,  sponsored  by  Merck, 
Sharp  and  Dohme;  one-hour  lecture 
delivered  by  Carl  Pauerstein,  M.D.. 
department  of  obstetrics/ gynecology, 
Sinai  Hospital  of  Baltimore. 


Graduate  Medical  Education;  Har- 
risburg Hospital,  January  9,  1967, 
sponsored  by  Merck,  Sharp  and 
Dohme;  one-hour  lecture  delivered  by 
John  C.  Nunemaker,  M.D.,  associate 
secretary,  Council  on  Medical  Educa- 
tion and  Hospitals,  American  Medical 
Association. 

Drugs  in  Anovulation;  Harrisburg 
Hospital,  January  25,  1968,  sponsored 
by  Merck,  Sharp  and  Dohme;  one- 
hour  lecture  delivered  by  Marshall 
Klavan,  M.D.,  assistant  professor  of 
obstetrics/  gynecology,  Hahnemann 
Medical  College. 

Hypertension;  Harrisburg  Hospital, 
January  30,  1968,  sponsored  by 

Merck,  Sharp  and  Dohme;  one-hour 
lecture  delivered  by  John  H.  Moyer, 
M.D.,  professor  and  chairman,  de- 
partment of  medicine,  Hahnemann 
Medical  College. 

JOHNSTOWN 

Multiphasic  Screening;  at  Cone- 
maugh  Valley  Memorial  Hospital; 
November  28,  1967;  7 p.m.  to  9 p.m.; 
AAGP  2 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Aspects  of  Viruses  and  Cancer; 
Jefferson  Medical  College  and  Penn- 
sylvania State  University;  at  Cone- 
maugh  Valley  Memorial  Hospital. 
Johnstown;  December  19,  1967;  7- 
9 p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough.  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

A Current  View  of  Congestive 
Heart  Failure;  Hahnemann  Medical 
College  and  Hospital  and  American 
College  of  Cardiology  at  the  Sheraton 
Hotel,  Philadelphia,  November  13-14, 
1967,  fee  $30  member,  $40  non-mem- 
ber American  College  of  Cardiology. 
Contact  Wilbur  W.  Oaks,  M.D..  Post- 
graduate Education.  Hahnemann  Med- 
ical College  and  Hospital,  230  North 
Broad  Street,  Philadelphia  19102. 

Recent  Advances  in  Medicine;  1 1 th 

annual  course  presented  by  the  de- 
partment of  medicine.  Temple  Uni- 
versity Health  Sciences  Center.  8 con- 
secutive Wednesdays,  to  start  October 
(Continued  on  page  IS) 
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Help  w 

anginal  pain  .* 
with 

nitroglycerin  b.Ld 


Unique  Nitrospan  micro-dialysis  process' 
adds  an  important  dimension -TIME- to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


*The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


^NITROSFVt 

nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBI®-TD  (phenformin  HCI) 


( Continued  from  page  16.) 

18,  1967;  fee  $50.00.  Contact  Al- 
bert J.  Finestone,  M.D.,  Temple  Uni- 
versity Hospital,  Philadelphia  19140. 

Courses  in  Office  Psychosomatic 
Medicine  (Basic  Course);  Department 
of  Psychiatry  at  Temple  University 
Health  Sciences  Center  and  St.  Chris- 
topher’s Hospital  for  Children;  Thurs- 
days, October  5,  1967,  through  Feb- 
ruary 22,  1968;  10:00  a.m.  to  3:00 
p.M.;  AAGP  80  hours.  Contact  H. 
Keith  Fischer,  M.D.,  5450  Wissa- 
hickon  Avenue,  A- 110,  Philadelphia 
19144. 

Office  Psychiatry  and  Psychosomat- 
ic Medicine;  by  Department  of  Psy- 
chiatry, Temple  University  Health  Sci- 
ences Center,  Philadelphia;  Wednes- 
days, October  4,  1967,  to  February 
21,  1968;  10:00  A.M.  to  3:00  P.M.; 
AAGP  80  hours.  Contact  Barney  M. 
Dlin,  M.D.,  230  West  Allens  Lane, 
Philadelphia  19119. 

Fourteenth  Annual  Institute  for  the 
Care  of  the  Cardiac  and  Asthmatic 
Child;  at  Children’s  Heart  Hospital 
of  Philadelphia;  November  8,  1967; 
9:15  a.m.  to  4:15  p.m.;  fee  $2.00; 
AAGP  4 hours;  Daniel  Mason,  M.D., 
General  Chairman. 

Medical  Hypnosis;  University  of 
Pennsylvania  Division  of  Graduate 
Medicine,  September  28,  1967,  3:00- 
7:00  p.m.  Thursdays  for  twenty  weeks, 
fee  $150.  Contact  Office  of  the  Direc- 
tor, Division  of  Graduate  Medicine, 
237  Medical  Laboratories,  University 
of  Pennsylvania,  Philadelphia  19104. 

Pediatric  Allergy;  St.  Christopher’s 
Hospital  for  Children  and  pediatric 
department  of  Temple  University  Hos- 
pital, November  8-9,  1967  at  the  Asth- 
matic Center  of  Children’s  Heart  Hos- 
pital, Philadelphia.  Contact  Leonard 
S.  Girsh,  M.D.,  3701  N.  Broad  Street, 
Philadelphia  19140. 

The  Adolescent — A Medical  Prob- 
lem; by  Philadelphia  Academy  of  Gen- 
eral Practice;  at  Marriott  Motor  Inn, 
Philadelphia,  November  12,  1967,  1 
p.m.  to  10:30  p.m.  (dinner  included); 
AAGP  6 hours;  fee  $10.00.  Contact 
M.  M.  Perloff,  M.D.,  2923  W.  Chel- 
tenham Avenue,  Philadelphia  19150. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 
and  Eye  and  Ear  Hospital,  September 
10-17,  November  12-18,  1967;  fee 
$5.00.  Contact  Ralph  J.  Caparosa, 


M.D.,  Suite  403,  3600  Forbes  Ave- 
nue, Pittsburgh  15213. 

Seminars  on  Psychological  Aspects 
of  Medical  Practice;  Staunton  Clinic, 
Department  of  Psychiatry,  University 
of  Pittsburgh,  September  19  or  20 
through  December  13  or  14,  1967, 

10  A.M.-noon.  Fee  $65.00,  AAGP  26 
hours.  Contact  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  3601  Fifth 
Avenue,  Pittsburgh  15213. 

Training  in  Cardiopulmonary  Re- 
suscitation; University  of  Pittsburgh 
School  of  Medicine  and  the  Penn- 
sylvania Heart  Association  at  Scaife 
Hall,  University  of  Pittsburgh,  Jan- 
uary 17  and  February  28,  1968,  fee 
$10.  Contact  Postgraduate  Medical 
Program,  University  of  Pittsburgh 
School  of  Medicine,  1188  Sciafe  Hall, 
Pittsburgh,  Pennsylvania  15213. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
November  8,  1967;  January  11, 

February  8,  March  14,  April  11,  May 
9,  June  13,  1968;  11:00  a.m.  to  2:00 
p.m.;  AAGP  20  hours.  Contact  John 
H.  Killough,  M.D.,  Jefferson  Medical 
College,  1025  Walnut  Street,  Phila- 
delphia. 

Thromboembolic  Disease — Current 
Concepts;  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  November  9, 
1967;  11:00  a.m.  to  2:00  p.m.: 

AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia,  Pa.  19107. 

Management  of  the  Patient  with 
Seizures;  by  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  January  11,  1968; 

1 1 A.M.-2  p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Use  of  Hormonal  Agents  for  Cyclic; 
at  Pottsville  Hospital;  December  14, 
1967;  11  a.m.  to  2 p.m.;  AAGP  2 
hours.  Contact  The  Jefferson  Medical 
College,  Philadelphia  19107. 

SCRANTON 

Conceptual  Advances  Concerning 
Congestive  Heart  Failure:  Physiologic 
Considerations  and  Treatment;  at 

Mercy  Hospital;  November  15,  1967; 
9:30  a.m.  to  noon;  AAGP  2 hours. 
Contact  The  Jefferson  Medical  Col- 
lege, Philadelphia  19107. 


Plasma  Proteins  in  Health  and  Dis- 
ease; Jefferson  Medical  College  and 
Pennsylvania  State  University;  at 
Mercy  Hospital,  Scranton;  Decem- 
ber 20,  1967;  9:30  a.m.  to  noon; 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

Symposium  on  Peptic  Ulcer  Dis- 
ease: The  Medical  Management  and 
Complications;  The  Indications  & Pos- 
sible Complications  of  Surgery;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Mercy 
Hospital,  Scranton;  January  17,  1968, 
9:30  a.m. — noon;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

WILKES-BARRE 

Recognition  of  the  Patient  with 
Ischemic  Heart  Disease;  at  Wilkes- 
Barre  General  Hospital;  November 
16,  1967;  9 a.m.  to  noon;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Practical  Approach  to  the  Diagnosis 
and  Treatment  of  Anemia;  by  Jeffer- 
son Medical  College  and  Pennsyl- 
vania State  University;  at  Wilkes- 
Barre  General  Hospital;  December 
21,  1967;  9 a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

Neonatal  Distress  Syndrome;  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University  at  Wilkes-Barre  Gen- 
eral Hospital,  January  18,  1968,  9 a.m. 
— noon;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D..  1025  Walnut 

Street,  Philadelphia  19107. 

WILLIAMSPORT 

Examination  of  the  Patiunt  with 
Suspected  Heart  Disease;  at  Williams- 
port Hospital;  November  15,  1967; 
10  a.m.  to  3:30  p.m.;  AAGP  4 hours. 
Contact  The  Jefferson  Medical  College, 
Philadelphia  19107. 

Gastrectomy  for  Peptic  Ulcer:  by  ■ 

Jefferson  Medical  College  and  Penn-  | 
sylvania  State  University;  at  Williams- 
port Hospital:  December  20.  1967; 
10  a.m.-3:30  p.m.;  AAGP  4 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Drug  Induced  Blood  Dyscrasias  and 
the  Chemotherapy  of  Malignancy; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  Williams- 
port Hospital,  January  17.  1968.  10 
( Continued  on  page  23.) 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


I 


J 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  cD 

15  mg. 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FR°NT  FI 

S,DE  j 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  FI 

SIDE  j 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


ABBOTT 

ANORECTIC 

PROGRAM 


THE  PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 


of 

controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


(Continued  from  page  18.) 
a.m. — 3:30  p.m.;  4 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

YORK 

Pulmonary  Embolism — Its  Discov- 
ery and  Treatment;  at  York  Hospital; 
November  9,  1967;  8 a.m.  to  noon; 
Fee  $8.00;  AAGP  3 hours.  Contact 
The  Jefferson  Medical  College,  Phila- 
delphia 19107. 

An  Approach  to  the  Patient  with 
Fever  of  Undetermined  Origin;  at 

York  Hospital;  November  16,  1967; 
8 a.m.  to  noon;  fee  $8.00;  AAGP 
3 hours.  Contact  The  Jefferson  Medi- 
cal College,  Philadelphia  19107. 

Respirators  and  Ventilation  Sup- 
port; at  York  Hospital;  November 
30,  1967;  8 a.m.  to  noon;  fee  $8.00; 
AAGP  3 hours.  Contact  The  Jeffer- 
son Medical  College,  Philadelphia 
19107. 

Current  Concepts  of  Secondary 
Anemias;  at  York  Hospital;  Decem- 
ber 7,  1967;  8 a.m.  to  noon;  fee 
$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 


OUT  OF  STATE 

Neurologic  Aspects  of  Internal 
Medicine;  Duke  University  Medical 
Center,  Durham,  N.C.,  November  15- 
18,  1967,  sponsored  by  the  American 
College  of  Physicians,  fee  $60  mem- 
bers, $100  nonmembers.  Contact  Ed- 
ward C.  Rosenow,  Jr.,  M.D.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Medical  Genetics;  University  of 
Michigan  Medical  School,  Ann  Arbor, 
Mich.,  November  27-30,  1967,  spon- 
sored by  the  American  College  of 
Physicians,  fee  $60  members,  $100 
nonmembers.  Contact  Edward  C. 
Rosenow,  Jr.,  M.D.,  American  Col- 
lege of  Physicians,  4200  Pine  Street, 
Philadelphia  19104. 

Diagnosis  and  Treatment  of  Diseases 
of  the  Heart  and  Lungs;  Barbizon- 
Plaza,  New  York  City,  November  13- 
17,  1967.  Contact  the  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago,  Illinois 
60611. 

Pulmonary  Function  in  Health  and 

Disease;  Louisiana  Thoracic  Society 
in  the  auditorium  of  the  Louisiana 


State  University  School  of  Medicine 
in  the  New  Orleans’  medical  complex, 
December  4-7,  1967,  fee  $100.  Con- 
tact Louisiana  Thoracic  Society,  305 
Baronne  Street,  New  Orleans,  Louisi- 
ana 70112. 

Radioisotopes  and  Nuclear  Radia- 
tions in  Medicine;  University  of  Cali- 
fornia at  Berkeley,  sponsored  by  the 
American  College  of  Physicians,  De- 
cember 4-8,  1967.  Contact  Edward 
C.  Rosenow,  M.D.,  Executive  Direc- 
tor, American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia  19104. 

Advances  in  Medical  Oncology; 

University  of  Texas  Medical  Center, 
Houston,  sponsored  by  the  American 
College  of  Physicians,  December  11- 
15,  1967.  Contact  Edward  C.  Rose- 
now, M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 


New  DISPETTE 


Single  dose  disposable  units 


• No  measuring— no  droppers— no  bottles 

• Full  dosage  without  waste  or  spillage 

• Space-saving  refrigerator  package 

• Practical  and  economical 


Poliovirus  Vaccine 
Live,  Oral,  Trivalent 


ORIIYILNL 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EFFECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Lederle  Repre- 
sentative or  regular  source  of  supply. 

447-7-4964 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

rwwwvwwvwvwwwi 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Meetings 


NOVEMBER 

Annual  Convention  of  the  National  Society  for  Crippled 
Children  and  Adults,  November  16-19,  1967,  Cen- 
tury Plaza  Hotel,  Los  Angeles,  California. 

Association  of  Military  Surgeons  74th  Annual  Meeting, 
November  19-22,  1967,  Sheraton-Park  Hotel,  Wash- 
ington, D.C.  Contact  Office  of  the  Surgeon  General, 
U.S.  Army  Technical  Liaison  Office,  Washington, 
D.C.  20315. 

National  Society  for  Crippled  Children  and  Adults  Annual 
Meeting,  November  16-19,  1967,  Century  Plaza  Ho- 
tel, Los  Angeles,  California.  Contact  the  National 
Society  for  Crippled  Children  and  Adults,  2023  West 
Ogden  Avenue,  Chicago,  Illinois  60612. 

International  College  of  Surgeons  Western  Regional  Meet- 
ing, November  19-22,  1967,  Flamingo  Hotel,  Las 
Vegas,  Nevada.  Contact  the  International  College  of 
Surgeons,  Southern  California  Division,  321  North 
Larchmont  Boulevard,  Los  Angeles,  California  90004. 

AM  A Clinical  Convention,  November  26-29,  1967,  Astro- 
hall,  Dallas,  Texas. 

Pennsylvania  Medical  Society  Commission  on  Medicine 
and  Religion,  November  8,  1967,  PMS  Headquarters, 
Lemoyne,  Pennsylvania. 

Pennsylvania  Medical  Society  Fall  Conference  on  Scien- 
tific Advancement,  November  9 and  10,  1967,  Penn- 
Harris  Hotel,  Harrisburg,  Pennsylvania. 

Symposium — Cancer  of  the  Colon  and  Rectum,  November 
2,  1967,  2:00  p.m.,  Athens  High  School,  Athens,  Pa., 
Charles  Huggins,  Sr.,  M.D.,  speaker. 


Manuscript  Competition  Announced 

A competition  for  a $300  award  for  the  best  manu- 
script submitted  by  a medical  student,  intern  or  resident 
on  any  subject  pertinent  to  and  concerning  occupational 
health  has  been  announced  by  the  Central  States  Society 
of  Industrial  Medicine  and  Surgery.  The  contest  closes 
at  midnight  on  December  31,  1967. 

A second  competition,  open  only  to  residents  in  occupa- 
tional medicine,  is  announced  by  the  Industrial  Medical 
Association.  The  award,  consisting  of  an  embossed  scroll, 
will  be  presented  at  the  Association's  annual  meeting  to 
the  author  or  authors  of  a paper  published  in  the  open 
literature  on  a subject  germane  to  occupational  medicine 
which  is  judged  to  be  the  most  outstanding  of  those  sub- 
mitted. Reprints  entered  in  the  competition  must  be  pub- 
lished before  December  31,  1967,  and  submitted  no  later 
than  January  15,  1968. 

Both  contests  will  be  judged  by  members  of  the  Com-  i 
mittee  on  Merit  in  Authorship  of  the  Industrial  Medical  . 
Association.  The  criteria  will  be  largely  based  on  clarity, 
validity,  objectivity,  originality  and  style.  Complete  con- 
test rules  may  be  obtained  from  the  Industrial  Medical  As- 
sociation, 55  East  Washington  St.,  Chicago.  111.  60602. 
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Write  Now 

Booklets:  Osteoarthritis,  A Handbook  for  Patients,  single 
copies  available  free  of  charge  from  the  Arthritis  Founda- 
tion, Box  2525.  New  York,  N.Y.  1001.  . . . Flow  Labora- 
tories Inc.  Research  Animal  Catalog,  available  on  request 
from  Flow  Laboratories  Inc.,  12601  Twinbrook  Parkway, 
Rockville,  Maryland  20852.  . . . Alcohol  and  Alcoholism, 
single  copies  may  be  obtained  from  the  National  Insti- 
tutes of  Mental  Health,  Chevy  Chase,  Maryland  20203  or 
in  quantity  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402  at 
50  cents  a copy.  . . . Biomedical  Application  Teams,  avail- 
able from  the  Technology  Utilization  Division,  Code  UT. 
NASA  Headquarters,  Washington,  D.C.  20546.  . . . Mild 
Mental  Retardation:  A Growing  Challenge  to  the  Phy- 
sician, $1.00  per  copy  from  the  Publications  Office,  Group 
for  the  Advancement  of  Psychiatry,  104  East  25th  Street, 
New  York,  N.Y.  10010.  . . . Education  for  the  Allied 
Health  Professions  and  Services,  45  cents  per  copy  from 
the  U.S.  Government  Printing  Office,  Washington,  D.C. 
20402.  . . . Drugs  vj.  Cancer,  available  free  of  charge 
from  the  Public  Health  Service,  Washington,  D.C.  20201. 

A List  of  Current  Health  Insurance  Books,  available  with- 
out charge  from  Health  Insurance  Institute,  277  Park  Ave- 
nue, New  York,  N.Y.  10017. 

Pamphlets:  Books  to  Help  Children  Adjust  to  a Hospital 
Situation,  $.50  per  copy  from  the  American  Library  As- 
sociation, 50  East  Huron  Street,  Chicago,  Illinois  60611. 
. . . How  to  Prevent  Suicide,  available  for  $.25  from 
the  Public  Affairs  Committee,  381  Park  Avenue  South, 
New  York.  N.Y.  10016. 

Films:  Hands  of  Action,  depicting  recommended  pro- 
cedures for  handling  a number  of  emergency  health  care 
situations,  available  on  a free  loan  basis  from  the  Public 
Health  Service,  National  Medical  Audiovisual  Center, 
Chamblee,  Georgia  30005.  . . . Every  Step  of  the  Way, 
depicting  nurses’  problems  in  distributing  and  administer- 
ing medications  to  their  patients,  available  from  Wyeth 
Film  Library,  Box  8299,  Philadelphia,  Pa.  19101. 

Wallet  Card:  Safety  Tips  In-Out-and-A  round  the  Water, 
published  by  the  Public  Health  Service  contains  directions 
for  ‘Drownproofing,’  free  in  quantities  of  up  to  one-hun- 
dred from  the  Injury  Control  Program,  National  Center 
for  Urban  and  Industrial  Health,  222  East  Central  Park- 
way, Cincinnati.  Ohio  45202. 


Infant  Death  Rate  Continues  Decline 

The  nation's  infant  death  rate  continued  to  decline  dur- 
ing the  first  half  of  this  year,  according  to  the  National 
Center  for  Health  Statistics. 

The  rate  (the  number  of  deaths  of  children  under  one 
year  per  1,000  live  births)  went  to  a new  low  of  22.9  in 
the  first  six  months  of  1967. 

There  has  been  a decline  every  year  since  1958, 
except  1962  when  the  rate  remained  constant.  From  1958 
to  1966  the  infant  death  rate  dropped  from  27.1  to  23.4 
per  thousand,  a decline  of  13.7  percent. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital. 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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A Potential  New  Partner  for  the  Practicing  Physician 


In  recent  years  modern  electronic 
computers  have  proved  useful  in  med- 
icine. However,  progress  has  been 
impeded,  in  part,  by  a lack  of  com- 
munication between  the  computer 
scientist  and  the  medical  user.  In  order 
to  help  overcome  this  communication 
lack,  this  program  has  been  arranged 
and  is  designed  to  introduce  to  the 
attending  physicians  some  of  the  fun- 
damental concepts  of  computing  and 
possible  applications  to  medical  prob- 
lems. 

It  should  be  pointed  out  that  mod- 
ern electronic  computers  are  not  mere- 
ly very  fast  computers  but  are  also 
information  processing  devices  in  the 
broadest  sense  and  can  be  useful 
in  all  medical  disciplines. 

Computers  are  machines  which  ac- 
cept, process  and  display  information. 
Depending  upon  certain  characteristics 
they  are  categorized  as  being  either 
analogue  or  digital.  The  central  pro- 
cessing unit  for  a digital  computer 
comprises  a memory  section,  a con- 
trol section,  and  an  arithmetic  and 
logical  unit.  Extremely  fast  internal 
speeds  and  the  great  accuracy  of 
arithmetic  calculations  are  trade- 
marks, but  the  real  power  of  a digital 
computer  lies  in  its  ability  to  take  ad- 
vantage of  the  “stored-program  con- 
cept.” An  analogue  computer  differs 
from  a digital  computer  in  not  having 
a memory  section.  The  fact  that  an 
analogue  computer  is  particularly 
adept  at  solving  ordinary  differential 
equations  has  made  it  an  efficient  sim- 
ulator of  many  physiological  phe- 
nomena and  is  responsible  in  part  for 
its  popularity  as  a special  purpose 
computer  in  a laboratory. 

This  paper  was  the  introduction  of 
a panel  discussion  on  Computers  and 
Medical  Practice,  presented  by  William 
A.  Limberger,  M.D.,  PMS  Chairman 
of  the  Board,  at  the  April,  1967  Penn- 
sylvania Medical  Society  Officers’ 
Conference. 

Cigarets  Under  Fire 

The  October  2 issue  of  AM  A News 
noted  that  “The  World  Conference  on 
Smoking  and  Health  called  upon 
world  governments  to  ban  smoking  in 
government  facilities  and  public 
places.  The  conference  also  called 
for  a ban  on  cigaret  advertising,  the 
outlawing  of  extremely  long  cigarets, 
basing  cigaret  taxes  on  tar  and  nico- 
ne  content,  and  discouragement  of 


Because  of  the  virtues  of  both  of 
these  types  of  computers,  a third  type 
of  computer  known  as  the  hybrid  com- 
puter has  been  developed  which  is 
more  or  less  a combination  of  the 
analogue  and  digital  computer. 

The  different  components  of  the 
digital  computer  system  have  enjoyed 
tremendous  progress  in  increased 
speeds  and  capacities  during  the  last 
ten  to  fifteen  years.  Of  the  several 
devices  that  may  be  used  as  the  in- 
put units  of  digital  computing  sys- 
tems, the  most  common  is  the  card 
reader.  In  1955  the  fastest  card  read- 
ers operated  at  approximately  two 
hundred  cards  per  minute.  Today 
many  of  the  new  systems  have  equip- 
ment with  ability  to  read  fifteen  hun- 
dred cards  per  minute.  The  most 
common  out-put  component  in  a digi- 
tal system  is  the  line  printer.  These 
electro-mechanical  units  print  a line 
of  132  characters  at  one  time.  In 
1955  these  units  could  print  150  lines 
per  minute,  but  today’s  systems  print 
up  to  1200  lines  per  minute. 

It  is  interesting  that  even  with 
these  impressive  speeds  the  cry  is 
still  that  the  input-output  functioning 
is  much  too  slow.  It  is  a valid  com- 
plaint when  one  realizes  that  internal 
speeds  of  the  computers  today  are 
measured  in  billionths  of  a second. 

In  the  news  broadcasts  recently  it 
was  announced  that  one  of  the  manu- 
facturers of  computers  sold  the  De- 
partment of  Defense  on  Building  a 
computer  for  a cost  in  excess  of  $10,- 
000  which  will  be  one  hundred  times 
faster  than  any  known.  It  is  antici- 
pated that  the  machine  will  be  help- 
ful in  keeping  track  of  the  military’s 
vast  logistics  problems  and  in  simulat- 
ing large  atmospheric  complexes  for 
weather  predictions  and  in  the  de- 
velopment of  instrumentation  for  bi- 
ological and  medical  applications.  The 
instrument  is  expected  to  handle  a 
billion  calculations  per  second.  The 


government  agencies  from  growing 
tobacco.” 

A second  Public  Health  Service  re- 
port on  the  subject  summarizes  three 
and  one-half  years  of  research  and 
study  into  the  health  dangers  of 
smoking.  The  Department  of  Health. 
Education  and  Welfare  said  the  report 
confirms  and  strengthens  the  con- 
clusions of  a 1964  report.  The  second 


input  and  output  speed  was  not  re-  • 
ported. 

As  the  importance  of  medical  com-  'i 
puter  applications  increases,  many  i 
medical  investigators  and  physicians  j 
will  use  them  and  will  require  medical 
personnel  to  deal  with  computer  cen- 
ters and  their  personnel.  It  will  be  : 
important  for  physicians  and  investi-  j 
gators  to  be  familiar,  not  only  with 
computers,  but  also  with  the  organiza- 
tion and  staff  of  biomedically  oriented 
computer  centers.  Computer  centers  j 
should  be  a dynamic  force  in  the  ed- 
ucational, research,  and  patient  care 
activities  of  any  medical  institution. 
They  can  only  be  so  if  they  are  readily 
accessible  to  all  personnel,  both  phys- 
ically and  administratively. 

One  organization  which  is  partic- 
ularly interested  in  computers  is  the 
United  States  Public  Health  Service 
with  seventeen  computers  active  in 
all  phases  of  health  activities.  Analysis 
of  vital  statistics  is  one  such  activity. 

As  the  result  of  advances  in  computer 
technology  a complete  reappraisal  in 
approach  to  vital  records  systems  has 
occurred. 

Information  processing  is  an  im- 
portant aspect  of  health  care.  Clinical 
information  occurs  in  various  modes 
including  numerical  measurements, 
text  and  codes.  Considerations  impor- 
tant in  processing  such  data  include 
the  data  collection  or  input  documents,  i 
amount  and  type  of  processing  to  be 
done,  and  methods  for  displaying  the 
collected  information.  The  Division  of 
Medical  Computing  Services  at  Tu- 
lane  University  has  developed  a sys- 
tem for  handling  clinical  information. 
Such  a system  cannot  be  justified  at 
present  from  an  economical  stand- 
point except  for  research  purposes, 
but  it  is  hoped  that  the  cost  element 
can  be  lowered  in  the  future.  (Source 
material — Clinical  Pharmacology  and 
Therapeutics,  Volume  8 No.  1.  Jan- 
uary-February  1967.) 


report  provides  new  technical  data  on 
the  relationship  of  smoking  to  cardio- 
vascular, chronic  bronchopulmonary 
disease,  cancer  and  other  conditions. 

— Cigaret  smokers  have  substantial- 
ly higher  rates  of  death  and  disability 
than  their  nonsmoking  counterparts  in 
the  population.  This  means  that  cig- 
aret smokers  tend  to  die  at  earlier  ages 
( Continued  on  page  34.) 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


wiktuO 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

9 

m 

JJ  J 

JJ  JJ 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance.1'2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 


Once  a day,  every  day 


EUTONYL 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

p) 

JB* 

*39 

J 

% J J . 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine.  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON’ 


ENDURONYl! 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude; anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL* 


EUTRON™ 


PARGYUNE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Vn 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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"Hotelevision"  to  Add  New  Dimension 
to  AMA  Convention 

Keeping  abreast  of  scientific  and  other  activities  and 
reaching  those  sometimes-difficult  decisions  as  to  which 
exhibits  or  other  convention  programs  to  concentrate  upon 
will  be  greatly  simplified  for  the  approximately  2,800  phy- 
sicians who  will  attend  the  AMA’s  21st  Clinical  Conven- 
tion in  Houston  November  26-29. 

The  “great  simplifier”  is  Hotelevision,  a closed-circuit 
television  system  which  will  feature  approximately  forty 
hours  of  diverse  programming  on  Convention  activities. 

From  their  rooms  in  major  hotels  and  motels,  physi- 
cians, their  families  and  others  attending  the  Convention 
can  watch  the  daily  telecasts  on  a specially  designated 
channel  during  “off”  Convention  hours  7 to  9 a.m.  and 
5 p.m.  to  12:30  a.m. 

Hotelevision,  tried  on  an  experimental  basis  by  the 
AMA  at  the  Annual  Convention  in  Atlantic  City  last  June, 
adds  a refreshing,  new  dimension  to  Convention  communi- 
cations coverage. 

It  has  been  included  as  a permanent  part  of  Annual  and 
Clinical  Convention  programming  as  the  result  of  highly 
favorable  response  in  a random  survey  conducted  among 
1,500  physicians  who  pre-registered  to  attend  the  Annual 
Convention. 

Although  little  advance  publicity  was  given  to  the  Ho- 
television programming,  43  percent  of  the  physicians 
participating  in  the  survey  stated  that  they  watched  at 
least  one  program  on  one  of  11,000  sets  receiving  the 
special  Convention  programming  in  sixty-seven  major 
hotels  and  motels  along  the  Boardwalk.  This  percentage 
was  considered  high  since  a significant  number  of  the 
physicians  in  the  test  group  did  not  stay  in  one  of  these 
hotels  or  motels  or  attended  the  Convention  for  only  a 
single  day. 

The  overwhelmingly  favorable  aspects  of  the  survey, 
however,  was  that  more  than  90  percent  of  those  who  tuned 
in  liked  the  programming  and  considered  it  a valuable 
addition  to  the  Convention.  The  “average”  viewer  tuned 
in  on  three  of  the  five  Convention  days. 

Richard  M.  DuMont,  director  of  the  AMA’s  Depart- 
ment of  Radio,  Television  & Motion  Pictures,  said  the 
same  type  show  format  followed  at  Atlantic  City  would 
be  repeated  at  Houston. 

The  Hotelevision  programming  is  sponsored  by  pharma- 
ceutical houses,  who  purchase  commercial  time  in  32- 
minute  packages.  This  is  a new  facet  of  AMA  Conven- 
tion marketing  for  pharmaceutical  houses,  augmenting 
their  exhibit,  Daily  Bulletin  and  other  Convention-oriented 
advertising. 

Children's  Receives  Merck  Gift 

The  first  third  of  a $150,000  gift  was  presented  to 
The  Children’s  Hospital  of  Philadelphia  by  Dr.  Max  Tish- 
ler,  president  of  the  Merck,  Sharp  and  Dohme  Research 
Laboratories. 

Representing  the  Merck  Company  Foundation,  Dr.  Tish- 
ler  gave  the  $50,000  check  to  Richard  D.  Wood,  Children’s 
president,  at  a luncheon  held  in  the  firm’s  plant. 

The  sum  will  be  used  toward  the  development  of 
pediatric  research  facilities  in  the  New  Children's  Medical 
Center  planned  by  the  hospital. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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(Continued  from  page  26.) 
and  experience  more  days  of  disability 
than  comparable  nonsmokers. 

— If  it  were  not  for  cigaret  smoking, 
practically  none  of  the  earlier  deaths 
from  lung  cancer  would  have  occur- 
red; nor  a substantial  portion  of  the 
earlier  deaths  from  chronic  broncho- 
pulmonary diseases  (commonly  diag- 
nosed as  chronic  bronchitis  or  pul- 
monary emphysema  or  both);  nor  a 
portion  of  the  earlier  deaths  of  cardio- 
vascular origin.  Excess  disability  from 
chronic  pulmonary  and  cardiovascular 
diseases  would  also  be  less. 

— Cessation  or  appreciable  reduc- 
tion of  cigaret  smoking  could  delay  or 
avert  a substantial  portion  of  deaths 
which  occur  from  lung  cancer,  a sub- 
stantial portion  of  the  earlier  deaths 
and  excess  disability  from  chronic 
bronchopulmonary  diseases,  and  a 
portion  of  the  earlier  deaths  and  excess 
disability  of  cardiovascular  origin. 

Kenneth  M.  Endicott,  M.D.,  direc- 
tor of  the  National  Cancer  Institute,  is 
chairman  of  the  Lung  Cancer  Task 
Force  made  up  of  ten  physicians  and 
scientists. 

Dr.  Endicott  said  that  the  group 
will  concentrate  on  research  for  the 
development  of  a less  hazardous  cig- 
aret, prevention  of  occupational  cancer 
due  to  exposure  of  workers  to  cancer- 
causing  substances,  and  improvement 
of  the  present  low  lung  cancer  cure 


rate  of  5 percent. 

In  Pennsylvania,  John  H.  Harris, 
Sr.,  M.D.,  newly-installed  President 
of  the  Pennsylvania  Medical  Society, 
in  his  address  to  the  PMS  House  of 
Delegates  last  month  requested  a 
strong  stand  against  smoking  when  he 
stated:  “I  suggest  that  the  State  Society 
take  a strong  position  on  the  ill-effects 
of  cigaret  smoking.  We  have  suffi- 
cient scientific  evidence  supporting 
such  a position.  I have  just  reviewed 
the  official  and,  I might  say,  weak 
statement  of  the  AMA  on  this  sub- 
ject and  find  only  a rather  general 
statement  regarding  the  ill-effects  of 
tobacco  upon  the  health  of  individuals. 
Also,  they  indicate  that  more  research 
is  necessary  before  a definite  stand 
can  be  made  about  cigaret  smoking. 
I think  the  Pennsylvania  Medical  So- 
ciety should  make  a strong  statement 
on  the  ill-effects  of  cigaret  smoking. 
In  1962,  the  Maternal  Health  Division 
of  the  State  Health  Department  began 
an  educational  program  addressed  to 
the  teenage  school  children  on  this 
subject.  The  Pennsylvania  Medical 
Society  cooperated  with  the  program. 
Our  continued  support  is  essential. 
Also,  I think  the  State  Society  should 
cooperate  with  the  Pennsylvania  Di- 
vision of  the  American  Cancer  Society 
and  the  Pennsylvania  Heart  Associa- 
tion in  preparing  TV  and  radio  ‘spots' 
on  the  subject.” 
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SPECIALISTS 
IN  FITTING 
"SPECIAL”  FEET 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

—ALLENTOWN— 

• UP-TOWN  STORES  • CENTRAL  STORE 
953  Hamilton  St.  719  Hamilton  St. 

951  Hamilton  St. 


AWH  Fetes  Dr.  Morani — Alma  Dea  Morani,  M.D.  (left), 
Philadelphia  plastic  surgeon,  was  honored  by  the  Woman’s 
Medical  College  there  on  her  election  as  president  of  the 
American  Women’s  Hospitals  Service.  One  of  the  hostesses 
at  the  tea  held  in  Dr.  Morani’s  honor  was  Minerva  S. 
Buerk,  M.D.,  of  Bryn  Mawr,  a member  of  the  AWH 
Board.  Some  one  hundred  friends  and  colleagues  of  Dr. 
forani  and  AWH  attended  the  reception. 


Jet  Travel  Poses  Cholera  Threat 

Cholera,  an  ancient  communicable  disease,  once  again 
poses  a threat  to  the  United  States  and  other  western  coun- 
tries because  of  rapid  international  travel. 

Details  of  the  cholera  threat  to  the  western  world  are 
described  in  the  September  16  issue  of  Hospitals,  Journal  of 
the  American  Hospital  Association,  by  Eugene  J.  Ganga- 
rosa,  M.D.,  of  the  U.S.  Public  Health  Service's  Com- 
municable Disease  Center  in  Atlanta,  Georgia. 

Cholera  has  spread  throughout  Southeast  and  South  Asia, 
penetrating  as  far  west  as  Iraq  in  the  Middle  East  since 
the  pandemic  of  1960  in  Indonesia.  Dr.  Gangarosa  con- 
siders the  speed  of  international  jet  airliner  travel  a major 
factor  in  the  spread  and  exposure  of  this  disease. 

The  Public  Health  Service  official  warns  that  the  five- 
day  incubation  period  of  cholera  allows  the  international 
traveler  to  return  home  several  days  before  the  disease 
becomes  clinically  apparent.  Symptoms  range  from  ap- 
parent, massive  dehydration  and  collapse  to  mild  diarrhea 
that  is  not  incapacitating  in  any  way.  In  some  cases  a 
carrier  of  the  disease  may  have  no  symptoms.  “It  is  im- 
portant at  this  time,  particularly  in  cities  that  are  focal 
points  for  international  traffic,  to  subculture  routinely  for 
cholera  vibrios  stool  specimens  from  patients  with  gastro- 
enteritis who  recently  have  visited  cholera-infected  areas,” 
Dr.  Gangarosa  said. 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


dications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
sitive  organisms. 

de  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
casional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
sinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
hts,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
' ual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
rked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
ef  convulsions  in  a few  patients. 

ticautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
e during  prolonged  treatment.  Pending  further  experience,  like  most 
imotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
>ere  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
:urred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
tecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
ction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 

I adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
eful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

en  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
:igent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
< e-positive  reaction. 

Jiage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
f y)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  is  indicated, 

II  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
roximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
ded  doses.  The  dosage  recommended  above  for  adults  and  children 

I uld  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
sician.  Until  further  experience  is  gained,  Infants  under  1 month 
I uld  not  be  treated  with  the  drug. 

supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
i ltly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
> les  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

Airences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
tjest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 

A microbial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
3 iety  for  Microbiology,  1965,  p.  722. 
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\EjNnthrop  Laboratories,  New  York,  N.  Y.  10016 


IMegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

o Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 

Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


M.D.’s  in 
The  News 


Walter  I.  Buchert,  M.D.,  medical 
director  at  the  Geisinger  Medical  Cen- 
ter, has  been  elected  to  the  Board 
of  Trustees  of  the  American  Associa- 
tion of  Medical  Clinics  for  a three- 
year  term  at  its  18th  annual  meeting 
in  Chicago.  Dr.  Buchert  had  been 
chairman  of  the  legislative  committee 
of  the  Association  for  three  years. 

Celso-Ramon  Garcia,  M.D.,  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, will  be  a program  participant 
in  the  ceremonies  marking  the  150th 
anniversary  of  the  University  of  Michi- 
gan. The  topic  for  the  program  is 
Fertility  and  Family  Planning:  A 

World  View. 

Robert  F.  Dickey,  M.D.,  assistant 
chief  of  staff  at  the  Geisinger  Medical 
Center,  Danville,  has  been  appointed 
a member  of  the  Northeastern  Area 
Committee  of  the  Susquehanna  Valley 
Regional  Medical  Program.  The  pro- 
gram will  be  concerned  with  heart  dis- 
ease, cancer,  stroke  and  related  dis- 
eases. 

Harrison  McMichael,  M.D.,  has 

been  appointed  assistant  dean  at 
the  University 
of  Pennsylvania 
School  of  Medi- 
cine, Philadel- 
phia. A member 
of  the  medical 
faculty  since 
1961,  Dr.  Mc- 
Michael is  assis- 
tant professor  of 
pathology  and  di- 
rector of  the  med- 
ical student  research  training  program. 
In  his  new  post.  Dr.  McMichael  will 
assist  with  interviewing  prospective 
students  and  will  share  responsibility 
for  placing  students  in  clinical  and 
research  clerkships  during  the  summer 
between  their  third  and  fourth  years. 
He  also  will  counsel  students  who  are 
considering  the  combined  M.D.-Ph.D. 
course  of  study  offered  by  the  medical 
school  and  will  administer  its  fellow- 
ship program. 

Michael  J.  Aronica,  M.D.,  Scran- 
ton, has  been  certified  as  a diplomate 
of  the  American  Board  of  Physical 
Medicine  and  Rehabilitation  and  the 
American  Academy  of  Physical  Medi- 
cine and  Rehabilitation. 


DR.  McMICHAEL 


Catharine  Macfarlane,  M.D.,  pro- 
fessor emeritus  in  obstetrics  and  gyne- 
cology, Woman’s  Medical  College,  has 
been  elected  by  the  College  Board  of 
Corporators  as  their  newest  member. 
Dr.  Macfarlane,  renowned  for  her  re- 
search in  cancer  control,  previously 
served  as  an  alumna  representative  to 
the  Board  since  1943.  Bernardin 
Quinn  Conahan,  M.D.,  Furlong,  has 
been  elected  as  an  alumna  representa- 
tive to  the  Board  of  Corporators  for 
one  year.  Rebecca  M.  Rhoads,  M.D., 
who  has  served  as  an  alumna  repre- 
sentative to  the  Board  of  Corporators 
since  1961,  was  also  elected  for  an  ad- 
ditional three-year  term  by  the  Alum- 
nae Association  at  its  annual  meet- 
ing. 

Harry  Fields,  M.D.,  Bala  Cynwyd, 
was  the  subject  of  a tribute  by 

the  officers  and 
members  of  the 
Board  of  Gover- 
nors of  Meadow- 
lands  Country 
Club  at  a State 
of  Israel  Tribute 
Dinner  held  last 
month.  Dr.  Fields 
was  honored  for 
his  outstanding 
services  in  the 
cause  of  upbuilding  the  State  of  Israel. 
He  is  a member  of  the  Board  of 

the  Allied  Jewish  Appeal  and  is  as- 
sociate chairman  of  its  Trade  Coun- 
cil. He  is  a member  of  the  Board  of 
Physicians  Division  of  the  American 
Friends  of  Hebrew  University  and  has 
long  been  a staunch  friend  of  Israel 
and  a consistent  supporter  of  its 
economic  development. 

Laurence  E.  Lundy,  M.D.,  Temple 
University  School  of  Medicine,  has 
been  awarded  a fellowship  at  the  Wor- 
cester Foundation  for  Biological  Re- 
search for  one  year  of  advanced  study 
in  the  problems  of  reproductive  physi- 
ology. 

A paper  on  the  “Relationship  of  the 
Medical  School  to  Group  Practice”  by 
George  T.  Harrell,  M.D.,  dean  of  the 
College  of  Medicine  and  director  of 
the  Milton  S.  Hershey  Medical  Cen- 
ter has  been  published  in  the  Sep- 
tember 1967  edition  of  Group  Prac- 
tice magazine.  Dr.  Harrell  is  one  of 
a group  of  distinguished  educators 
and  leaders  in  public  affairs  which 
recently  issued  its  fourth  in  a series  of 
five  reports  on  “the  professional  school 
and  world  affairs.” 


Dieter  Groschel,  M.D.,  Temple  Uni-  I 
versity  School  of  Medicine,  recently 
attended  the  First  International  Con- 
gress of  the  Transplantation  Society  in 
Paris,  then  gave  seminars  in  Freiburg 
and  Wurzburg,  Germany  and  worked  , 
in  the  Staphylococcus  Research  Lab- 
oratory of  the  Institute  of  Hygiene 
in  Cologne. 

William  A.  Steiger,  M.D.,  of  Tem- 
ple University  Health  Sciences  Cen- 
ter, has  been  appointed  advisory  editor 
to  Psychosomatics,  a journal  published 
by  the  American  Academy  of  Psycho- 
somatics. Dr.  Steiger,  who  is  the  John 
A.  Kolmer  professor  in  community 
medicine  and  chairman  of  the  depart- 
ment of  community  medicine  at  Tem- 
ple, will  recommend,  report  and  write 
editorials  for  the  publication. 

Eugene  N.  Myers,  M.D.,  son  of 
David  Myers,  M.D.,  Philadelphia,  re- 
cently returned  from  Germany  follow- 
ing his  tour  of  military  duty  in  the 
97th  General  Hospital.  At  the  pres-  j 
ent  time,  Dr.  Myers  has  a fellowship  | 
for  the  coming  year  in  tumor  surgery  I 
of  the  head  and  neck  and  plastic  sur- 
gery with  John  J.  Conley,  M.D.,  of  I 
New  York  City. 

George  A.  Hahn,  M.D.,  Philadel-  I 
phia,  recently  spent  two  weeks  in  I 
Ceylon  as  a member  of  an  advance  j 
survey  team  of  Project  HOPE.  The  { 
S.  S.  Hope  will  sail  to  Ceylon  next  I 
March. 

Leonard  D.  Policoff,  M.D.,  profes-  I 
sor  and  chairman  of  the  department  of  [ 
physical  medi-  Jl 
cine  and  rehabil-  1 
itation  at  the  Al- 
bany Medical  I 
Center  of  Union 
University,  has  V 
been  named  pro- 
fessor and  chair- 
man of  the  de- 
partment of  phy- 
sical medicine  and  ( , 
rehabilitation  at 
the  Temple  University  Health  Sciences 
Center.  He  also  will  serve  as  medical 
director  of  the  Moss  Rehabilitation 
Hospital  and  as  director  of  the  physi- 
cal medicine  and  rehabilitation  de- 
partment at  the  Albert  Einstein  Medi- 
cal Center.  Both  institutions  are  affil- 
iated with  Temple.  Dr.  Policoff  suc- 
ceeds Bernard  J.  Sandler,  M.D.,  who 
will  remain  at  Temple  as  professor  of 
physical  medicine  and  rehabilitation 
and  director  of  the  department’s  re- 
search and  training  activities. 
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H.  S.  Van  Ordstrand,  M.D.,  chair- 
man, department  of  medicine  and 
head,  pulmonary  disease  section, 
Cleveland  Clinic,  was  visiting  pro- 
fessor at  the  combined  meeting  of  the 
Montour  County  Medical  Society  and 
the  Geisinger  Medical  Center  Staff  at 
the  Medical  Center.  His  topic  was 
Management  of  Acute  and  Chronic 
Pulmonary  Insufficiency . A grant  from 
the  Merck,  Sharp  and  Dohme  Post- 
graduate Program  helps  to  support  the 
Visiting  Professors  Program  at  Gei- 
singer. 

Otto  C.  Phillips,  M.D.,  Pittsburgh, 
has  been  appointed  director  of  the 
division  of  anesthesia  at  the  Western 
Pennsylvania  Hospital,  Pittsburgh. 
Joining  the  department  in  addition  to 
Dr.  Phillips  will  be  Thomas  M.  Glu- 
shien,  M.D.,  Leroy  C.  Harris,  M.D., 
and  Nancy  M.  Swensen,  M.D. 

Joseph  S,  Gonnella,  M.D.,  is  a new 

assistant  dean  at  the  Jefferson  Medical 
College  and  is  also  serving  as  an  as- 
sistant professor  of  medicine. 

John  W.  Laehman,  M.D.,  associated 
with  Temple  University  Heatlh 
Sciences  Center  since  1948,  has  been 
named  chairman  of  Temple’s  depart- 
ment of  orthopedics.  Dr.  Laehman 
also  is  assistant  chief  surgeon  at  Shrin- 
ers  Hospital  for  Crippled  Children. 
He  is  a member  of  the  American 
Academy  of  Orthopedic  Surgeons, 
Philadelphia  College  of  Physicians  and 
a fellow  of  the  American  College  of 
Surgeons. 

A.  Edward  O’Hara,  M.D.  now  holds 
dual  appointments  in  the  departments 
of  radiology  and  pediatrics  at  the  Jef- 
ferson Medical  College  of  Philadelphia 
and  serves  on  the  hospital  staffs  of 
those  departments  in  the  Jefferson 
Medical  Center. 

James  C.  Erickson,  III,  M.D.,  has 

been  appointed  professor  of  anesthesi- 
ology and  chief  of  that  department 
at  The  Woman’s  Medical  College,  Phil- 
adelphia. Before  joining  Woman's 
staff,  he  was  assistant  professor  of 
anesthesiology  at  Temple  University 
Health  Sciences  Center  where  he 
earlier  did  his  internship  and  residency 
and  held  other  teaching  posts.  He  also 
served  as  an  associate  in  anesthesia 
at  Guthrie  Clinic  and  Robert  Packer 
Hospital  in  Sayre. 

Herbert  P.  Harkins,  M.D.,  Phila- 
delphia, received  the  American  Acade- 
my of  Ophthalmology  and  Otolaryng- 
ology Award  of  Merit  at  the  Acade- 
my’s meeting  in  Chicago  last  month. 


Capt.  Frank  Stadler,  III,  M.D., 

who  is  currently  serving  an  Air  Force- 
sponsored  four-year  surgical  residency 
at  Harrisburg  Hospital,  has  been 
awarded  the  Air  Force  Commendation 
Medal.  Capt.  Stadler  distinguished 
himself  as  chief  of  Flight  Medicine 
Branch,  Aeromedical  Services,  at  the 
United  States  Air  Force  Academy.  He 
was  cited  for  “outstanding  professional 
skill  and  knowledge”  which  aided  im- 
measurably in  the  superior  degree  of 
care  rendered  to  the  expanding  cadet 
wing,  and  as  assistant  team  physician 
enhanced  the  Sports  Medicine  Pro- 
gram. He  was  directly  responsible  for 
the  support  given  the  victims  of  a 
flood  experienced  by  Palmer  Lake, 
Colorado. 

Charles  N.  Chasler,  M.D.,  radiology 
chief  at  Magee-Womens  Hospital, 
Pittsburgh,  has  just  returned  from  a 
ten-week  visit  to  Vietnam  and  is  learn- 
ing the  Vietnamese  language  so  that 
he  will  be  able  to  communicate  more 
satisfactorily  with  the  Vietnamese 
people  when  he  returns  to  Vietnam 
for  a longer  stay. 

Ross  V.  Speck,  M.D.,  Lansdowne, 
was  the  speaker  at  the  seventh  Annual 
Contributing  Membership  meeting  of 
Tricounty  Foundation  Center  last 
month.  Dr.  Speck  is  the  originator 
of  a new  therapy  called  Network, 
involving  relatives,  friends,  and  neigh- 
bors of  patients. 

Lawrence  A.  Loeb,  M.D.,  has  been 
named  assistant  member  of  the  In- 
stitute for  Cancer 
Research,  Phila- 
delphia. In  his 
laboratory  Dr. 
Loeb  plans  to 
initiate  a program 
directed  at  inves- 
tigating the  mech- 
anism for  the  con- 
trol of  DNA  syn- 
thesis in  syncro- 
nized  and  malig- 
nant cells.  Dr.  Loeb  comes  to  the 
Institute  from  the  University  of  Cali- 
fornia where  he  was  a research  as- 
sociate in  the  department  of  zoology 
at  Berkeley  under  a Special  Research 
Fellowship  from  the  National  Cancer 
Institute.  He  successfully  completed 
research  on  purifying  the  enzyme, 
DNA  polymerase,  which  is  responsi- 
ble for  DNA  synthesis  in  sea  urchin 
embryos. 

Henry  K.  Heller,  M.D.,  Bethlehem, 
is  serving  a two  year  tour  of  duty  in 
Vietnam  under  the  auspices  of  the 
AMA  “Volunteer  Physicians  to  Viet- 
nam” program. 


David  B.  Coursin,  M.D.,  director 
of  research  at  the  Research  Institute, 
St.  Joseph  Hospi- 
tal, Lancaster,  has 
been  appointed 
adjunct  professor 
of  pediatrics  and 
nutrition  in  the 
College  of  Hu- 
man Development 
at  The  Pennsyl- 
vania State  Uni- 
versity. Dr. 
Coursin  also  is 
presently  serving  as  consultant  for 

several  international  studies  in  this 

area.  His  current  research  concerns 

vitamin  B(J  metabolism;  disorders  of 
the  central  nervous  system  and  com- 
munication, and  congenital  anomalies. 
He  also  is  director  of  research  for  the 
Lancaster  Cleft  Palate  Clinic,  a pio- 
neering interdisciplinary  venture  in 
treating  the  speech  defects  and  ad- 
justment problems  as  well  as  the  phy- 
sical disability  of  children  with  this 
handicap. 

John  F.  Rose,  Jr.,  M.D.,  associate 
in  urology  at  the  Geisinger  Medical 
Center,  Danville,  has  been  elected 
to  active  membership  in  the  North- 
eastern Section,  American  Urological 
Association,  at  its  annual  meeting  held 
recently  at  Lake  George,  N.Y.  The 
association,  with  a membership  of  250 
physicians,  heard  an  address  by  Dr. 
Rose  entitled  A Review  of  Renal  Cell 
Carcinoma. 

Clayton  T.  Beecham,  M.D.,  Dan- 
ville, has  been  installed  as  president 
of  the  American  Association  of  Ob- 
stetricians and  Gynecologists.  Dr. 
Beecham,  director  of  the  department 
of  gynecology  and  obstetrics  at  Gei- 
singer Medical  Center,  is  the  fourth 
Geisinger  physician  to  assume  the  top 
leadership  position  of  a national  medi- 
cal or  surgical  society. 

Don  A.  Westover,  Jr.,  M.D.,  State 
College,  a staff  surgeon  at  the  Centre 
County  Hospital,  has  been  elected  to 
fellowship  in  the  American  College  of 
Surgeons.  He  was  inducted  into  the 
College  at  the  annual  national  meet- 
ing of  the  College  in  Chicago  last 
month. 

Francis  D.  Beyer,  Jr.,  M.D.,  Scott- 
dale,  has  been  appointed  to  the  staff 
of  the  Henry  Clay  Frick  Community 
Hospital  as  associate  pathologist  in  the 
laboratory  department.  Dr.  Beyer  is 
certified  by  the  American  Board  of 
Pathology  and  is  a fellow  of  the 
American  College  of  Pathologists. 
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when  he  just  can’t  sleep 

Tuinal 


One-Half  Sodium  Amobarbital  anc 
One-Half  Sodium  Secobarbita 
supplied  in  %,  I’/j,  and  3-grain  Pulvules 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
isleep  all  night. 

ndications:  Tuinal  is  indicated  for  prompt  and  moder- 
itely  long-acting  hypnosis.  It  is  not  suitable  for  con- 
inuous  daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
ered  to  anyone  with  a history  of  porphyria,  nor  should 
bey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
ause  excitement  may  result. 

Earning:  May  be  habit-forming. 

recautions:  Tuinal  should  be  used  cautiously  in  pa- 
ents  with  decreased  liver  function,  since  prolongation 
f effect  may  occur. 

dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
angover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

HH  ^ Dosage:  50-200  mg.  (V4-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Deaths 

0 Indicate  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O William  H.  Phillips,  Greenville; 
Western  Reserve  University  School  of 
Medicine,  1900;  age  92;  died  August 
28.  1967.  Dr.  Phillips  was  the  local 
surgeon  for  Bessemer  and  Lake  Erie 
Railroad  and  the  last  survivor  of  the 
original  Greenville  Hospital  Medical 
Staff.  We  have  received  no  informa- 
tion regarding  survivors. 

O Frank  E.  McGahey,  Jr.,  Pitts- 
burgh; University  of  Pittsburgh  School 
of  Medicine,  1943;  age  44;  died  Sep- 
tember 6,  1967.  Dr.  McGahey  was  on 
the  staff  of  South  Side  Hospital,  Pitts- 
burgh and  a member  of  the  American 
Academy  of  General  Practice.  He  is 
survived  by  his  wife  and  two  sons. 

William  W.  Hai  nes,  Donora; 
Hahnemann  Medical  College,  1928; 
age  61;  died  August  12,  1967.  Dr. 
Haines  was  the  medical  examiner  for 
the  Lehigh  County  Schools  and  also 
served  as  a member  of  the  Slatington 
Board  of  Health.  He  is  survived  by 
his  wife,  a son,  a sister  and  a brother. 


O John  S.  Fetter,  Huntingdon  Val- 
ley; Jefferson  Medical  College,  1936; 
age  56;  died  August  26,  1967.  Dr. 
Fetter  was  chief  of  radiology  at  Naza- 
reth Hospital  and  a member  of  the 
staff  for  twenty-five  years.  He  is  sur- 
vived by  his  wife,  three  daughters,  two 
sisters  and  a brother. 

O John  M.  Higgins,  Sayre;  George- 
town University  School  of  Medicine, 
1913;  age  77;  died  August  26,  1967. 
Dr.  H iggins  was  a past  president  of 
the  Bradford  County  Medical  Society, 
a fellow  of  the  American  College  of 
Physicians,  a member  of  both  the 
American  Academy  of  Pediatrics  and 
the  Philadelphia  Pediatrics  Society. 
Survivors  include  his  wife,  two  daugh- 
ters, nine  grandchildren,  nieces  and 
nephews. 

O William  R.  Crawford,  Philadel- 
phia; Jefferson  Medical  College,  1952; 
age  42;  died  August  23,  1967.  Dr. 
Crawford  was  an  instructor  and  asso- 
ciate in  psychology  at  the  University 
of  Pennsylvania  School  of  Medicine. 
He  was  a member  of  the  Philadelphia 
Psychoanalytic  .Society  and  the  Amer- 
ican Psychoanalytic  Association.  Sur- 
vivors include  his  wife,  four  daughters, 
two  brothers  and  five  sisters. 


James  F.  Carrell,  St.  Petersburg, 
Fla.;  Jefferson  Medical  College,  1917; 
age  77;  died  August  30,  1967.  Dr. 
Carrell  was  formerly  an  assistant  pro- 
fessor of  obstetrics  and  gynecology  at 
Jefferson  Medical  College  and  also 
served  as  president  of  the  medical 
staff  at  St.  Joseph’s  Hospital  and  chief 
of  the  obstetrics  and  gynecology  de- 
partment at  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill.  Surviving 
are  his  wife,  a daughter,  two  grand- 
children and  a sister. 

Oliver  F.  Andrew,  Hollidays- 
burg;  McGill  University  School  of 
Medicine,  Montreal;  age  70;  died  June 
13,  1967.  We  have  received  no  in- 
formation regarding  survivors. 

O J.  Gilbert  Lloyd,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1919;  age  73;  died  September  5, 
1967.  Dr.  Lloyd  was  the  chief  psy- 
chiatrist for  Falk  Clinic  from  1925  to 
1965  and  a member  of  the  staff  of  St. 
Francis  General  Hospital  from  1920 
until  1967.  He  was  the  past  president 
of  the  Neuropsychiatric  Society  of 
Pittsburgh,  a fellow  of  the  American 
Psychiatric  Society  and  a charter  mem- 
ber of  the  Pennsylvania  Psychiatric 
Society.  He  is  survived  by  his  wife 
and  two  sons. 
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B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bt  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


628-6  — 3614 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Five  New  Medical  Schools  Opened 
This  Fall 

Five  new  medical  schools  have  opened  this  fall,  and 
others  are  increasing  their  enrollments  of  beginning  med- 
ical students. 

The  result  is  an  increase  of  first-year  medical  students 
to  an  estimated  9,280,  compared  with  8,964  last  year,  says 
The  AM  A News. 

There  now  are  ninety-four  United  States  medical  schools 
in  operation.  Eleven  other  new  medical  schools  are  con- 
tinuing development  programs.  These  developing  schools, 
plus  the  five  just  put  into  operation,  are  expected  to  be 
graduating  an  additional  1,062  medical  students  annually 
by  the  mid-1970s.  Medical  schools  will  then  be  graduat- 
ing about  10,000  students  annually. 

Total  medical  school  enrollment  was  82,835  last  year, 
and  is  expected  to  increase  substantially  this  year. 

The  new  schools  are  the  University  of  Arizona  College 
of  Medicine,  at  Tucson;  Brown  University’s  Program  in 
Medical  Science,  at  Providence,  Rhode  Island;  the  Uni- 
versity of  Hawaii  School  of  Medicine,  at  Honolulu;  Michi- 
gan State  University’s  College  of  Human  Medicine,  at 
East  Lansing,  and  Pennsylvania  State  University’s  Milton 
S.  Hershey  Medical  Center,  Hershey. 

In  addition,  freshman  enrollment  has  been  increased 
five  each  in  the  schools  of  medicine  and  dentistry  at 
Creighton  University,  Omaha,  Neb.  The  increases  will 
boost  medical  school  enrollment  to  eighty-two  freshmen 
and  the  dentistry  division  enrollment  to  fifty-one  fresh- 
men. 

Students  are  expected  to  be  admitted  in  September, 
1968 — two  years  ahead  of  schedule — to  the  new  campus 
of  the  New  Jersey  College  of  Medicine  and  Dentistry  in 
Newark.  (This  is  a new  campus  for  an  existing  medical 
school.) 

The  University  of  Arizona  welcomed  a class  of  thirty- 
two  when  it  opened  its  $7.3  million  medical  school  com- 
plex in  September.  A full  enrollment  of  sixty-four  stu- 
dents is  expected  about  1969,  according  to  Merlin  K. 
DuVal,  Jr.,  M.D.,  dean  of  the  school. 

While  Brown  University  admitted  its  first  medical 
school  students  in  1963,  that  class  this  fall  reached  the 
equivalent  of  its  first  medical  year.  Under  the  direction 
of  Mac  V.  Edds,  Jr.,  M.D.,  this  privately  owned  and  sup- 
ported university  has  earmarked  a $17.1  million  medical 
school  expansion  program.  The  medical  school  offers 
a six-year  program,  with  the  final  three  years  emphasizing 
independent  study  and  research.  The  school  envisions  a 
maximum  enrollment  to  fifty  students  per  class. 

Twenty-seven  students  are  enrolled  in  the  University 
of  Hawaii’s  School  of  Medicine.  Windsor  C.  Cutting,  M.D.. 
dean,  says  construction  is  expected  to  start  within  the 
next  six  months  on  a $7  million  medical  school  building, 
but  meanwhile,  classes  are  being  conducted  in  other  cam- 
pus buildings,  as  well  as  in  Leahi  Hospital. 

Michigan  State  University's  College  of  Human  Medi- 
cine is  directed  by  Andrew  D.  Hunt,  Jr.,  M.D.,  dean. 
Categorized  as  a “two-year"  school,  its  program  is  con- 
sidered as  a “continuous  six-year  experience,”  with  “medi- 
cal school"  training  starting  in  the  fourth  year  after  three 
years  of  undergraduate  work.  The  school  is  aiming  for 
an  enrollment  of  64  students  per  class  and  is  completing 
plans  for  an  $11.8  million  Life  Sciences  Building. 

A class  of  forty  is  enrolled  in  the  new  College  of  Medi- 
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cine  of  the  Milton  S.  Hershey  Center  of  Pennsylvania  State 
University.  The  $50  million  complex,  under  Dean  George 
T.  Harrell,  Jr.,  M.D.,  has  devised  an  education  program 
which  will  “emphasize  problem  solving  through  the  scien- 
tific method.” 

While  reporting  the  good  news  of  school  openings.  The 
AM  A News  also  gave  an  editorial  warning. 

“The  American  Medical  Association’s  Board  of  Trus- 
tees has  stated  that  while  medical  school  output  will  con- 
tinue to  increase  steadily,  the  increase  will  probably  not 
be  sufficient  to  resolve  the  medical  manpower  problem,” 
the  editorial  said. 

“Medical  educators  know  it  takes  from  six  to  ten 
years  from  the  time  it  is  decided  to  build  a new  medical 
school  until  the  graduation  of  the  first  class.  It  requires 
a minimum  of  three  years  after  money  is  available  to 
develop  a medical  school  to  the  point  where  it  will  enroll 
its  first  class. 

“Expansion  of  an  existing  medical  school,  while  the 
most  rapid  way  to  achieve  the  desired  increase  in  physi- 
cians, still  requires  time.  At  least  two  and  one-half  years 
are  required  to  plan  and  build  facilities  which  will  allow 
for  a major  expansion  of  a medical  school's  classes.” 

The  five  new  medical  schools  “can  serve  as  inspirations,” 
the  editorial  said,  but  they  ought  to  serve  as  warnings  that 
“the  time  to  act — the  time  to  begin  planning  and  gain- 
ing the  necessary  support  for  a new  school  or  the  ex- 
pansion of  an  existing  one — is  now.” 

Hershey  s Pioneers  Engrossed  in  Study 

Twenty-one  months  ago  a ceremonial  shovel  cracked 
snow-covered  ground  to  start  transforming  a 216-acre 
cornfield  into  a $50  million  medical  center.  The  target 
date  for  classes  to  begin  at  The  Milton  S.  Hershey  Medical 
Center  was  September  1967. 

The  first  forty  students  arrived  the  4th  weekend  in 
September. 

This  race  against  time,  in  what  is  believed  to  be  the 
fastest  that  a new  medical  school  has  opened  in  modern 
times  in  its  own  facilities,  wasn’t  as  simple  as  it  sounds. 
In  between,  there  has  been  a miracle  of  maneuvering  that 
brought  mind,  muscle,  and  money  together  to  forge  a 
philosophy,  a physical  plant,  a faculty,  and  that  first  class 
of  students. 

This  “pioneer  class,”  so  named  not  only  because  it  is 
the  first,  but  also  because  its  members  share  the  adven- 
turous spirit  that  permeates  every  aspect  of  the  school, 
began  studies  in  the  partially  completed  basic  sciences 
wing  on  Thursday,  September  28,  after  several  days  of 
registration,  orientation,  and  testing. 

Einstein  to  Study  Child  s Ego 

A two-year  study  into  how  a normal  child’s  thinking, 
creativity  and  ego  develop  during  the  years  between  kinder- 
garten and  third  grade  will  be  started  in  Philadelphia  this 
year. 

The  study,  supported  by  a federal  grant  of  $50,000  made 
through  the  National  Institutes  of  Health,  will  be  con- 
ducted by  the  Albert  Einstein  Medical  Center  with  the 
Philadelphia  Board  of  Education  cooperating. 

Emphasis  will  be  placed  on  children’s  ability  to  form 
concepts.  More  than  380  public  school  children  in  kinder- 
garten, first  grade  and  third  grade  will  be  seen  by  the 
Einstein  team. 
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Respiratory  Diseases  Viruses  Grant  Goes  to  U of  P. — 

J.  Woodrow  Savacool,  M.D.  (right),  president  of  the  Penn- 
sylvania Thoracic  Society,  presents  a research  grant  check 
for  $6,728.00  to  Herbert  Blough,  M.D.  (left),  assistant 
professor  of  microbiology  at  the  University  of  Pennsylvania. 
The  grant  was  awarded  by  the  American  Thoracic  Society 
from  funds  contributed  by  the  public  to  the  Christmas 
Seal  Campaign.  Luther  L.  Terry,  M.D.,  vice  president 
for  medical  affairs  at  the  University  of  Pennsylvania,  looks 
on. 


Use  of  Drug  Urged  to  Prevent  TB 

Increased  use  of  an  antituberculosis  drug  to  prevent 
tuberculous  infection  from  developing  into  active  disease 
is  recommended  in  a statement  issued  by  the  National 
Tuberculosis  Association  and  its  medical  section,  the  Amer- 
ican Thoracic  Society. 

The  statement  is  published  in  the  September  issue  of 
the  American  Review  of  Respiratory  Disease,  journal  of 
the  medical  society,  and  will  also  be  published  in  the  NT  A 
Bulletin. 

Prevention  by  drug  treatment,  or  chemoprophylaxis,  may 
be  expected  to  reduce  tuberculosis  morbidity  in  high-risk 
groups  by  from  50  to  75  per  cent,  according  to  the  state- 
ment, which  cites  extensive  trials  by  the  Public  Health 
Service  as  the  basis  for  this  estimate. 

“Chemoprophylaxis  presumably  acts  by  diminishing  the 
bacterial  population  in  ‘healed’  or  invisible  lesions  of  the 
person  taking  the  drug,”  the  statement  points  out.  “It  is 
in  reality  treatment  of  infection  and  prevents  clinical  disease 
from  developing  or  relapsing.” 

The  drug  used  in  chemoprophylaxis  is  isoniazid,  one 
of  the  chemotherapeutic  agents  which  has  revolutionized 
the  treatment  of  tuberculosis.  In  treating  active  tubercu- 
losis, isoniazid  is  commonly  used  with  another  drug, 
usually  streptomycin  or  PAS  (para-aminosalicylic  acid), 
but  when  administered  prophylactically  it  may  be  used 
alone.  It  is  taken  by  mouth,  has  few  side  effects  and  is 
inexpensive. 

• Receipt  of  two  federal  grants  totaling  more  than 
$1,000,000  will  enable  The  Community  Mental  Health 
Center  at  the  Temple  University  Health  Sciences  Center 
to  put  its  complete  program  of  assistance  to  the  North 
Philadelphia  community  into  operation  during  the  coming 
year.  In  addition,  the  Philadelphia  Foundation  has  awarded 
Temple  $10,000  to  provide  psychiatric  diagnosis  and  treat- 
ment services  to  mentally  disturbed  children  in  the  North 
hiladelphia  area.  Three  phases  are  included  in  the  pro- 
gram which  will  be  conducted  during  the  coming  year  in 
conjunction  with  the  Department  of  Public  Welfare. 


Butazolidin®,  phenylbutazone 
In  Acute  Superficial  Thrombophlebitis 

Contraindications:  Edema;  danger  of  car- 
diac decompensation;  history  or  symptoms 
of  peptic  ulcer;  renal,  hepatic  or  cardiac 
damage;  history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  ex- 
cessive increase  in  prothrombin  time. 
Instances  of  severe  bleeding  have  oc- 
curred. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfo- 
nylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  care- 
fully  select  patients,  avoiding  those  re- 
sponsive to  routine  measures  as  well  as 
contraindicated  patients.  Obtain  a de- 
tailed history  and  a complete  physical 
and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  ex- 
ceed recommended  dosage,  should  be 
closely  supervised  and  should  be  warned 
to  discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Dis- 
continue the  drug  immediately  and  insti- 
tute countermeasures  if  the  white  count 
changes  significantly,  granulocytes  de- 
crease, or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hyper- 
tensives. 

Adverse  Reactions:  The  most  common 
are  nausea,  edema  and  drug  rash.  Swell- 
ing of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics. 
In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  instructed 
to  take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  sys- 
temic reactions  usually  requires  with- 
holding medication.  Purpuric  rash  has 
also  been  reported.  Agranulocytosis,  ex- 
foliative dermatitis,  Stevens-Johnson  syn- 
drome, or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  and 
require  permanent  withdrawal  of  medica- 
tion. Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  relation- 
ship cannot  be  excluded.  Thrombocyto- 
penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported, 
as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red 
cell  count  due  to  hemodilution  may  occur. 

Dosage  in  Acute  Superficial  Thrombo- 
phlebitis: Initial:  6 capsules  or  tablets 
daily  in  divided  doses  for  2 or  3 days. 
Maintenance:  3 capsules  or  tablets  daily. 
Usual  duration  of  therapy  is  5 to  7 days 
(rarely  beyond  10  days).  6509-V(B)R2 

‘Stein,  I.D. Presented  at  the  American  Acad- 
emyot  General  Practice,  Dallas,  Sept.  1967. 

For  complete  details,  please  see  full 
prescribing  information. 


Acute  superficial  thrombophlebitis  before  treatment  After  5 days  of  Butazolidin  therapy 


In  acute  superficial  thrombophlebitis,  patients  were  usually  bedfast  for  2 to  4 weeks, 
tying  up  hospital  beds,  requiring  costly  nursing  care  and  time-consuming  procedures 
such  as  warm  soaks  and  packs. 

When  Butazolidin  was  added  to  the  usual  regimen,  960  of  1000  patients  obtained 
complete  resolution;  most  required  only  30  capsules  or  tablets;  relief  of  pain  and 
discomfort  and  regression  of  inflammatory  signs  and  fever  occurred  within  a few  days.* 

Side  effects  occurred  in  6%  of  the  1000  patients.  While  none  were  serious  or  long- 
lasting,  Butazolidin  can  produce  severe  side  effects  in  rare  instances.  Further,  not  every 
patient  can  take  Butazolidin.  Therefore,  select  patients  with  care  and  follow  them 
closely.  Contraindications,  Warning,  Precautions  and  Adverse  Reactions  are 
summarized  in  adjacent  column. 

Butazolidin  gets  bedfast  thrombophlebitics  out  of  bed,  fast.  Usual  duration  of  treatment 
is  5 to  7 days,  and  rarely  exceeds  10  days.  Try  it  and  see.  For  full  details,  please  refer 
to  the  complete  prescribing  information. 


o 


Butazolidin®  alka 

Capsules: 

phenylbutazone,  100  mg.;  dried  aluminum  hydroxide 
gel,  100  mg.;  magnesium  trisilicate,  150  mg.;  hom- 
atropine  methylbromide,  1.25  mg. 

Butazolidin® 

phenylbutazone 

Tablets  of  100  mg. 


Geigy 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”3 


IlfTlIld  (!>•" 


^ethocarbam' 

750  mg 


•n  ciK.li  tattle t 


•oo.nyl  i***' 


Board  dU 


Heat  “A  very  valuab: 

method  of  applying 

...  heat  at  home  is  a prolonge 

tp'u  . ; L I,  hot  bath...”5 

a.--.:  •- 

.m.Vkv/  y i\:& 


Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  7 8.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  ef  a/.:  New  York  J.  Med.  62:1 985, 1 962. 


ORobaxin-750 

(methocarbamol,  75 0 mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 


yWROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23Z 


From  a continuing  study  on  nasal  congestion  . . . 


(3&R  JN  u.s.a. 


Before  thiamin i c 


2 HR.  AFTER  TRIAMINIC. 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It's  a comforting  thing  to  know 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier, 
that  Triaminic  really  works. 


Triaminic®, 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  6ssoi 


NOVEMBER,  1967 


47 


v 

> 

V 

o 

V 


V 
> 

V 

CJ 

Csj 

V 


V 


03  O — 


bo 


a 


.SJ  O T3  O 


<L> 


a 

c _ 
u ~ 
2 | 
H -5 


o 

_c 


a c o 

03  W § 

C tn  p 


03 

C 

O 

w 

Sh 

CJ 

Ch 


O CJ 

O _2 

U 

h S3 


>*  2 

a 3 

<U 

03  *5 


to  ^ ^2 

c;  .h  C 

3 ^ 

^ . :s 

u M ? 

i—  > 

C c x 
o _ a 


U 

z 


jo 

rO 

01 


* 


o s -i 

u N -2 

^ z S 
$ O E 

bJ  £ 2 

Pi  > ■§- 

J a S 
H z -S 
>•  0 X 
0 S ^ 

CU  X '-> 

. U 

^ 5 5 

VH 

^ s> 

> s 


o O 


Buy  Bonds 
where  you  work. 

She  does. 


Dorothy  Jungerman  works  in  Long 
Binh,  Republic  of  South  Vietnam.  As 
a nurse  with  the  U.  S.  Army,  she  serves 
her  country's  soldiers  — and  also 
Vietnamese  civilians  like  young 
Ngoc.  Dorothy  invests  regularly  in 
U.  S.  Savings  Bonds,  too  (as  do  more 
than  seven  out  of  ten  of  our  military 
personnel  in  Vietnam) . There’s  a 
good  way  for  you  to  show  brave 
Americans  like  Dorothy  you're  with 
them:  Buy  Savings  Bonds  where  you 
bank  or  join  the  Payroll  Savings  Plan 
where  you  work. 

New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Sav- 
ings Plan  or  the  Bond-a-Month  Plan, 
you  are  eligible  to  purchase  new  U.  S. 
Savings  Notes,  "Freedom  Shares,”  as 
a bonus  opportunity.  Freedom  Shares 
pay  4.74%  when  held  to  maturity  of 
just  four-and-a-half  years  (redeem- 
able after  one  year) , and  are  available 
on  a one-for-one  basis  with  Savings 
Bonds.  Get  the  facts  where  you  work 
or  bank. 

Join  up.  America  needs  your  help. 

U.S.  Savings  Bonds, 
new  Freedom  Shares 
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PENNSYLVANIA  MEDICINE 


Medicare  — Medicaid  and  the 


ALEXANDER  M.  MINNO,  M.D. 
Pittsburgh,  Pennsylvania 

The  impact  of  both  medicare  and 
medicaid  on  physicians,  medical 
schools  and  hospitals  has  prompt- 
ed many  a recent  conference  on  the 
future  role  of  all  of  us.  These  legisla- 
tive acts  are  now  viewed  with  more 
deliberation  and  less  emotion.  In 
short,  there  appears  to  be  a calm  ac- 
ceptance of  the  existence  of  these  laws, 
balanced  with  the  recognition  of  the 
need  for  more  intimate  knowledge  of 
the  regulations,  their  effects,  the  prob- 
lems and  alternative  solutions.  I hope 
to  discuss  the  internist,  and  medicare 
along  with  medicaid  in  Pennsylvania 
as  of  July  1,  1967. 

Determination  of  usual  and  cus- 
tomarij  fees  has  led  to  some  confusion. 
By  law,  the  carrier  is  charged  with 
the  responsibility  for  this  determina- 
tion. These  are  the  criteria  used  by 
the  fiscal  agencies: 

1.  Customary  charges  for  similar  ser- 
vices generally  made  by  the  physi- 
cian. 

2.  Prevailing  charges  in  the  locality 
for  similar  services. 

These  are  essentially  the  same  defini- 
tions used  in  the  Prevailing  Fee  Pro- 
gram in  which  the  term  “prevailing 
fee”  is  defined  by  the  criteria  of  usual, 
customary,  and  reasonable.  Here  the 
carriers  are  determining  the  individ- 
ual Physician  Profile,  so  that  what  we 
are  doing  today  determines  our  fate 
for  the  future.  We  urge  all  internists 
to  use  the  Procedural  Terminology, 
1967  in  completing  any  forms.  To 
date,  carriers  have  processed  without 
difficulty  approximately  90  percent 
of  processed  claims  with  10  percent 
of  claims  needing  more  details,  often 
settled  by  a phone  call  or  letter.  Two 
to  three  percent  are  submitted  to  claim 
review  mechanisms. 

Medicare  has  apparently  made  doc- 
tors more  fee-conscious.  Before  medi- 
care, the  poor  and  aged  were  charged 
a low  fee  or  weren't  charged  at  all 
and  thus  the  total  cost  of  physicians’ 
services  has  risen.  The  carriers  indi- 
cate no  trend  by  physicians  toward 
raising  fees  as  a result  of  medicare. 
The  Department  of  Health,  Education 

■ Dr.  Minno  is  president  of  the  Penn- 
sylvania Society  of  Internal  Medicine. 


and  Welfare  reports  to  the  President 
on  medicare  prices  earlier  this  year, 
concluded  that  “Medicare  has  not  had 
a significant  effect  on  the  recent  ac- 
celeration of  the  rate  of  increase  in 
physician  fees.  There  apparently  is 
no  evidence  of  outright  abuse.” 

Billing  and  Reimbursement  Problems 

The  two  optional  methods  of  billing 
have  led  to  confusion.  The  public 
often  presumes  that  the  reimburse- 
ment sent  to  physicians  constitutes  full 
payment  instead  of  the  80  percent  of 
the  fee. 

The  deductible  feature  of  $50.00 
was  designed  to  reduce  premiums  and 
eliminate  small  claims.  It  is  estimated 
that  elimination  of  the  Part  B $50.00 
deductible  alone  would  be  $3.25  to 
$4.25  per  beneficiary  per  month  or 
$39.00  to  $51.00  per  year.  The  hos- 
pital based  physician  has  problems 
in  the  professional — technical  cost  fee 
split,  and  it  appears  that  legislative  cor- 
rection will  be  the  solution. 

The  internist’s  office  laboratory  fees 
are  covered  by  Part  B because  there 
is  a direct  professional  patient  relation- 
ship. 

A few  important  features  of  Title 
XVIII  as  related  to  the  medical  pro- 
fession are: 

1.  Free  choice  of  physician  and  facil- 
ity is  guaranteed  for  all  who  re- 
ceive benefits. 

2.  Physicians  receive  their  usual,  cus- 
tomary and  reasonable  fees  for 
the  services  rendered  or  may  use 
direct  billing. 

3.  A fiscal  intermediary  is  required. 
That  agent  serves  essentially  as  an 
administrator  for  a major-medical 
type  insurance  program  with  de- 
ductibles, co-insurance  and  exclu- 
sions. 

None  of  these  features  are  required 
by  the  Title  XIX  Legislation,  or  medi- 
caid. In  Pennsylvania  for  1967-68, 
Governor  Shafer  has  recommended  to 
the  General  Assembly  that  $123.4  mil- 
lion ($66.6  million  in  state  funds)  be 
appropriated  for  medical  care  under 
Title  XIX  or  medicaid.  The  eligibil- 
ity for  medical  assistance  is  ( 1 ) medi- 
cally needy  persons,  that  is,  those  with 
sufficient  income  for  basic  needs  but 


Future 


who  cannot  meet  medical  costs;  and 
(2)  fully  needy  persons — those  with 
insufficient  income  for  basic  needs, 
and  who  may  or  may  not  be  receiving 
Public  Assistance  grants. 

Here,  to  be  eligible  for  medical  as- 
sistance, the  gross  income  up  to  $2,000 
for  one  person,  $2,500  for  two  per- 
sons in  a family  and  $750  for  each 
additional  dependent  person  living 
with  you,  along  with  other  property 
up  to  $2,400  for  one  person  and 
$3,840  for  two  persons  or  a larger 
family,  may  not  be  exceeded.  Thus 
a family  with  five  children  with  an 
income  of  $125.00  a week  would  be 
eligible  for  full  medical  assistance 
payments  from  the  State.  In  Penn- 
sylvania, it  is  estimated  that  583,000 
to  1,250,000  or  about  6 to  12  per- 
cent of  the  population  will  be  eligible. 

Payment  for  in-patient  hospital  care 
is  on  the  basis  of  reasonable  costs. 
Physicians’  services  are  not  covered 
as  well,  but  are  on  the  basis  of  Blue 
Shield  Plan  A Fee  Schedule — a “Horse 
and  Buggy  Concept.”  The  rate  of 
payment  is  $4.00  per  office  visit;  X-ray 
and  ECG  in  the  office  are  covered 
but  no  other  office  laboratory  service 
is  covered.  In-hospital  service  is  $10.- 
00  for  the  first  day,  $5.00,  second 
day  and  $3.00  for  the  other  days. 
We  hope  that  a medical  consultation 
office  fee  will  be  soon  authorized,  as 
does  the  Bureau  of  Rehabilitation.  It 
is  my  understanding  that  the  state 
should  not  have  a double  fee  sched- 
ule and  should  have  an  identical  fee 
for  an  identical  service.  PA  259 — 
Standard  Medical  Invoice  for  all  bill- 
ing can  be  obtained  from  the  county 
board  of  assistance  and  is  the  basis 
for  payment. 

Medical  Assistance  Programs  (Title 
XIX — medicaid)  is  moving  forward 
to  make  available  the  broadest  range 
of  medical  care  and  hopes  to  achieve 
within  the  foreseeable  future  “complete 
physical,  mental  and  social  well  being 
for  everyone  in  the  Commonwealth 
of  Pennsylvania.” 

To  cope  with  problems  of  tomor- 
row, the  internist  must  be  not  only 
a wise,  competent  physician,  but  an 
office  manager,  accountant,  insurance 
agent,  and  politician.  Further  and 
above  all,  he  must  be  informed — 
about  medicine  and  about  the  ex- 


NOVEMBER,  1967 


49 


ternal  forces  which  are  shaping  the 
future  of  health  care.  Certain  areas 
deserve  special  emphasis: 

1.  Knowledge  regarding  legislation. 

a.  Keep  informed 

b.  Let  your  opinions  be  known — 
to  your  colleagues,  your  soci- 
ety, your  legislators. 

2.  Information  about  changing  pat- 
terns of  medicine. 

a.  Training  and  educational 
changes — Millis  Report;  “The 
Graduate  Educations  of  Physi- 
cians,” et  al. 

b.  Community  health  programs — 

Folsom  Report:  “Health  Is  a 

Community  Affair.” 

3.  Understanding  words,  concepts, 

cliches.  Currently  such  terms  in- 
clude : 

a.  Usual  and  customary  charges. 

b.  Quality  control. 

c.  Utilization. 


d.  Primary  physician. 

e.  Comprehensive  care. 

f.  Area-wide  planning. 

4.  Knowledge  about  the  predicted  so- 
cial changes  of  the  future.  Study 
the  blue  prints  of  programs  being 
developed  by  the  social  planners. 
Only  then  can  a glimpse  of  the  di- 
rection of  tomorrow’s  structure 
and  ideas  be  obtained  and  plans 
made  to  meet  the  challenge. 

5.  Individual  participation  by  all  phy- 
sicians is  the  key  to  the  future 
of  medicine. 

Remember  Pennsylvania  Blue  Shield 
was  conceived  during  the  depression 
era  and  worked  because  the  doctors 
subsidized  it  by  accepting  very  low 
fees.  Never  forget  that  the  “Good 
Old  Days”  are  about  over  for  the 
Blue  Plans.  Inadequate  fees  and  in- 
complete health  insurance  coverage 
were  doomed  by  the  advent  of  the 


Medicare  Revolution — and  many 
other  laws  not  yet  passed  may  well 
speed  up  the  elimination  of  their  still 
current  discount  payments  to  physi- 
cians and  hospitals  for  service  ren- 
dered. In  my  opinion  such  a change 
will  end  a large  part  of  their  advan- 
tage over  commercial  insurance  com- 
panies. However,  if  the  fee  proposals 
contemplated  by  Blue  Shield  become 
effective,  perhaps  the  commercial  in- 
surance companies  will  have  to  update 
their  fee  schedules. 

To  conclude,  increased  governmen- 
tal involvement  in  the  funding  of  I 
medical  care  is  to  be  expected.  We  I 
can  and  have  demonstrated  that  gov-  I 
ernment  and  medicine  can  work  to-  I 
gether.  This  is  an  added  burden  to  I 
busy  doctors  who  want  only  to  be  let  I 
alone  so  they  can  take  care  of  patients,  I 
but  the  penalty  of  apathy  is  to  have  | 
things  happen  to  us  which  we  do  not  • 
like. 


Plan  to  Attend 
This  Year  s 
AMA  Clinical 
Convention 

IN  HOUSTON 
TEXAS 

November  26-29,  1967 

see 

JAMA 

October  23  Issue 
and  pages  94,  120,  121 
this  Issue  for  full  details 


A LIBRARY  right  in  your  own  office! 

The  State  Society  maintains  a library  service  for  its  member  physicians  . . . 

The  search  of  specific  articles  or  factual  data  relating  to  recent  developments  in 
the  field  of  medicine  is  done  by  the  Hershey  Medical  Center  Library  and 
by  the  Pennsylvania  Medical  Society  as  a membership  service. 

YOU  HAVE  THE  OPPORTUNITY  TO  USE  THIS  SERVICE 
AS  AN  EXTENSION  OF  YOUR  OFFICE. 


TO  SPEED  YOUR  SERVICE  . . . 

• Write  direct  to  the  Hershey  Medi- 
cal Center  Library  about  your  re- 
quest. Indicate  that  you  are  a PMS 
member. 

• Indicate  if  you  want  a specific  arti- 
cle, general  information,  diagnostic 
or  therapy  of  a specific  disease. 


The  various  sources  available  to  the 
library  will  be  searched  and  you  will 
be  provided  with  photocopies  which 
you  may  keep  for  your  own  scientific 
file. 

The  next  time  . . . 

You  have  a medical  question,  try  your 
PMS  library  service  for  a quick,  free, 
quality  answer. 


FjU 

FAST 

co/0L£, 


Address  requests  to: 
PENNSYLVANIA  MEDICAL  SOCIETY 
Service 

Hershey  Medical  Center  Library 
Hershey,  Pa.  17033 


Cardiovascular  Briefs 


Radiation  and  Heart  Disease 


Is  radiation  induced  heart  disease  a 
frequent  complication  of  radiation 
therapy? 

No.  Although  high  doses  of  radia- 
tion may  cause  damage  to  the  heart 
and  pericardium,  clinically  it  is  seen 
rarely. 

In  what  form  may  it  occur? 

A small  number  of  cases  of  acute 
pericarditis,  chronic  pericardial  effu- 
sion and  pericardial  and  myocardial 
fibrosis  following  radiation  therapy 
have  been  reported. 

Have  any  electrocardiographic  abnor- 
malities been  observed? 

Yes.  Most  commonly,  T-Wave 
changes  and  atrial  arrhythmias  have 
been  observed  to  follow  radiation  ther- 
apy and  have  been  assumed  by  some 
workers  to  indicate  transient  cardiac 
damage. 

What  are  the  other  clinical  manifesta- 
tions? 

Patients  with  acute  pericarditis  pre- 
sent fever,  pleuritic  chest  pain,  peri- 
cardial friction  rub,  electrocardiogra- 
phic changes  and  often  pericardial 
effusion  and  tamponade.  In  chronic 
pericarditis  an  enlarging  cardiac  sil- 
houette is  noticed.  Myocardial  and 
endocardial  fibrosis  may  cause  coro- 
nary artery  disease,  infarction  and 
arrhythmias. 

How  is  the  diagnosis  established? 

The  well-known  signs  of  pericardial 
disease  are  observed,  but  may  vary 
from  case  to  case,  depending  on  the 
degree  of  acute  inflammation,  tampon- 
ade and  constriction  present.  Serial 
chest  radiographs,  electrocardiograms, 
echocardiograms,  COo  angiography, 
positive  contrast  angiography,  and 


cardiac  catheterization  are  useful  in 
evaluating  the  patient. 

How  is  radiation  damage  distinguished 
from  extension  of  the  initial  malig- 
nancy? 

The  differential  diagnosis  between 
radiation-induced  heart  disease  and 
manifestations  of  a progressive  malig- 
nant process  is  often  very  difficult. 
On  these  occasions  examination  of  the 
pericardial  fluid  is  particularly  help- 
ful. In  malignancy  the  protein  con- 
tent is  generally  high  and  often 
bloody. 

Is  there  any  relationship  between  the 
type  of  radiation  used  and  cardiac 
damage? 

No.  Radiation-induced  heart  dam- 
age has  been  observed  in  patients 
treated  with  orthovoltage  as  well  as 
with  supervoltage  therapy. 

Is  there  any  correlation  between  the 
dose  administered  and  the  occurrence 
of  heart  damage? 

Yes.  The  most  severe  cases  of  heart 
sequelae  occur  in  patients  who,  for 
various  reasons,  have  received  excep- 
tionally high  doses,  in  the  range  of 
8000  rads  to  the  myocardium.  How- 
ever, this  is  not  an  all  or  nothing 
phenomenon.  Some  of  the  most 
severe  cases  have  received  only  4000 
rads  to  a large  portion  of  the  heart. 

How  are  these  patients  treated? 

Various  therapeutic  measures  are 
helpful.  The  pain  and  fever  of  acute 
pericarditis  are  relieved  by  salicylates. 
However,  cardiac  tamponade  often 
requires  pericardiocentesis  and  peri- 
cardiectomy. 

What  is  the  time  interval  between  the 
radiation  therapy  and  the  signs  of  the 


development  of  radiation  heart  dam- 
age? 

Radiation  heart  damage  may  de- 
velop during  the  initial  course  of  radi- 
ation therapy  or  after  the  completion 
of  the  schedule  of  radiation — even 
four  years  later. 

What  is  the  course  of  the  damage? 

The  majority  of  patients  with  acute 
pericarditis  and  uncomplicated 
chronic  pericardial  effusion  generally 
make  an  uneventful  recovery.  How- 
ever, patients  with  chronic  constric- 
tive pericarditis  and  endocarditis  do 
not  fare  as  well  and  many  require 
more  lengthy  therapy.  About  50  per- 
cent of  this  rare  group  may  succumb. 

What  are  the  significance  and  impor- 
tance of  recognizing  this  cardiac  com- 
plication of  radiation  therapy? 

Radiation-induced  heart  damage 
should  be  considered  a risk  when  high- 
dose  radiation  therapy  is  applied  to 
the  thorax.  Prompt  recognition  and 
management  of  the  various  forms  of 
cardiac  damage  may  improve  the  out- 
look of  this  group  considerably. 

■ William  G.  Leaman,  Jr.,  M.D. 
questions  David  M.  Sklaroff,  M.D., 
Director,  Department  of  Radiation 
and  Nuclear  Medicine,  Albert  Ein- 
stein Medical  Center,  Philadelphia, 
Pennsylvania. 

■ William  G.  Leaman,  Jr.,  M.D.,  Fel- 
low, Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  coopera- 
tion with  the  Pennsylvania  Heart  As- 
sociation. 
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Serous  Otitis  Media 

An  effective,  practical  approach  to  diagnosis  and  therapy  of  this 
most  common  cause  of  conductive  loss  of  hearing  in  children 


HERBERT  J.  DEUTSCH,  M.D. 
Philadelphia,  Pennsylvania 


Serous  otitis  media  is  the  most 
common  cause  of  conductive 
hearing  loss  in  childhood.  Dur- 
ing recent  years  it  apparently  has  be- 
come more  prevalent  but  methods  of 
treatment  evolved  during  the  past  few 
years  are  very  successful.  Improved 
diagnostic  methods  and  a high  index 
of  suspicion  by  physicians  are  reasons 
for  the  increasing  discovery  of  this 
illness.  Also,  the  use  of  antibiotics 
without  adequate  drainage  by  myrin- 
gotomy may  be  responsible  for  many 
cases  of  serous  otitis  media. 


I I Since  the  use  of  drainage  tubes 

through  the  tympanic  membrane  was 
introduced  by  Armstrong  1 in  1954, 
the  treatment  of  recurrent  and  per- 
sistent serous  otitis  media  has  become 
much  more  effective.  During  the  past 
twelve  years,  many  improved  varia- 
tions in  treatment  have  been  presented 
and  the  pathogenesis  and  etiology 
have  been  more  clearly  elucidated. 

This  paper  describes  the  natural  his- 
tory of  serous  otitis  and  a practical 
and  effective  approach  to  diagnosis 

I and  treatment.  Although  most  cases 
respond  to  many  types  of  treatment, 


■ Dr.  Deutsch  is  assistant  otolaryn- 
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a great  number  of  cases  of  serous 
otitis  media  are  refractory  to  therapy. 
The  method  described  has  been 
proven  consistently  effective  in  the 
most  refractory  cases  of  serous  otitis 
media.  The  information  presented 
here  is  based  on  observations  recorded 
from  more  than  two  hundred  success- 
fully treated  patients. 

Historical  Review 

Thirty  years  ago,  hearing  loss  in 
children  often  went  unnoticed.  Few 
physicians  were  trained  in  the  tech- 
niques of  gross  hearing  testing  and 
audiometers  were  not  available  as  they 
are  today.  The  tympanic  membrane 
could  not  be  visualized  under  magni- 
fication in  order  to  detect  occult  serous 
otitis.  Usually,  an  adenotome  or  cu- 
rette was  employed  for  removing  the 
midline  mass  of  adenoids  and  less  at- 
tention was  focused  on  the  adenoid 
tissue  in  the  eustachian  tube  area.  As 
the  treatment  of  this  condition 
evolved,  otolaryngologists  recognized 
the  eustachian  tube  obstruction  as  the 
primary  problem.  The  insertion  of 
radium  needles  was  used  to  shrink  the 
adenoids  in  the  eustachian  tube  area 
and  the  eustachian  tube  itself.2  This 
proved  to  be  effective  in  many  cases, 
but  this  treatment  since  has  fallen  into 
disuse  for  many  reasons,  the  most 
prominent  being  the  association  of 
radiotherapy  of  the  head  and  neck 
with  cancer  of  the  thyroid  gland.3 
Subsequently,  myringotomy  with 
adenoidectomy  proved  to  be  adequate 
treatment  for  many  cases,  but  it  was 
not  until  the  use  of  middle  ear  drain- 
age tubes  that  persistent  effusions 
could  be  treated  effectively. 

Pathogenesis 

Prior  to  the  use  of  antibiotics, 
myringotomy  was  a primary  treatment 
for  otitis  media,  but  since  then  most 


physicians  have  resorted  to  this  form 
of  treatment  less  and  less.  Although 
the  acute  otitis  media  resolves  on  anti- 
biotic treatment,  a serous  effusion  can 
persist  in  the  middle  ear.  If  a myrin- 
gotomy is  not  performed,  the  fluid  can 
persist  for  an  indefinite  period.  The 
eustachian  tube  salpingitis  has  not  re- 
solved and  a low  grade,  chronic  in- 
flammation continues  associated  with 
a middle  ear  effusion.  In  some  pa- 
tients, the  eustachian  tube  may  be 
obstructed  mechanically  by  hyper- 
trophied adenoids.  The  eustachian 
tube  eventually  may  open  and  the 
fluid  drain  spontaneously,  but  too 
often  this  process  does  not  resolve  and 
the  condition  persists  undiagnosed. 

Some  patients  with  acute  otitis 
media  will  have  a pink  or  orange 
colored  tympanic  membrane  after  two 
weeks  of  antibiotic  treatment.  This 
abnormal  appearance  is  usually  secon- 
dary to  a persistent  middle  ear  effu- 
sion. These  patients  will  be  followed 
and,  if  resolution  does  not  occur,  a 
myringotomy,  with  or  without  ade- 
noidectomy, is  performed  and  the 
process  resolves.  If  serous  otitis  does 
not  subside  during  childhood,  it  be- 
comes chronic  and  usually  refractory 
to  treatment  in  adulthood.  Some 
adults  continue  to  have  a serous  or 
glue-like  effusion  for  many  years. 
Others  develop  very  thick  scar  and 
granulation  tissue  in  the  middle  ear 
with  large  pockets  of  mucoid  material, 
and  still  others  develop  a severe  ad- 
hesive otitis  media  in  which  the  middle 
ear  space  is  obliterated  with  dense 
scar  and  granulation  tissue,  or  the 
tympanic  membrane  becomes  adher- 
ent to  the  inner  tympanic  wall. 

Prolonged  middle  ear  drainage  by 
means  of  a drainage  tube  through  the 
myringotomy  opening  apparently  al- 
lows the  inflammation  in  the  middle 
ear  and  eustachian  tube  mucosa  to 
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resolve.  Adenoidectomy  removes  the 
chronic  and  recurrent  source  of  in- 
fection which  causes  eustachian  tube 
salpingitis  and  obstruction.  This  also 
removes  the  mechanical  obstruction 
caused  by  hypertrophied  adenoids. 

Diagnosis 

Most  frequently,  the  patient  pre- 
sents with  a history  of  hearing  loss 
noted  by  parents  or  teachers.  On 
examination,  the  tympanic  membrane 
has  an  orange-yellow  hue  and  there 
is  a history  of  recurrent  ear  infections, 
nasal  obstruction,  and  tonsillitis. 
There  is  secretion  in  the  nose,  ade- 
noids obstruct  the  posterior  choanae, 
and  the  tonsils  appear  diseased.  For- 
tunately, this  is  not  only  the  most 
obvious  type  of  serous  otitis  media 
found,  but  the  most  common. 

Serous  otitis  media  may  present 
with  much  less  obvious  findings. 
There  may  be  no  significant  history 
of  ear  or  tonsil  infections  or  nasal 
obstruction.  The  patient  may  be  too 
young  for  a routine  audiometric  evalu- 
ation. Examination  may  reveal  a dull 
or  opaque  tympanic  membrane  with- 
out definite  evidence  of  fluid.  The 
alert  physician  will  perform  a hearing 
test,  which  may  be  difficult  with  a 
very  young  patient,  or  a diagnostic 
myringotomy.  In  many  cases,  no  defi- 
nite evidence  of  serous  otitis  is  pres- 
ent, and  a high  index  of  suspicion 
is  necessary  if  the  diagnosis  is  to  be 
made. 

Treatment 

Many  times  serous  otitis  is  noted 
following  an  acute  otitis  or  upper 
respiratory  infection.  Most  of  these 
cases  clear  completely  within  four  to 
six  weeks.  Antihistamines  and  nasal 
decongestants  probably  aid  significant- 
ly in  the  resolution  of  the  middle  ear 
effusion.  If  the  fluid  does  not  clear, 
a myringotomy  and  possibly  an  ade- 
noidectomy are  indicated. 

If  the  patient  is  under  two  years  of 
age  and  no  significant  history  of  ear 
or  throat  infection  is  elicited  and  this 
is  the  first  episode  of  serous  otitis,  a 
myringotomy  may  be  all  that  is  indi- 
cated to  treat  a persistent  effusion.  If 
the  child  is  more  than  two  years  old 
and  there  is  a history  of  recurrent  or 
chronic  serous  otitis,  an  adenoidec- 
tomy and  bilateral  myringotomies  are 
indicated. 

Longstanding  effusions,  “glue  ears,” 
and  serous  otitis  recurring  after  treat- 
ment, should  be  treated  by  myringot- 
omy and  insertion  of  a drainage  tube 
into  the  middle  ear  and  adenoidec- 
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tomy.  The  operating  microscope  pro- 
vides excellent  visualization  of  the 
tympanic  membrane  and  the  middle 
ear  space  can  be  safely  aspirated  and 
the  drainage  tube  exactly  placed. 

I prefer  the  split  tube  prosthesis 
described  by  Feuerstein  4 which  usu- 
ally functions  well  for  many  months. 
The  construction  of  the  tube  is  such 
that  it  maintains  its  position,  does  not 
clog  easily,  and  is  removed  easily. 
The  tube  is  easily  made  and  inexpen- 
sive. Commercially  made  tubes  are 
available  and  give  good  results  also. 
Many  types  of  Teflon  and  polyethy- 
lene tubes  can  be  used.  In  refractory 
cases  or  in  adults,  placing  a Teflon 
tube  under  a tympano-meatal  flap  will 
provide  middle  ear  drainage  for  one 
to  two  years  or  more. 

Adenoidectomy  is  performed  under 
direct  vision.  The  adenoids  are  re- 
moved from  the  posterior  and  superior 
nasopharyngeal  walls  with  an  adeno- 
tome  and  curette.  Remaining  adenoid 
tissue  in  the  superior  vault  and  retro- 
pharyngeal sulcus  and  lateral  bands 
are  removed  with  an  oval  punch  under 
direct  vision.  Then  the  eustachian 
tube  area  and  superior  vault  are  in- 
spected with  the  Yankauer  boot  and 
remaining  tissue  is  removed  with  a 
small  triangular  punch  which  passes 
through  the  boot.  Direct  vision  is 
facilitated  by  extension  of  the  head, 
use  of  the  Yankauer  or  similar  palate 
elevators,  and  exact  monocular  illumi- 
nation which  can  be  provided  by  a 
Goode  light. 

Serous  Otitis  Media  in  Adolescents 
and  Adults 

When  serous  otitis  is  found  in 
adolescents  and  adults,  the  process  is 
much  more  difficult  to  treat.  The 
tympanic  membrane  and  middle  ear 
may  be  found  to  exhibit  any  of  the 
disease  changes  previously  described 
and  eustachian  tube  obstruction  al- 
ways is  present.  Adenoid  or  tonsil 
disease  is  noted  only  occasionally. 
Repeat  adenoidectomy  at  this  time 
usually  does  not  affect  the  serous 
otitis. 

Drainage  tubes,  which  are  left  in 
place  for  one  to  two  years,  result  in 
the  return  of  normal  hearing  through- 
out that  time,  but  the  fluid  usually 
reaccumulates  when  the  tube  is  re- 
moved or  is  extruded. 

The  treatment  for  an  adolescent 
should  include  the  placement  of  a 
tube  under  a tympano-meatal  flap  for 
long  term  drainage,  dilatation  of  the 
eustachian  tube,  and  middle  ear  and 
mastoid  exploration,  if  indicated. 


Mastoid  x-rays  usually  reveal  a cloudy 
mastoid,  which  represents  granulation 
tissue  and  thick  mucoid  secretion  fill- 
ing the  air  cells.  A mastoidectomy 
should  not  be  performed  if  the  x-rays 
are  normal. 

If  the  middle  ear  space  is  obliterated 
by  scar  and  granulation  tissue  or  con- 
tains multiple  pockets  of  fluid  with 
extensive  scarring,  little  hope  can  be 
held  for  future  restoration  of  hearing. 

If  the  mastoid  is  found  to  be  filled 
with  granulation  tissue  or  diseased  in 
any  way,  a mastoidectomy  should  be 
performed.  Eustachian  tube  dilata- 
tion is  necessary  to  open  the  tube  and 
break  any  firm  scars  or  dilate  stric- 
tures. An  indwelling  polyethylene  or 
Teflon  tube  may  be  helpful  in  dilat- 
ing the  eustachian  tube. 

In  the  postoperative  period,  air  in- 
sufflation of  the  eustachian  tube  should 
be  performed  at  frequent  intervals. 
This  is  effectively  performed  by  can- 
nulation  of  the  eustachian  tube  orifice 
under  direct  vision.  Although  this 
procedure  is  tedious  and  time  con- 
suming, I believe  it  is  an  important 
part  of  treating  serous  otitis  in  adoles- 
cents and  adults. 

Discussion 

All  patients  who  are  treated  before 
they  reach  puberty  or  adolescence 
have  an  excellent  prognosis.  All  the 
patients  treated  as  I described  have 
been  well  without  recurrence  of  fluid 
while  they  were  under  my  care  or 
observation.  The  drainage  tubes  were 
left  in  place  for  different  periods  of 
time,  depending  on  the  individual 
case.  In  cases  of  recurrent  effusion  in 
“glue  ears,”  the  drainage  tubes  were 
left  in  place  for  six  to  twelve  months. 

I believe  my  results  were  due  to  proper 
use  of  drainage  tubes  and  a careful 
exact  adenoidectomy  performed  in  the 
manner  described. 

More  than  two  hundred  patients 
were  treated  using  the  methods  de- 
scribed in  this  paper.  They  ranged  in 
age  from  two  to  twelve  years.  Over 
half  of  the  patients  were  observed  for 
one  and  a half  to  two  years  and  the  | 
followup  for  all  patients  ranged  from 
one  month  to  three  years. 

Audiograms  were  performed  on  all 
children  before  and  after  surgery,  and 
the  results  were  considered  reliable  in 
70  percent  of  the  patients.  All  pa- 
tients had  a conductive  hearing  loss 
on  audiogram  or  with  tuning  fork  tests 
prior  to  treatment.  Post-treatment 
audiograms  performed  after  the  drain- 
age tubes  were  removed  revealed  the 
restoration  of  normal  hearing  in  every 
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case.  Audiograms  revealed  closure  of 
the  air-bone  gap  in  the  speech  fre- 
quencies (500,  1000,  2000)  to  within 
5 decibels  in  all  cases,  and  when  the 
latter  was  unreliable,  tuning  fork  tests 
proved  the  absence  of  a conductive 
loss. 

Six  patients  were  noted  to  have  a 
sensorineural  hearing  loss  in  associa- 
tion with  serous  otitis  media.  The 
sensorineural  hearing  loss  was  the 
same  after  treatment,  but  the  conduc- 
tive component  resolved  completely  in 
every  case. 

In  the  followup  period  10  percent 
of  patients  had  evidence  of  varying 
degrees  of  adhesive  otitis  media,  such 
as  retraction  of  the  tympanic  mem- 
brane with  the  malleus  lying  on  or 
near  the  promontory,  retraction  of  the 
tympanic  membrane  with  adherence 
to  the  incus  and  stapes,  adherence  of 
the  tympanic  membrane  to  the  inner 
tympanic  wall,  and  atrophic  and  tym- 
panosclerotic  areas  of  the  ear  drum. 
None  of  these  patients  had  a signifi- 
cant conductive  hearing  loss  and  all 
had  closure  of  the  air-bone  gap  to 
within  5 decibels  at  the  speech  fre- 
quencies. 

Throughout  the  followup  period  for 
all  patients,  only  fourteen  were  noted 
to  have  a recurrence  of  serous  otitis 
media.  These  patients  were  treated 
with  oral  antihistamine-decongestant 
medications  and  topical  nasal  decon- 
gestants, and  all  had  a complete  re- 
mission in  one  to  five  weeks  of  ther- 
apy. No  patient  required  further  sur- 
gical treatment. 

The  morbidity  associated  with  this 
method  of  treatment  is  minimal. 
Acute  otitis  media  with  or  without  an 
external  otitis  occurred  in  5 percent 
of  patients  at  some  time  during  the 
period  the  drainage  tubes  were  in 
place.  These  infections  were  usually 
related  to  a bacterial  pharyngitis,  al- 
lowing water  to  enter  the  ear  canal, 
or  an  excess  accumulation  of  cerumen. 
All  infections  responded  to  systemic 
antibiotics,  antibiotic-cortisone  ear 
solutions,  and  local  cleansing. 

No  evidence  of  eustachian  tube  ob- 
struction and  scar  formation  was  ob- 
served in  the  postoperative  period 


and  adenoid  bleeding  was  never  a 
significant  problem.  The  tympanic 
membrane  always  healed  within  four 
weeks  after  the  drainage  tube  was  re- 
moved. Occasionally  tubes  would  be- 
come dislodged  prematurely,  but  these 
patients  never  developed  a persistent 
serous  otitis  media.  Although  some 
had  a recurrence  of  fluid,  this  resolved 
on  medical  therapy  and  did  not  recur. 

Some  physicians  have  stated  that 
serous  otitis  has  a primary  allergic 
basis  5 and  the  patients  are  skin  tested 
and  given  hyposensitization  treatment. 
They  hypothesize  that  the  eustachian 
tube  and  middle  ear  mucosa  may  act 
as  a shock  organ  in  a manner  similar 
to  the  nasal  and  bronchial  tissues. 
Many  of  the  patients  successfully 
treated  by  hyposensitization  were  also 
treated  by  adenoidectomy  or  myrin- 
gotomy, with  or  without  tube  drain- 
age. Serous  otitis  would  have  recurred 
in  my  patients  if  allergy  represented 
the  primary  disease  process.  Since  my 
patients  have  had  no  recurrences,  I 
cannot  believe  that  allergy  plays  a 
significant  role  in  these  cases.  If  I 
encountered  a child  with  recurrent 
disease  and  any  history  or  sign  of 
allergy,  I would  have  a complete  al- 
lergic evaluation  performed. 

I have  examined  many  children  and 
adults  with  severe  allergic  rhinitis  and 
none  of  these  patients  demonstrated 
serous  otitis.  If  the  eustachian  tube 
and  middle  ear  mucosa  reacted  like 
the  nasal  mucosa  in  an  allergic  patient, 
I would  expect  to  find  serous  otitis 
in  some  cases  of  acute  allergic  rhinitis. 

Another  possible  cause  of  recurrent 
fluid  is  the  tonsils  of  Gerlach,  which 
are  small  masses  of  adenoid  tissue 
growing  in  the  wall  and  lumen  of  the 
eustachian  tube.  This  tissue  cannot  be 
removed  by  adenoidectomy  and,  if 
present  in  significant  quantity,  could 
cause  eustachian  tube  obstruction. 
This  diagnosis  is  difficult  to  make 
clinically  and  would  probably  be 
made  after  all  other  diagnoses  are 
ruled  out.  X-rays  utilizing  radio- 
opaque dye  may  help  in  making  the 
diagnosis.  This  diagnosis  was  not 
made  in  the  two  hundred  cases  which 
I observed  and  treated. 


Hypothyroidism  has  been  men- 
tioned as  a cause  of  serous  otitis 6 
and  some  of  these  cases  were  reported 
to  improve  on  thyroid  extract  and 
similar  medication.  The  diagnosis  of 
hypothyroidism  was  not  made  in  the 
patients  which  I observed. 

Regardless  of  the  severity  or  dura- 
tion of  the  disease,  eustachian  tube 
narrowing  does  not  become  perma- 
nent in  childhood.  A permanent  stric- 
ture or  cicatrix  does  not  form  until 
the  patient  reaches  early  adolescence 
or  puberty.  Patients  with  serous  otitis 
who  attain  this  age  apparently  develop 
a more  permanent  and  firm  eustachian 
tube  obstruction.  The  hormonal 
changes  at  puberty  and  the  prolonga- 
tion of  the  disease  into  adolescence 
are  the  most  likely  critical  factors  as- 
sociated with  the  formation  of  a more 
permanent  type  of  eustachian  tube 
obstruction.  This  significant  change  in 
prognosis  makes  it  essential  that 
serous  otitis  be  diagnosed  and  ade- 
quately treated  as  soon  as  possible 
when  it  occurs  in  childhood. 

Summary 

Serous  otitis  media  can  be  effec- 
tively treated  by  a thorough  and  pre- 
cise adenoidectomy  and  myringotomy 
with  insertion  of  a drainage  tube  into 
the  middle  ear.  A high  index  of  sus- 
picion is  needed  to  alert  the  physician 
to  occult  serous  otitis.  Since  serous 
otitis  in  adolescents  and  adults  is  not 
as  responsive  to  treatment,  every  effort 
must  be  made  to  diagnose  and  treat 
the  condition  in  childhood. 
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Eczema  of  many  years. .. 
controlled  in  two  weeks 


Before  treatment 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
OintrPent  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  V2  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%.  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Training  the  Nurse  for  the 
Coronary  Unit 

In  setting  up  the  small  hospital  coronary  care  unit, 
personnel,  not  equipment,  poses  the  principal  problem 


RICHARD  J.  GREENWOOD,  M.D 
West  Chester,  Pennsylvania 

In  setting  up  coronary  care  units, 
the  problem  is  not  with  the  many 
types  of  electronic  equipment  avail- 
able today,  but  with  personnel.  This 
report  documents  an  experience  at  the 
local  level  in  preparing  nurses  for 
work  in  a unit.  It  is  particularly  im- 
portant to  believe  all  personnel  may 
be  readily  trained.  Preconceptions 
about  the  difficulties  in  teaching  par- 
ticular aspects  of  therapy  must  be  ex- 
cluded. In  the  absence  of  an  animal 
laboratory,  adequate  experience  in 
the  administration  of  electrical  ther- 
apy must  be  offered  on  patients  to 
overcome  any  anxiety  or  discomfort 
which  may  be  a part  of  the  initial 
administration  of  such  therapy.  The 
ease  we  had  in  training  personnel  for 
our  coronary  unit  is  further  support 
for  the  desirability  of  such  units  in 
all  local  hospital  facilities. 

Once  a decision  to  establish  a unit 
has  been  made,  certain  policies  which 
will  govern  its  operation  must  be 
determined.  They  include  a definition 
of  admission  criteria,  a definition  of 
physicians  eligible  to  admit  to  the 
unit,  and  some  definition  of  the  dis- 
charge criteria.  The  admission  criteria 
are  simple.  Anyone  suspected  of  hav- 
ing an  acute  myocardial  infarction 
should  be  admitted  as  well  as  anyone 
having  any  type  of  arrhythmia  which 
may  represent  a life-threatening  situa- 
tion. The  potential  of  an  arrhythmia 
as  leading  to  a problem  in  therapy 
depends  upon  the  care  available  on 
routine  wards.  Unfortunately,  with 
the  current  personnel  shortage  in  most 
hospitals,  this  means  that  trained  pro- 
fessional personnel  are  not  involved 
in  the  determination  of  pulse,  respira- 

■ Dr.  Greenwood  is  an  internist  in 
private  practice,  associate  fellow  of 
the  American  College  of  Cardiology, 
and  director  of  the  Coronary  Care 
Unit  at  the  Chester  County  Hospital. 


tion,  or  other  physiologic  rates.  As  a 
result,  the  admission  of  such  patients 
to  units  where  these  values  will  be 
watched  carefully  is  highly  desirable. 
It  was  our  decision  that  any  physician 
admitting  a patient  who  fulfilled  the 
criteria  established  should  provide  pri- 
mary care.  A certain  degree  of  ob- 
servation is  provided  throughout  the 
period  of  stay  in  the  coronary  unit 
with  the  idea  of  maintaining  equal 
standards  that  allow  uninterrupted  on- 
the-job  training  of  nursing  personnel 
associated  with  the  unit.  A multiple 
number  of  regimens,  despite  justifica- 
tion for  each,  is  not  desirable  for  in- 
experienced persons  from  a train- 
ing standpoint.  The  problem  of  dis- 
charge from  the  unit  is  one  which 
remains  a potent  and  unresolved  ques- 
tion. The  basic  criterion  is  discharge 
within  seventy-two  hours  following 
any  type  of  acute  episode.  However, 
we  have  found  that  some  patients  per- 
sist with  rhythm  disturbances  over  a 
longer  period  and  need  more  care. 
For  this  reason,  there  has  been  an 
increasing  proportion  of  longer  stays 
in  the  unit  but  enhanced  patient  care. 

In  training  personnel,  certain  ob- 
vious essentials  are  required.  Among 
these  are  the  necessity  of  reading  the 
monitoring  equipment,  understanding 
the  administration  of  drugs  which  will 
be  given  more  commonly  there  than 
elsewhere  in  the  hospital,  and  an 
understanding  of  other  special  ther- 
apies which  may  be  required.  The 
training  of  personnel  has  involved  a 
period  of  two  weeks  during  which 
they  are  paid  by  the  hospital.  With 
this  period  of  training  it  has  been 
possible  to  introduce  individuals  to 
the  unit  and  to  enable  them  to  pro- 
ceed with  therapy  as  well  as  to  in- 
stitute on-the-job  training  for  other 
persons  in  the  unit.  Senior  student 
nurses  have  been  introduced  to  the 
unit  on  an  experimental  basis  to  assist 


with  the  care  of  patients  and  to  ob- 
serve the  nature  of  the  therapy  offered. 
This  experience  has  proven  extremely 
worthwhile  in  the  aspect  of  recruit- 
ment. The  training  program  is  dis- 
cussed below. 

It  is  our  object  to  keep  the  unit 
quiet  and  calm.  We  have  four  beds 
in  a common  room.  We  have  experi- 
enced no  difficulty  in  mixing  sexes  in 
this  room  and  have  not  raised  the 
question  with  patients  as  to  the  de- 
sirability of  doing  this.  No  objection 
has  been  offered  in  view  of  the  high 
level  of  care  provided  by  the  staff  in 
constant  attendance.  The  unit  is 
equipped  with  monitors  which  pro- 
vide a measurement  of  pulse  rate  at 
the  external  carotid  level  and  display 
the  electrocardiogram.  This  combina- 
tion has  proved  extremely  valuable  in 
watching  for  extrasystoles,  some  of 
which  may  trigger  the  automatic  re- 
cording device  although  they  do  not 
interrupt  the  rate  if  it  is  monitored  by 
electrocardiogram  only.  We  consider 
it  exceptionally  important  to  be  aware 
of  these  mechanically  ineffective  extra- 
systoles, since  they  are  most  likely 
to  occur  early  in  the  cardiac  cycle 
and  to  represent  a situation  presaging 
ventricular  tachycardia  and  other  im- 
portant rhythm  disturbances.  Because 
these  manifestations  have  been 
treated,  it  has  been  extremely  unusual 
for  the  unit  to  observe  any  more 
serious  rhythms  and  the  administra- 
tion of  electrical  therapy  rarely  has 
been  necessary.  Detailed  therapy  is 
given  throughout  the  course  of  the 
patient's  stay  in  an  effort  to  prevent, 
rather  than  treat,  rhythm  disturbances. 

The  initial  training  given  unit  nurses 
consists  of  a two  week  course  discus- 
sing underlying  causes  and  manifesta- 
tions of  myocardial  infarction,  angina 
pectoris,  and  myocardial  insufficiency. 
Additional  detailed  teaching  is  given 
in  the  drug  treatment  of  arrhythmias, 
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the  electrical  therapy  of  arrhythmias, 
the  treatment  of  shock,  the  therapy 
of  respiratory  difficulty,  and  the  gen- 
eral treatment  of  congestive  heart  fail- 
ure. With  this  type  of  background 
our  nurses  have  proved  exceedingly 
able  in  administering  therapy  and  ini- 
tiating treatment  at  an  early  stage 
when  therapy  is  most  successful.  Full 
authority  has  been  given  them  to  be- 
gin treatment  at  the  first  sign  of  de- 
fined difficulty  and  full  support,  with 
countersigning  of  any  orders  as 
needed  by  the  director,  has  encour- 
aged such  immediate  activity  on  their 
part.  In  addition  to  the  didactic 
course  in  the  general  concept  of  heart 
disease,  specific  experience  in  begin- 
ning intravenous  fluids,  vena-puncture, 
the  withdrawal  of  blood  samples,  the 
administration  of  rotating  tourniquets, 
and  intravenous  administration  of 
various  drugs  is  provided.  It  has  been 
extremely  difficult,  lacking  an  animal 
laboratory,  to  provide  training  in 
electrical  therapy.  Performance  of 
electrical  therapy  by  our  nurses  has 
occurred  under  direct  physician  super- 
vision when  electrical  conversion  on 
an  elective  basis  from  atrial  fibrilla- 
tion to  a normal  sinus  rhythm  is  indi- 
cated. The  practical  experience  in  the 
unit,  supplemented  by  daily  discus- 
sions with  the  director  of  the  unit, 
have  produced  an  excellent  continu- 
ing basis  for  training  the  personnel 
in  attendance. 

The  greatest  problem  is  training 
personnel  to  read  electrocardiograms. 
All  personnel  accompany  the  techni- 
cians taking  routine  electrocardio- 
grams and  learn  this  procedure  in  de- 
tail. This  is  evaluated  by  having  them 
take  full  twelve  lead  electrocardio- 
grams under  supervision  in  the  unit. 
They  have  proven  most  proficient  in 
performing  this  task. 

Part  of  the  two  week  course  for 
personnel  of  the  unit  includes  detailed 
training  in  reading  electrocardio- 
grams. A primary  difficulty  has  been 
a lack  of  understanding  that  the  elec- 
trocardiogram may  have  its  primary 
wave  downward  in  some  leads  and 
upward  in  others.  Explanation  re- 
quires basic  teaching  of  electrocardi- 
ographic theory  and  our  nurses  have 
responded  well.  Once  this  conceptual 
difficulty  is  overcome,  it  is  relatively 
easy  to  approach  the  training  from  a 
more  specific  viewpoint. 

Reading  the  monitors  is  dissimilar 
but  has  been  enhanced  greatly  by  the 
availability  of  automatic  recording 
equipment.  It  is  absolutely  essential 
that  an  electrocardiographic  machine 
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be  available  to  the  unit  to  record 
abnormal  findings  when  they  occur. 
This  equipment  furthers  training  goals. 
Daily  discussions  of  abnormal  records 
reinforces  classroom  teaching. 

It  has  been  found  advantageous  to 
define  only  two  separate  electrocardi- 
ographic abnormalities  and  to  con- 
centrate upon  these.  They  are:  tim- 
ing and  contour.  The  timing  repre- 
sents the  relationship  of  the  overall 
complexes  one  to  the  other  as  well  as 
a detailed  interrelationship  of  one  of 
the  wave  forms  making  up  the  com- 
plex to  another.  By  this  means  it  is 
readily  apparent  when  a rapid  or  slow 
heart  rate  occurs,  when  extrasystolic 
beats  occur,  and  when  there  is  heart 
block.  The  determination  of  contour 
allows  ready  recognition  of  gross  ab- 
normalities in  the  electrocardiographic 
complex,  particularly  ventricular 
tachycardias  and  ventricular  flutters. 
There  has  been  much  difficulty  in  dis- 
tinguishing atrial  tachycardia  and 
atrial  flutter,  primarily  from  using 
only  a single  monitor  lead.  This  dis- 
tinction is  also  extremely  difficult  for 
the  physicians  involved  and  it  is  fre- 
quently necessary  to  alter  the  place- 
ment of  the  monitor  leads  to  provide 
more  accurate  diagnosis.  No  attempt 
has  been  made  to  train  personnel  in 
the  unit  to  do  this  but  they  have  been 
trained  to  recognize  that  some  abnor- 
mality has  occurred  and  to  call  a phy- 
sician for  guidance.  It  is  surprising 
how  quickly  the  overall  concept  of 
electrocardiography  may  be  taught  to 
the  personnel  who  will  be  involved  in 
a coronary  care  unit.  Because  of  this, 
it  seems  apparent  that  the  amount 
of  training  required,  and  the  degree 
of  responsibility  which  may  be  al- 
lowed personnel  (both  concepts  hav- 
ing been  the  subject  of  a great  deal 
of  speculation  in  recent  literature)  has 
been  inappropriately  judged  or  under- 
estimated. 

Recognition  of  the  important  extra- 
systoles by  our  nurses  has  been  very 
good  and  they  have  been  quite  able 
to  distinguish  between  extrasystolic 
beats  occurring  following  the  T wave 
and  those  occurring  superimposed 
upon  the  T wave,  consequently  of 
greater  hazard  to  the  patient.  This  is 
the  primary  sign  of  impending  ven- 
tricular tachycardia  and  consequent 
fibrillation,  and  it  has  been  our  prac- 
tice to  initiate  immediate  therapy. 
Both  Xylocaine  ®*  and  Pronestyl  ®** 
have  been  used  with  excellent  results 
depending  upon  the  apparent  urgency 


* Astra  Pharmaceutical  Products,  Inc. 

**  E.  R.  Squibb  and  Sons 


of  the  situation.  We  often  begin 
Xylocaine  as  immediate  intravenous 
therapy,  followed  by  an  intravenous 
solution  whose  rate  of  administration 
is  determined  by  the  nurse’s  observa- 
tion of  extrasystoles  just  as  vasopres- 
sor therapy  may  be  monitored  by 
blood  pressure.  Oral  Pronestyl,  given 
every  six  hours,  provides  subsequent 
control  and,  with  this  schedule,  avoids 
previously  unrecognized  rhythm  dis-  ' 
turbances  in  the  early  morning  hours. 
Other  indicated  drugs  are  ordered  as 
required. 

Digitalis  has  usually  not  been 
needed.  A few  instances  of  extremely 
refractory  tachycardias  have  respond- 
ed well  to  its  use.  The  potential  of 
this  drug  in  any  situation,  but  par- 
ticularly in  extremely  diseased  hearts, 
to  produce  a rhythm  disturbance  has 
been  recognized  fully.  It  is  because  . 
of  this,  rather  than  any  particular  con- 
traindication in  myocardial  infarction,  • 
that  the  drug  has  been  avoided. 
Ethracrynic  acid  has  been  used  with- 
out hesitation  to  produce  a diuretic 
effect  in  patients  manifesting  initial 
signs  of  congestive  heart  failure.  This  '! 
drug  has  proved  its  worth  and  has  , 
permitted  the  avoidance  of  digitalis  in 
many  patients  and  the  maintenance  of 
a stable  cardiac  rhythm  throughout  ' 
the  period  of  monitoring. 

The  occurrence  of  a slow  cardiac 
rhythm  has  required  the  introduction  , 
of  intercardiac  pacemaker  catheters  in 
a few  instances.  Transvenous  cathe-  : 
ters  are  not  exceedingly  difficult  to 
insert  and  have  been  introduced  suc- 
cessfully. Emergency  transthoracic  ■ 
needle  catheter  for  immediate  re-  ; 
sponse  followed  by  transvenous  cathe-  ' 
ter  placement  has  controlled  acute  , 
bradycardias. 

Our  program,  initial  detailed  teach- 
ing followed  by  continuous  on-the-job 
training,  has  produced  highly  effective,  ■ 
capable  nurse  specialists.  They  apply  ' 
electric  therapy,  control  Xylocaine  in-  ( 
fusions,  and  recognize  and  alert  the  J 
physician  to  significant  rhythmic  dis-  , 
turbances.  No  difficulty  in  training 
has  been  experienced.  Adequate  | 
teaching  guides  are  available.1-  2> 3 
Our  experience  suggests  any  small 
hospital,  with  attention  and  concern, 
can  create  this  high  level  of  patient 
care. 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

\nd  if  there’s  a broader  susceptibility 
oattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
han  300  mg  b.i.d.,  except  in  venereal  diseases 
md  Eaton  Agent  pneumonia. 

9ECLOMYCI1V 

)EMETHYLCHLORTETRACYCLINE 


describing  information  on  next  page. 
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b.i.d.The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECL0MYC1N  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  he 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood.  , 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  NA . 
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Art  therapy  is  a relatively  new 
concept  in  the  treatment  of  the 
mentally  ill.  One  factor  presently 
keeps  it  from  reaching  its  full  po- 
tential: art  therapy  is  not  organized 
and  there  are  no  particular  standards 
of  training.  This,  despite  the  fact 
there  is  a great  need  for  art  thera- 
pists, particularly  in  the  face  of  a 
growing  manpower  shortage  in  the 
mental  health  field.  This,  despite  the 
fact  that  art  therapy  is  an  appropri- 
ate, necessary  ancillary  service  in  an 
intensive,  short-term  treatment  psy- 
chiatric unit. 

The  present  status  of  art  therapy 
as  a profession  still  remains  undefined. 
In  the  early  1960's,  the  Bulletin  of 
Art  Therapy  was  organized  to  dis- 
seminate the  knowledge  of  some  of  the 
individual  therapists  throughout  the 
country,  but  there  has  been  little 
communication  between  therapists  to 
exchange  their  views  and  to  enhance 
the  individual's  clinical  experience. 
Consequently,  there  has  not  been  a co- 
hesive and  unified  body  of  knowledge 
prepared  by  any  of  the  people  work- 
ing in  this  field. 

Until  now,  art  therapy  literature 
has  been  based  on  the  work  of  a few 
artists  with  great  psychological  insight 
whose  work  has  been  reported  largely 
in  dealing  with  individual  patients. 

■ Dr.  Fink  is  associated  with  Hahne- 
mann Medical  College  and  Hospital, 
Philadelphia.  The  research  for  this 
paper  was  done  while  Dr.  Goldman 
and  Mrs.  Levick  were  affiliated  with 
Albert  Einstein  Medical  Center, 
Northern  Division,  Philadelphia.  Dr. 
Goldman  and  Mrs.  Levick  are  now 
affiliated  with  Hahnemann  Medical 
College  and  Hospital. 


Review  of  this  literature  and  compari- 
son with  other  known  similar  settings 
has  indicated  that  the  use  of  a full- 
time art  therapist  and  art  therapy  as 
an  integral  aspect  of  intensive  milieu 
therapy  is  unique.  The  expansion  of 
this  work  into  a full-time  ancillary  ser- 
vice requires  the  establishment  of 
training  standards  and  policies. 

In  affiliation  with  the  Moore  Col- 
lege of  Art  of  Philadelphia,  we  at 
Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia,  are  presently  in  the 
process  of  organizing  a program  to 
train  art  therapists.  Courses  have 
been  introduced  in  dynamic  psychia- 
try and  in  the  theory  of  psycho- 
analysis to  juniors  and  seniors  in  the 
art  college  to  prepare  them  for  an 
internship  in  the  discipline  of  art 
therapy. 


The  training,  hopefully,  will  give 
them  a uniform  introduction  and  ex- 
perience in  handling  patients  and  an 
understanding  of  psychological  and 
psychodynamic  material. 

We  feel  it  is  important  for  a cur- 
riculum of  art  therapy  to  be  estab- 
lished so  that  such  training  is  uniform 
throughout  the  country.  In  this  paper 
we  will  attempt  to  show  from  our 
more  than  five  years’  involvement  with 
the  discipline  the  value  of  training 
more  personnel  in  art  therapy  so  that 
it  can  expand  as  a diagnostic  and 
therapeutic  tool. 

We  hope  to  encourage  the  estab- 
lishment of  more  training  programs  for 
art  therapists  and  the  increased  use 
of  art  therapy  as  a primary  non-ver- 
bal ancillary  treatment  for  hospi- 
talized psychiatric  patients. 


Fig.  1 See  page  ii  for  detailed  interpretation. 
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Validity  of  Art  Therapy 

Why  does  the  Madonna  in  nearly 
all  of  Michelangelo’s  paintings  have 
her  eyes  averted  from  her  Son’s  face? 
It  may  be  because  the  artist,  given  to 
a wet  nurse  as  an  infant  and  living 
apart  from  his  mother,  who  died  when 
he  was  six,  felt  estranged  from  her. 
Hence  he  may  have  been  incapable  of 
expressing  in  his  work  the  intimate  re- 
lationship between  any  mother  and 
son.1 

There  have  been  many  papers  es- 
tablishing the  validity  of  psychoanaly- 
tic interpretation  of  works  of  art.210 
Psychoanalysis  for  years  has  struggled 
to  understand  the  mind  of  the  artist, 
the  relationship  of  the  artist's  back- 
ground to  his  artistic  production,  the 
very  essence  of  creativity  itself. 

Freud  wrote  two  classic  papers  on 
works  of  the  visual  arts:  The  Moses 
of  Michelangelo  and  Leonardo  da 
Vinci  and  a Memory  of  His  Child- 
hood.11’ 12  Both  are  well  known  to 
psychiatrists  and  psychologists. 

Interest  in  works  of  art  has  led  to 
the  use  of  artistic  productions  in  work- 
ing with  children.  Also,  standardized 
art-like  forms  have  been  used  as  pro- 
jective tests,  constructed  to  utilize  vi- 
sual materials  as  a means  of  eliciting 
unconscious  dynamics. 

All  of  us  are  familiar  with  projec- 
tive testing,  such  as  the  Rorschach  and 
Thematic  Apperception  Test 
(T.A.T.),  which  use  specific  stimuli 
to  elicit  responses  from  the  patient. 
The  elicited  response  is  then  compared 
to  standardized  responses. 

A bridge  between  the  projective  test 
and  the  art  therapy  medium  is  the 
House-Person-Tree  Test  whereby  the 
patient  is  requested  to  draw  a house, 
a tree,  a male  and  a female.  He  is 
then  asked  to  explain  the  picture 
which  he  has  drawn.  The  examiner 
looks  for  certain  standardized  re- 
sponses and  evaluates  the  given  work. 

Techniques  of  child  psychotherapy 
have  arisen  out  of  the  psychoanalysis 
of  children,  using  the  principles  first 
mentioned  by  Freud  in  the  Study  of 
Little  Hans13  and  continued  in  the 
Psychoanalysis  of  Children  by  Anna 
Freud  14  and  Melanie  Klein.15  Here 
the  play  and  artistic  productions  of 
the  child  are  equated  with  free  asso- 
ciations. The  child’s  play  is  used  as 
an  equivalent  to  the  dream  material 
of  the  adult;  both  give  the  therapist 
major  insights  into  the  patient’s  un- 
conscious material. 

While  there  has  been  a great  deal 
of  literature  on  psychotics  and  work 
with  children,  little  has  been  written 
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on  free  painting  of  adult  neurotics. 
The  value  of  art  therapy  was  first 
commented  on  in  1925  by  Nolan 
Lewis,18  who  recommended  that  his 
approach  be  used  generally  as  an  ap- 
plicable ancillary  technique  in  psycho- 
analysis. It  was  noted  by  Max  M. 
Stern,17  who  wrote  on  free  painting  in 
psychoanalysis  with  adult  neurotics, 
that  the  reason  art  therapy  has  not 
been  generally  adopted  may  be  due  to 
a lack  of  clarity  in  the  use  of  its 
techniques  and  results. 

The  most  widely  known  art  thera- 
pists today  are  Margaret  Naumburg 
and  Edith  Kramer,  who  work  primarily 
with  children.  Both  have  attempted 
to  give  some  organization  to  the  dis- 
cipline but  neither  has  been  involved 
in  training  large  numbers  of  people  or 
in  expanding  the  field  to  any  great 
degree. 

Training  Objectives 

With  so  little  concentrated  effort 
being  made  to  turn  art  therapy  into 
a discipline,  the  question  arises:  What 
constitutes  a qualified,  well  trained  art 
therapist?  (To  train  sub-professional 
mental  health  workers  in  an  inferior 
manner  just  to  fill  the  need  for  more 
personnel  as  quickly  as  possible  would 
be  a grave  error.) 

Art  therapy  is  defined  as  that  dis- 
cipline which  combines  elements  of 
psychotherapy  with  untapped  sources 
of  creativity  and  expression  in  the  pa- 
tient. Therefore,  in  our  estimation, 
the  art  therapist  must  be  trained  in 
methods  of  simple  psychotherapy — 
support,  reassurance,  education,  ca- 
tharsis, etc. — as  well  as  selective  use 
of  dynamic  insights. 

The  art  therapist  must  be  taught  to 
know  her  limitations.  But  she  must 
also  feel  free  to  use  the  disturbed 
patient's  intuitive  artistic  talents  to 
elicit  work  from  him  which  will  bene- 
fit both  the  patient  and  the  therapeutic 
team. 

This  is  the  type  of  inservice  training 
we  have  attempted  to  evolve  first  in 
affiliation  with  Albert  Einstein  Medi- 
cal Center,  Northern  Division,  Phila- 
delphia, and  now  in  affiliation  with 
Hahnemann  Medical  College  and  Hos- 
pital. 

Project  Design 

The  nature  of  psychiatric  hospitali- 
zation in  a short-term  intensive  treat- 
ment unit  usually  does  not  allow  for 
the  leisurely  gathering  of  information 
about  patients  in  an  effort  to  under- 
stand dynamics  and  diagnosis  which 
has  been  followed  in  longer-term  hos- 
pitalization. It  was  therefore  necessary 
in  our  particular  p’oject  to  utilize 


every  bit  of  information  which  could 
be  gathered  in  a short  time. 

This  precept  was  uppermost  in  our 
minds  in  September,  1961,  when  a 
29-bed,  short-term,  intensive  psychiat- 
ric inpatient  unit  was  opened  at  the 
Albert  Einstein  Medical  Center,  North- 
ern Division.  The  design  of  the  unit 
provided  for  the  establishment  of  in- 
tensive therapeutic  relationships  be- 
tween patients  and  all  levels  of  per- 
sonnel. Personnel  included  a full-time 
director;  two  part-time  staff  psychia- 
trists, nursing  staff  and  one  full-time 
occupational  therapist. 

Once  the  unit  was  in  full  operation 
it  became  apparent  that  the  tradition- 
al role  of  the  occupational  therapist 
in  this  setting  was  not  fulfilling  the 
need  for  intensive  work  with  the  pa- 
tients as  we  envisioned  it.  What  was 
sought  and,  in  our  estimation,  not  be- 
ing accomplished  in  the  unit  was  a 
rapid  dynamic  interchange  between 
patient  and  staff  in  order  to  reduce 
the  patient’s  anxiety  and  reconstruct 
defenses  which  would  allow  him  to  re- 
turn to  an  outpatient  treatment  situa- 
tion as  quickly  as  possible. 

Coming  into  this  situation,  the  oc- 
cupational therapist  was.  through  her 
training,  limited  by  traditional  adher- 
ence to  structured  crafts  and  a primary 
interest  in  vocational  and  somatic  re- 
habilitation. Aspects  of  psychiatric 
diagnosis  and  dynamic  understanding 
were  thrust  on  her  previous  training 
with  varying  degrees  of  success  and 
did  not  represent  her  primary  orien- 
tation. (The  occupational  therapist  is 
usually  a person  with  a liberal  arts 
background.  She  spends  one  year  in 
a post-graduate  course  of  physiother- 
apy, arts  and  crafts.  Her  training  is 
primarily  designated  to  help  in  rehabil- 
itation of  somatically  ill  patients  and 
not  mentally  ill  patients.  She  generally 
is  not  an  art  major.) 

When  the  unit  entered  its  sixth 
month  of  operation,  the  decision  was 
made  to  replace  the  occupational  ther- 
apist with  someone  trained  in  the  fine 
arts;  someone  who  could  obtain  non- 
stereotyped  responses  from  patients 
and  could  utilize  the  freedom  of  in- 
sight necessary  to  gain  the  maximum 
therapeutic  use  of  the  patient's  produc- 
tion: someone  not  trained  in  the 
rigidity  of  rehabilitative  medicine. 

We  felt  that  the  trained  artist  would 
generally  be  able  to  express  herself 
creatively  and  to  judge  and  respond 
to  the  artistic  work  of  others  in  a 
more  sensitive  and  effectual  manner. 
We  felt  that  the  artist's  approach  to 
media  would  be  much  freer  because 
of  emphasis  on  creativity,  and  that  her 
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approach  would  be  broader  because 
she  had  the  personal  ability  to  use 
media  and  imagination  to  develop  re- 
sponses in  others.  The  art  therapist 
would  not  make  a “craft”  out  of  arts 
and  crafts.  But  in  order  to  integrate 
the  art  therapist  into  the  unit  she 
would  have  to  be  given  intensive  in- 
service  training  in  psychiatric  princi- 
ples which  would  enable  her  to  under- 
stand the  patient  and  communicate 
with  the  psychiatrist. 

A graduate  of  Moore,  a four-year 
fine  arts  college,  was  hired.  She  had 
no  previous  psychiatric  training  but 
was  carefully  screened  to  ascertain  that 
the  following  qualifications  were  met: 

( 1 ) She  had  to  demonstrate  emo- 
tional maturity  so  as  not  to  be  threat- 
ened by  working  with  disturbed  pa- 
tients. 

(2)  She  had  to  possess  a knowl- 
edge of  various  forms  of  artistic 
media,  including  crafts,  so  she  would 
not  be  limited  to  the  fine  arts. 

(3)  She  had  to  possess  the  ability 
to  relate  easily  to  people. 

Inservice  Training 

At  the  time  the  art  therapist  was 
hired,  the  therapeutic  process  was 
changed.  Since  no  model  training  pro- 
gram, to  our  knowledge,  was  available 
for  comparison,  she  was  given  inten- 
sive inservice  training  as  the  situation 
demanded  and  as  situations  could  be 
projected.  She  was  encouraged  to 
make  materials  available  to  the  pa- 
tients at  all  times.  She  was  encour- 
aged to  let  the  patients  use  these  ma- 
terials creatively  but  without  the  need 
to  meet  the  demands  of  reality  test- 
ing in  a structured  situation. 

It  was  decided  that  the  integration 
of  art  therapy  would  take  place  on 
all  levels  of  the  unit  and  that  all  staff 
members  would  be  encouraged  to  take 
part  in  therapy  with  the  patients, 
thereby  fostering  interaction  between 
staff  and  patients. 

The  importance  of  the  art  therapist 
being  made  an  integral  member  of 
the  therapeutic  milieu  was  evident.  In 
order  to  make  her  contribution  more 
valuable,  her  level  of  psychiatric 
understanding  had  to  be  made  con- 
sistent with  that  of  the  other  members 
of  the  staff.  This  was  done  by  having 
the  art  therapist  take  part  in  all  psy- 
chiatric inservice  training,  including 
case  discussions,  theoretical  didactic 
seminars,  courses  in  the  psychoanaly- 
tic study  of  child  development,  etc. 

As  the  art  therapist’s  knowledge 
and  experience  increased,  it  became 
increasingly  apparent  that  her  contri- 


bution to  the  unit  was  beneficial  to 
both  patients  and  staff.  The  value  of 
the  art  therapist  and  the  resulting  ar- 
tistic productions  was  evidenced  in  a 
number  of  ways. 

Diagnostic  Tool 

Artistic  productions  of  patients  were 
found  to  be  useful  in  clarifying  dif- 
ferential diagnoses  in  many  areas:  be- 
tween severe  adolescent  reactions  and 
early  schizophrenia;  the  severity  of  de- 
pressive reactions;  differentiation  of 
functional  from  organic  reactions,  etc. 

As  the  art  therapist  became  an  in- 
tegral part  of  the  treatment  milieu, 
careful  observation  of  the  patient  dur- 
ing the  art  therapy  was  possible.  These 
behavioral  observations  were  then 
used  in  the  diagnostic  workup.  The 
following  two  case  studies  point  up 
how  art  therapy  was  used  in  this 
manner: 

A sixteen-year-old  girl  was  ad- 
mitted for  study  as  a severe  adoles- 
cent adjustment  reaction.  In  her  ar- 
tistic productions,  it  was  felt  that  she 
was  demonstrating  evidence  of  a 
schizophrenic  process.  This  was  later 
confirmed  by  the  overt  appearance  of 
delusional  and  hallucinatory  material. 
In  this  case,  the  art  therapist  recog- 
nized fragmentation  of  thought,  bi- 
zarre distortions  of  reality,  and  a 
characteristic  paranoid  trend  in  the  pa- 
tient which  she  was  able  to  bring  to 
the  attention  of  the  patient’s  doctor 
a week  before  the  outbreak  of  symp- 
toms confirmed  the  diagnosis. 

A fifty-four-year-old  man  presented 
a differential  diagnostic  problem  be- 
tween organic  brain  syndrome  and  an 
involutional  depressive  reaction.  The 
cohesion  of  his  associations  to  his  ar- 
tistic productions  made  it  clear  that 
there  was  no  organic  impairment.  The 
associations  and  diagnostic  workup 
were  later  correlated  and  confirmed  by 
psychological  testing. 

Charting  Patients’  Progress 

Day-to-day  progress  of  the  individ- 
ual is  one  of  the  most  difficult  things 
to  assess  in  a busy  psychiatric  unit 
with  a high  rate  of  patient  turnover. 
In  following  the  patient's  progress 
the  treating  psychiatrist  must  rely  es- 
sentially on  brief  clinical  interviews  in 
which  there  is  verbal  communication 
between  himself  and  the  patient.  He 
also  must  rely  on  the  reports  of  others 
such  as  nurses  and  family  who  main- 
tain verbal  communication  with  the 
patient. 

In  the  development  of  art  therapy 
at  our  unit  it  was  found  that  artistic 
productions  offered  another  avenue  for 


correlating  and  evaluating  a patient’s 
progress.  (Where  there  is  less  staff, 
the  value  increases.)  Inasmuch  as  the 
artistic  productions  were  not  verbal 
but  involved  the  use  of  many  ego  func- 
tions, the  state  of  ego  integration 
could  be  studied  by  following  the 
patient’s  serial  productions. 

Even  in  patients  who  showed  gross 
confusion  following  electro-convulsive 
treatment  (E.C.T),  improvement  in 
affect  as  well  as  in  thinking  processes 
could  be  followed  through  the  patient’s 
artistic  productions.  In  addition,  the 
depressive  patient  showed  a marked 
change  in  artistic  production  from  the 
drawings  made  before  and  after  shock 
treatment.  A patient  who  was  draw- 
ing pictures  expressive  of  her  depres- 
sion— black  trees,  black  apples,  etc. — 
was  seen  to  put  sunshine  and  happy 
figures  in  the  painting  after  E.C.T. 

Therapeutic  Endeavor 

As  the  art  therapist  became  a part 
of  the  unit,  it  was  found  that  the  art 
therapist-patient  interaction  through 
use  of  artistic  material  became  a 
therapeutic  endeavor.  One  of  the  most 
important  therapeutic  values  was  that 
the  patient  was  given  the  opportunity 
to  speak  freely  and  to  reveal  himself 
while  inadvertently  occupied  with  pro- 
ducing a painting  or  a craft  product. 

In  working  with  artistic  media,  a 
symbolic  pathway  was  established 
which  allowed  for  the  release  of  in- 
stinctual drive  energy,  energy  which 
otherwise  would  not  be  allowed  free- 
dom because  of  the  harshness  of  the 
superego.  The  following  case  history 
illustrates  this  point : 

A seventeen-year-old  girl  was  dis- 
turbed because  of  difficulties  with  her 
roommate.  It  was  clear  from  the 
violence  with  which  she  produced  her 
painting  that  anger  was  being  severely 
repressed  by  this  young  girl.  Her 
ability  to  release  some  of  this  violence 
in  the  artistic  production  relieved  the 
great  tension  which  was  noted  before 
she  began. 

Art  therapy  was  also  found  to  be 
therapeutically  valuable  in  the  redirec- 
tion of  instinctual  drives  to  some  use- 
ful and  productive  ends.  The  sublima- 
tion of  gross  and  severely  regressed 
activity  into  productive  and  valuable 
artistic  endeavor  was  noted  in  many 
patients. 

When  the  patient  was  able  to  sub- 
limate in  this  fashion,  he  took  pride 
in  his  production,  and  this  added  a 
secondary  support  to  the  faltering  ego. 
The  following  case  history  demon- 
strates this: 
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Illustration  by  24  year  old  man  admitted  in  a condition  of  homosexual  panic.  Drawing  by  54  year  old  man  (page  63, 
(page  65,  column  3)  column  2) 


The  initial  drawings  of  a sixteen- 
year-old  boy  with  Hodgkin's  Disease 
showed  mutilated  figures  and  distor- 
tions of  body  image.  Because  of  the 
severity  of  his  physical  condition,  it 
was  clear  to  him  that  the  whole  pat- 
tern of  his  life  would  change.  He  no 
longer  was  able  to  participate  in  school 
regularly  nor  in  other  adolescent  ac- 
tivities he  had  enjoyed.  In  a course 
of  inpatient  treatment  and  continued 
outpatient  therapy,  he  developed  great 
interest  in  the  artistic  work  which  was 
begun  as  a cathartic  maneuver.  He 
became  capable  of  making  bright, 
colorful,  integrated  figures,  as  con- 
trasted with  the  mutilated  figures  seen 
before,  showing  ego  growth  from  the 
narcissistic  point  at  which  he  began. 

Enhancement  of  Socialization 

It  was  also  found  that  art  therapy 
worked  in  a secondary  function  of 
therapeutic  value,  namely  the  enhance- 
ment of  socialization  within  the  unit. 
Patients  who  would  ordinarily  act  re- 
gressed and  withdrawn  were  stimu- 
lated by  other  patients,  as  well  as  by 
the  staff,  to  communicate  and  partici- 
pate in  group  activities.  The  common 
feeling  of  inadequacy  and  strangeness 
when  first  asked  to  take  part  in  artistic 
work  was  dispelled  and  at  the  same 
time  these  common  feelings  helped  to 
unite  the  patients  through  identifica- 
tion with  each  other. 

Transference  Reactions 

With  the  introduction  of  art  therapy 
to  the  unit,  transference  manifesta- 
tions between  the  patients  and  art 
therapist  began  to  show.  Some  pa- 
tients reacted  to  the  therapist  as  a good 
mother  figure  who  furnished  them 
with  attention  and  the  basic  supplies 
with  which  to  make  fantasies  concrete, 
in  the  same  way  as  the  early  mother 
relationship  is  seen. 

This  served  to  diffuse  some  of  the 
intense  ambivalent  transference  reac- 
tions to  the  primary  therapist,  the  psy- 
chiatrist. Negative  transference  reac- 
tions, in  which  hostility  toward  the 
therapist  is  demonstrated,  were  at 
times  acted  out  toward  the  art  thera- 
pist, as  seen  in  the  following  case 
history: 

A twenty -three -year -old  schizo- 
phrenic man  acted  out  his  rage  against 
his  mother  by  forcing  the  art  therapist 
to  show  that  she  cared  about  him 
by  continuing  the  work  after  hours. 
This  man's  rage  against  women 
stemmed  from  being  raised  by  a wid- 
owed, demanding  mother  and  a mar- 
riage to  a woman  who  domineered  and 
forced  him  into  feminine  roles.  He 


could  demonstrate  his  manliness  by 
forcing  the  therapist  to  comply  with 
his  demands. 

Hostile  reactions  were  also  seen  in 
competitive  women  who  showed  envy 
of  the  superior  position  of  the  art 
therapist. 

As  the  case  histories  cited  in  this 
paper  emphasize,  it  was  the  constancy 
of  the  art  therapist  in  her  contact 
with  the  patient  that  had  the  most 
therapeutic  effect  and  was  of  the 
greatest  clinical  value.  She  was  there 
throughout  the  day.  She  was  specifi- 
cally trained  in  psychiatric  principles 
and  had  a therapeutic  task  to  perform. 

As  we  observed  the  art  therapist 
become  part  of  the  unit,  it  became 
evident  that  hers  was  not  the  one-to- 
one  relationship  of  the  psychiatrist, 
psychologist  or  social  worker  to  the 
patient.  Her  ability  to  make  educated 
observations,  work  with  individuals  in 
a group  setting  as  well  as  to  stimulate 
individual  creative  expression  from 
many  patients  gave  her  a special  posi- 
tion in  the  therapeutic  team  and  made 
her.  in  our  opinion,  essential  to  it. 

Bridge  to  Verbalization 

In  introducing  the  art  therapist  to 
the  unit,  we  moved  into  areas  which 
produced  unexpected  rewards.  One 
of  the  most  enlightening  of  these  ex- 
periences was  observing  how  art  ther- 
apy could  become  a bridge  to  verbali- 
zation. 

There  is  a large  body  of  literature 
on  the  non-verbal  communication  be- 
tween individuals.  The  works  of 
Birdwhistle  and  Scheflen  18  in  non- 
verbal communication  (kinesics)  are 
well  known.  Patients  are  able  to  sym- 
bolically express  emotional  problems 
through  the  use  of  artistic  media  prior 
to  verbalizing  these  difficulties  to  the 
psychiatrist. 

A very  regressed  patient  may  have 
marked  inhibition  of  speech  or  may 
be  so  withdrawn  that  he  cannot  speak, 
and  yet  he  may  be  able  to  produce 
some  artistic  works  which  give  clues 
to  his  underlying  pathology. 

In  our  unit,  patients  who  had  re- 
mained mute  were  encouraged  to  ex- 
press some  ideas  about  their  paintings 
or  sculptures.  In  this  way  they  were 
able  to  begin  to  verbalize,  whereas 
they  might  otherwise  have  remained 
silent. 

This  became  one  method  of  getting 
the  patient  to  start  the  formal  thera- 
peutic regime.  The  following  case 
history  illustrates  this  point: 

A twenty-four-year-old  man  was  ad- 
mitted to  the  psychiatric  unit  in  a 


homosexual  panic.  As  is  characteristic 
of  this  condition,  he  had  intense  cas- 
tration anxiety  and  marked  agitation. 
His  production  in  the  art  therapy 
workroom  was  a painting  showing 
numerous  penis-like  forms  combined 
to  make  a single  figure.  The  distor- 
tion of  body  image  as  well  as  the 
preoccupation  with  penises  was  evi- 
dent. In  addition,  the  castration  anx- 
iety in  this  man  was  exhibited  by  the 
numerous  drawings  of  hatchets,  other 
implements,  and  tools.  Also,  by  black 
slashes  running  across  the  paper.  The 
patient  pointed  out  that  when  in  good 
health  he  did  no  drawing  at  all,  and 
was  in  fact  a successful  engineer. 
These  productions  were  discussed  by 
the  patient  in  sessions  with  the  psy- 
chiatrist and  the  art  therapist  in  which 
he  freely  associated  the  drawn  images 
with  his  own  self-image.  With  the 
help  of  the  psychiatrist,  he  was  able  to 
interpret  and  understand  his  anxieties. 
The  art  therapist,  after  conferring  with 
the  psychiatrist,  was  able  to  suggest 
tasks  and  projects  that  would  help  re- 
establish the  patient’s  feeling  of  mas- 
culinity. 

When  universal  symbols  are  seen 
in  the  patient’s  production,  they  can 
be  quite  helpful  to  the  psychiatrist  as 
well  as  to  the  art  therapist  in  dealing 
with  the  patient  who  is  not  able  to 
verbalize  and  indicate  the  dynamics  of 
his  given  problem.  While  art  therapy 
is  not  a substitute  for  psychotherapy, 
it  is  useful  in  the  same  way  the  pro- 
jective tests  mentioned  earlier  in  this 
paper  are  useful  in  giving  clues  to 
underlying  problems  which  may  be 
distorted  in  the  incoherent  verbal  pro- 
ductions of  the  patient.  This  was 
demonstrated  in  the  following  case 
history: 

On  the  ward,  we  had  a young 
schizophrenic  man  who  had  established 
a good  therapeutic  relationship  with 
one  of  the  nurses,  yet  could  not 
verbalize  for  long  periods  of  time.  He 
was  extremely  frightened,  would  stay 
in  his  room  for  weeks  at  a time,  and 
would  allow  only  non-verbal  commu- 
nication between  himself  and  the 
nurse.  It  was  only  when  he  started 
to  draw  that  the  strength  of  the  re- 
lationship to  the  nurse  became  evi- 
dent. Gradually,  he  was  able  to  speak 
of  the  drawings  and  his  relationship 
and  the  feelings  which  were  being 
portrayed.  As  he  continued  in  psy- 
chotherapy he  was  able  to  verbalize 
his  feelings  about  the  nurse  and  others 
to  his  psychiatrist.  His  drawings  be- 
came more  realistic  and  less  affect- 
charged. 
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Family  Participation 

Another  benefit  of  art  therapy 
which  we  did  not  anticipate  when  we 
introduced  it  to  the  unit  was  family 
participation  in  the  art  projects. 

Families  spontaneously  participated 
in  the  artistic  sessions  with  their  “sick” 
relatives.  Noting  this,  we  invited  fam- 
ily members  on  given  occasions  to 
draw  and  sculpt  with  patients.  It  was 
enlightening  to  see  the  mother  of  a 
patient  who  had  been  overbearing  try 
to  direct  him  in  his  production,  thus 
usurping  his  freedom  and  creative  ex- 
pression. 

This  led  us  to  better  understanding 
of  family  interaction.  When  families 
joined  the  group,  the  patients  some- 
times rose  to  the  defense  of  the  family 
member  who  was  being  manipulated. 
This  allowed  the  patient  to  identify 
with  the  group  and  to  express  his 
independence  and  ability  to  break 
away  from  previous  patterns  of  be- 
havior. In  such  cases,  the  group  was 
being  used  as  an  ego-strengthening  de- 
vice within  the  family  structure. 

Young  children  also  joined  their 
sick  parents  in  the  art  projects.  This 
served  as  a means  of  re-establishing 
the  broken  and  distorted  lines  of  com- 
munication between  the  small  child 
and  the  very  sick  parent.  It  also 
served  to  alleviate  the  child’s  anxiety 
about  the  patient’s  illness  and  hospi- 
talization. 

Answering  the  Objections 

In  integrating  the  art  therapist  into 
the  therapeutic  milieu,  we  were  cog- 
nizant of  two  major  objections  to  es- 
tablishing such  a procedure: 

1.  It  takes  a long  time  for  the  pa- 
tient to  become  involved  in  the  thera- 
peutic regime. 

2.  It  would  not  be  useful  with  pa- 
tients who  are  not  artistically  in- 
clined. 

Our  experiences  with  art  therapy 
proved  that  neither  objection  has  any 
validity. 

We  found  that  after  a single  day, 
because  of  the  nature  of  our  unit  and 
the  fact  that  art  therapy  was  integrated 
into  all  the  activities,  the  patient  al- 
most immediately  began  to  join  the 
other  patients  and  started  to  produce 
creative  material.  Patients  formed  a 
self-sustaining  group  because  of  the 
availability  of  the  materials  and  be- 
cause of  the  interest  of  the  individual 
members  of  the  group  in  stimulating 
each  other. 


In  spite  of  frequent  admissions  and 
discharges  there  was  a continuous 
process  of  group  formation  and  in- 
teraction. Material  for  the  patients  to 
use  was  left  available  over  the  week- 
end. Sometimes  patients  admitted 
over  a weekend  would  start  to  pro- 
duce things  interesting  to  them  with- 
out the  instruction  of  the  art  therapist. 

Patients  became  ancillary  therapists 
once  they  were  on  the  unit  for  several 
days.  They  took  over  the  role  of  the 
therapist  in  instructing  and  inviting 
new  patients  to  join  them  in  the  ar- 
tistic endeavor.  By  assuming  the  role 
of  pseudo-art  therapist,  these  patients 
showed  they  had  formed  an  identi- 
fication which  strengthened  their  ego. 
This  proved  to  be  another  small  bridge 
to  health  built  by  art  therapy. 

As  word  of  the  service  spread 
throughout  the  general  hospital,  there 
were  many  requests  from  members  of 
the  medical  and  surgical  staffs  for  art 
therapy  for  the  non-psychiatric  pa- 
tients. Patients  who  had  been  in  the 
hospital  for  long  periods  of  time  and 
who  had  become  bored  or  unable  to 
work  with  the  occupational  therapist, 
were  able  to  express  themselves  more 
freely  in  the  type  of  milieu  offered 
on  our  unit.  Post-surgical  cases  who 
had  become  depressed  and  cases  re- 
ferred from  hematology  and  other 
medical  sub-specialties  became  in- 
volved in  the  art  projects. 

In  regard  to  the  second  objection, 
we  found  that  approximately  eighty- 
five  percent  of  the  patients  admitted 
to  our  unit  utilized  the  materials  and 
worked  with  the  art  therapist.  Less 
than  ten  percent  of  those  admitted 
had  any  experience  with  artistic  media 
or  previous  art  training.  The  follow- 
ing case  history  illustrates  this  point: 

On  the  morning  following  his  ad- 
mission, a middle-aged  depressed  man, 
who  was  a butcher  and  food  store 
manager,  spoke  of  his  reluctance  to 
participate  in  art  therapy.  He  then 
remembered  that  he  had  done  some 
sketching  in  high  school  and  he  spon- 
taneously started  to  copy  some  maga- 
zine pictures.  On  the  very  same  day 
the  copying  led  to  a project  involving 
tooling  of  copper.  His  conflict  over 
his  aggression  was  expressed  both  by 
the  manner  in  which  he  attacked  the 
copper  and  the  subject  matter  of  two 
charging  horses. 

Conclusions 

As  the  number  of  psychiatrically 
disturbed  patients  increases  geometri- 
cally and  the  number  of  psychiatrists 


fails  to  increase  in  proportion,  it  is 
our  philosophy  that  a large  number  of 
ancillary  personnel,  psychologists,  so- 
cial workers  and  therapists  of  all 
kinds  will  be  needed.  Art  therapy 
should  be  among  the  disciplines  en- 
couraged and  expanded.  Training 
should  be  of  a high  caliber  and  based 
on  an  understanding  of  the  discipline 
both  from  the  artistic  and  the  psy- 
chiatric points  of  view. 

Art  therapists  are  an  untapped 
source  of  creative,  sensitive  and  valu- 
able people  who  can  perform  impor- 
tant tasks  and  take  over  essential  duties 
in  the  care  of  the  mentally  ill. 

It  is  our  recommendation  that  art 
therapy  be  the  primary  non-verbal 
ancillary  treatment  for  hospitalized 
psychiatric  patients  and  that  appropri- 
ate training  programs  be  established 
for  art  therapists. 
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Emotional  Aspects  c 

HAROLD  GRAFF,  M.D. 
Philadelphia,  Pennsylvania 

The  relationship  between  obesity 
and  difficulties  in  cardio-respira- 
tory  health  is  well  known,  both 
to  the  layman  and  to  the  physician 
who  is  called  upon  to  care  for  the 
heart  patient.  The  overweight  victim 
of  a heart  attack  knows  without  in- 
struction that  it  is  necessary  for  him 
to  reduce  his  weight  to  more  normal 
levels  from  what  is  very  often  a rela- 
tively high  degree  of  obesity.  Despite 
this  knowledge,  it  is  very  often  diffi- 
cult for  him  to  accomplish  this.  He 
will  then  approach  his  physician  for 
assistance  and  guidance  on  the  proper 
dieting  procedures  and  the  techniques 
for  insuring  that  he  does  not  continue 
to  contribute  to  his  ill  health  by  his 
degree  of  overweight. 

The  practicing  physician  is  usually 
at  a disadvantage  in  assisting  his  pa- 
tient in  these  very  important  and 
meaningful  methods  of  protecting  him 
from  further  cardiac  insults.  Even 
though  the  risks  for  cardiac  disease 
are  higher  in  obese  men  than  obese 
women,  most  studies  in  weight  reduc- 
tion have  been  done  on  women.  This 
is  due  to  two  factors:  (1)  relatively 
more  women  than  men  are  concerned 
about  weight  and  seek  guidance,  either 
from  physicians  or  from  weight  reduc- 
tions organizations;  (2)  it  reflects  the 
general  tendency  of  men  to  avoid  seek- 
ing help  from  a doctor  until  it  is 
absolutely  necessary. 

1 he  patient  will  be  placed  on  a diet 
while  he  is  in  the  hospital  and  in  a 
position  where  he  is  almost  completely 
or  completely  inactive.  Unfortunately 
for  his  chances  of  success,  absolute 
weight  gain  is  related  not  only  to  the 
amount  of  calories  taken  in,  but  also 
to  energy  expended,  so  that  one  per- 
son may  eat  relatively  less  than  an- 
other person  and  still  become  over- 
weight, because  he  does  not  exercise 
as  much  as  the  other  person.1  Thus 
a cardiac  patient  on  absolute  bed  rest 
may  eat  very  little,  but  because  he  is 
not  exercising  at  all,  he  still  may  gain 
weight.  This  makes  the  job  of  weight 
reduction  generally  harder  and  more 
frustrating. 

Unlike  other  diseases  of  intake, 
such  as  alcoholism  or  cigarette  smok- 
ing, the  overeater  cannot  cure  his  dis- 
ease by  stopping  eating  altogether  and 
hence  he  is  always  presented  with  the 

■ Dr.  Graff  is  research  assistant  pro- 
fessor of  psychiatry,  Hahnemann  Med- 
ical College  and  senior  scientist  at 
Eastern  Pennsylvania  Psychiatric  In- 
stitute, Philadelphia. 
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temptation  to  eat,  both  biologically, 
since  eating  is  a necessity  for  life,  and 
psychologically  as  well.  Studies  on 
both  animals  and  human  beings  show 
that  overeaters  are  very  sensitive  to 
the  taste  qualities  of  the  food,  always 
ingesting  the  sweetest  tasting  sub- 
stances, which  unfortunately  tend  to 
be  the  most  fattening.2 

The  instincts  which  govern  eating 
are  present  from  birth  and  are  rela- 
tively inaccessable  to  modification, 
either  by  exertion  of  one’s  own  will 
power  or  through  the  intercession  of 
another  person,  such  as  a physician 
or  psychiatrist.  They  are  part  of  a 
human  being's  instinctual  methods  for 
survival  and,  just  as  important,  pro- 
vide the  basis  for  his  earliest  rela- 
tionships with  the  world  around  him. 
Psychological  investigation  of  the  hu- 
man organism’s  reaction  to  stress 
shows  that  usually  he  returns  to  the 
earliest  techniques  of  behavior  for  re- 
lief of  his  anxiety.  Among  the  earliest 
and  most  successful  are  what  are 
known  as  oral  methods,  which  include 
ingestion  of  good  tasting  food,  which 
also  symbolizes  protection  provided  to 
the  person  by  the  environment.  This 
is  best  seen  in  the  picture  of  the  upset 
and  crying  infant,  who  is  picked  up 
by  his  mother  and  fed.  This  action 
on  the  mother’s  part  serves  to  satisfy 
both  the  infant’s  biologic  hunger  and 
his  psychobiologic  need  for  protection 
and  contact  with  other  people. 

The  time  of  a myocardial  infarc- 
tion or  heart  failure  is  an  extremely 
frightening  one  for  the  individual  who 
suffers  it.  He  is  placed  in  a position 
of  danger  to  his  life.  At  the  same 
time  he  is  unable  to  deal  with  it  in 
an  effective  manner  by  taking  approp- 
riate positive  action.  It  becomes  nor- 
mal for  him  to  choose  the  earliest  and 
most  successful  method  of  coping  with 
it,  and  this  is  eating.  This  is  known 
in  psychiatric  technical  terms  as  re- 
gression. Thus,  what  physiologically 
is  a dangerous  method  for  self-help 
is  at  the  same  time  psychologically 
one  of  the  most  important  and  success- 
ful means  for  dealing  with  such  a 
threatening  situation. 

Other  factors  may  enter  into  the 
difficulty  of  the  patient  in  weight 
reduction.  The  patient  may  have  be- 
come obese  because  of  emotional 
factors  which  have  had  nothing  to  do 
with  his  present  cardiac  disease.  Over- 
eating may  have  served  as  a method 
to  deal  with  some  conflicts  completely 
unrelated  to  the  cardiac  situation. 
Dieting  at  this  time,  though  neces- 
sary, may  serve  to  reactivate  the  emo- 


Cardiac  Patient 


tional  difficulty.  Several  examples 
may  be  given.  (1)  Those  who  over- 
eat as  a defense  against  more  mature 
techniques  of  dealing  with  their  life. 
A good  example  is  the  person  who 
fears  any  intimate  relationship  with 
the  opposite  sex  and  deliberately, 
though  unconsciously,  makes  himself 
obese  in  order  to  become  as  unattrac- 
tive as  possible  to  it.  (2)  There  are 
those  who  see  themselves,  uncon- 
sciously, as  weak  or  deformed  and 
grow  obese  to  convince  themselves 
that  they  are  truly  big  and  powerful. 
In  such  people  dieting  may  create  in- 
creased anxiety  and  depression,  and  in 
some  people  even  severe  emotional 
illness.3  The  risks  of  this  must  be 
balanced  against  the  risks  of  further 
heart  damage  due  to  overweight.  In 
many  such  people,  the  use  of  amphet- 
amines and  other  anorexic  drugs  may 
lead  to  severe  addictions.  This  is  be- 
cause they  choose  oral  methods  for 
relief  of  anxiety.  They  are  food  ad- 
dicts. Drugs  replace  one  addiction 
with  another  which  is  far  more  dan- 
gerous. 

It  is  clear  from  the  above  that  the 
prescription  for  weight  loss  in  a 
cardiac  patient  must  be  made  with 
understanding  of  the  causes  of  the 
patient's  overweight,  the  risks  that  the 
patient  runs  from  the  maintenance  of 
his  overweight,  and  the  difficulties  that 
may  arise  from  weight  reduction. 
Even  if  the  overweight  is  not  based 
on  an  emotional  problem,  the  psycho- 
physiologic  difficulties  related  to 
weight  reduction  in  a cardiac  patient 
must  be  recognized  and  handled  for 
the  patient's  successful  use  of  the 
therapy.  Weight  reduction  must  be 
based  on  intelligent  dieting  and  ad- 
junctive psychotherapy,  if  necessary, 
to  control  emotional  side  effects.  This 
psychotherapy  is  best  done  by  the 
physician  who  is  treating  the  cardiac 
patient  for  the  heart  disease,  because 
this  is  the  person  on  whom  the  patient 
is  relying  for  his  eventual  cure  and 
further  good  health.  The  physician 
must  recognize  the  increased  anxiety 
in  the  cardiac  patient,  who  fears  he 
is  going  to  die.  and  must  provide  both 
emotional  support  and  intelligent 
methods  for  dealing  with  his  compli- 
cated problem  of  overweight. 

REFERENCES 

1.  Mayer,  Jean  and  Thomas.  D.  W.:  Regula- 
tion of  food  intake  and  obesity.  Science.  156: 
328,  1967. 

2.  Graff,  Harold,  and  Stellar.  F..:  Hyper- 

phagia,  obesity,  and  finickiness,  J.  Comp. 
Physiol.,  55:  418,  1962. 

3.  Stunkard.  A.  J.:  The  dieting  depression, 

Amer.  J.  Med.,  23:  77,  1957. 


Let's  be  specific  about  Campbell’s  Soups... 

and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro-Banthine^,, 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
* itable  colon. 

Contraindications:  Glaucoma  or  severe  cardiac 
lisease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15  mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 
in  press. 
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For  complete  details, 
please  see  full 
Prescribing  Information. 


Reludinl?drochSle€ 


helps  keep  calories 
at  arm’s  length 

Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 

For  use  in  pregnancy,  see  Warning. 

Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 
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Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K*®,„ 

Potassium  Phenoxymethyl  Penicillin 

Now  available:  V-Cillin  K%  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


( See  next  page  for  prescribing  information.) 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections,-  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria,-  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,.  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Address  of  the  President  — J.  Everett  McClenahan,  M.D. 

Presentation  before  the  House  of  Delegates  at  the  118th  Annual  Session  of  the 
Pennsylvania  Medical  Society  in  the  Bellevue-Stratford  Hotel,  Philadelphia,  on 
Wednesday,  September  27,  1967. 


I have  observed  a number  of  unusu- 
ally able  presidents  of  this  Organi- 
zation report  to  this  House  of 
Delegates  on  their  period  of  respon- 
sibility and  stewardship.  Tom  Mc- 
Creary, Dick  Kern,  Bill  West,  Dan 
Bee,  Wilbur  Flannery,  Allen  Cowley, 
Ben  Harer,  and  Johnny  Shirer,  to 
name  just  a few.  Each  did  it  in  his 
own  inimitable  fashion  and  one  could 
not  help  but  be  impressed  with  the 
devotion  of  these  men  to  their  assign- 
ments, their  obvious  talents  of  leader- 
ship, and  above  all  the  enormity  of 
the  complexities  of  the  problems  with 
which  this  Society  is  continuously 
faced.  The  one  thing  in  common  I 
have  observed  in  their  reports  was 
a frank  admission  of  their  indebted- 
ness to  the  staff,  the  Board,  to  this 
House  of  Delegates,  and  to  the  very 
important  individual  physicians  who 
make  up  the  necessary  working  com- 
ponent parts  of  this  organization  it- 
self, namely,  the  councils,  commis- 
sions, and  committees,  along  with 
their  able  chairmen,  the  auxiliary,  and 
the  many  physicians  of  our  Society 
who  so  readily  respond  to  requests 
for  advice,  help,  consultation,  etc., 
etc.  I want  now  to  join  with  my 
open  expression  of  thanks  to  these 
many,  many  fine  people. 

In  my  travels  this  year  I found  one 
or  two  individuals  who  apparently 
think  it  would  be  wise  to  disband  our 
Society.  I hope  we  can  get  these  few 
involved,  for  no  one — and  I mean  no 
one — can  be  actually  involved  with- 
out gaining  respect,  not  only  for  the 
sincerity  with  which  each  approaches 
his  or  her  individual  assignment,  not 
only  for  the  extensive  time  and  efforts 
demanded,  but  for  that  which  is  of 
much  greater  importance,  specifically 
the  recognition  of  the  necessity  for 
and  importance  of  their  actions  and 
deliberations  to  Medicine,  to  our  State 
Society,  and  in  fact  to  the  very  individ- 
ual physician  himself  that  this  work 
continues  to  be  carried  on.  To  those 
’ few  who  would  disband  our  Organiza- 
tion I would  say,  you  will  be  wise  to 
subject  your  thinking  processes  to  a 
rehabilitation  program.  Since  you 
can’t  lick  us,  why  not  join  with  us? 
If  time  permitted,  and  I had  the 


proper  talents,  I could  tell  you  of 
repeated  evidence  of  the  value  to  our 
Society  of  such  staff  men  as  Lester 
Perry,  John  Rineman,  Bob  Craig, 
Dick  Sloan,  Dane  Wert,  Dick  Mc- 
Kenzie, Alex  Stewart,  LeRoy  Erick- 
son, Bud  Martin,  and  all  of  the  rest 
of  the  members  of  the  staff.  Or,  I 
could  single  out  each  chairman  of 
each  council,  each  committee,  and 
each  commission,  as  well  as  the  group 
as  a whole.  A fascinating  story  could 
be  told  of  their  activities.  Unfortun- 
ately, both  time  and  talent  are  limited. 
However,  the  members  of  this  House 
and  the  membership  of  this  Society 


DR.  McCLENAHAN 


owe  to  these  individuals  a vote  of 
confidence  and  a debt  of  gratitude  for 
the  services  they  have  performed  in 
our  behalf. 

I have  followed  the  work  of  our 
Auxiliary  carefully  and  read  in  detail 
their  President,  Mrs.  Manuel  A. 
Bergnes’  report.  You  need  go  no  fur- 
ther to  convince  the  members  of  this 
Society,  Mrs.  Bergnes,  of  the  impor- 
tance of  your  Auxiliary  to  us  and  to 
the  general  health  and  well-being  of 
the  people  of  our  Commonwealth 
when  you  state, 

“The  5,656  members  in  the  State 
were  all  actively  engaged  in  some 
phase  of  community  service.” 

Your  programs  are  so  many  and 
so  varied  that  I am  sure  no  other 


organization  in  the  State  could  ap- 
proach duplicating  them.  You  are  to 
be  especially  complimented  on  your 
statewide  educational  program  on 
venereal  disease.  We  note  with  genu- 
ine enthusiasm  your  success  in  reach- 
ing your  quota  for  the  Medical  As- 
sociation Education  and  Research 
Foundation.  Your  individual  con- 
tribution, Mrs.  Bergnes,  on  medical 
ethics  for  the  physicians’  wives  is  most 
commendable.  Our  sincere  thanks  to 
all  members  of  our  Auxiliary  and 
especially  to  your  officers.  I am  cer- 
tain Mrs.  Bergnes  has  a worthy  suc- 
cessor in  Mrs.  Ripp. 

Our  Auxiliary  is  getting  competi- 
tion— from  none  other  than  a bud- 
ding, growing,  and  enthusiastic  group 
of  organized  medical  assistants.  I 
understand  they  are  complementing 
each  other  in  some  activities.  I want 
the  members  of  the  Medical  Assistants 
Association  to  know  that  we  both 
know  and  respect  your  devotion  to 
our  members,  who  in  turn  are  your 
employers.  Our  Society  is  indeed  for- 
tunate to  have  two  such  loyal  and 
faithful  organizations.  Not  only  do 
you  deserve,  but  I can  assure  you,  you 
have  our  appreciation,  our  sincere 
confidence,  and  our  complete  coopera- 
tion. 

Mrs.  McClenahan  and  I have  had 
a busy,  busy  year.  I haven't  any  idea 
how  many  miles  we  have  traveled  by 
plane  or  automobile  or  train.  But  I 
can  tell  you  we  have  contributed  gen- 
erously to  Allegheny  Airlines,  the 
Pennsylvania  Railroad,  and  the  turn- 
pike toll  collection  system.  In  fact,  I 
have  seen  more  of  Mary  this  year 
than  I have  in  the  past  five  to  ten 
years  put  together.  This  has  been  one 
of  the  many  benefits  of  this  job.  We 
have  seen  all  four  corners  of  the  State 
and  if  some  of  you  haven’t  yet  toured 
the  Pennsylvania  Shortway  Interstate 
80,  we  can  assure  you,  you  are  in  for 
a distinct  treat  because  of  the  beauty 
which  will  surround  you  during  that 
trip.  I wish  to  acknowledge  publicly 
my  dependence  on  the  tolerance  and 
the  cooperation  of  my  wife  while 
attempting  to  carry  out  the  functions 
of  this  position. 

Wherever  we  went.  Scranton,  Read- 
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ing,  Pittsburgh,  Butler,  Erie,  Altoona, 
Williamsport,  Easton,  Bethlehem, 
Sunbury,  Philadelphia,  Lewistown, 
Pocono  Manor,  Hazleton,  Springfield, 
Gettysburg,  Penn  State,  Norristown, 
New  Castle,  and — oh  yes,  Harrisburg 
about  a hundred  times  or  more — we 
were  always  received  with  open  arms. 
Our  audiences  were  attentive  and 
-courteous;  our  stay  made  unusually 
pleasant  by  meeting  so  many  wonder- 
ful people,  and  we  made  many,  many 
new  friends.  The  drinks  had  obviously 
been  made  by  professionals,  and  the 
food  was  entirely,  entirely  too  good. 
How  can  you  beat  a situation  like 
that?  Mary  and  I want  those  among 
you  who  represent  these  areas  to  go 
back  home  and  re-express  for  us  our 
thanks  to  all  who  made  these  visits 
so  pleasant  and  so  rewarding. 

I would  never  want  to  leave  this 
platform  without  telling  you  of  our 
visit  to  our  neighboring  states  and 
having  the  opportunity  to  address 
briefly  their  respective  Houses  of  Dele- 
gates. All  of  them,  and  I mean  all 
of  them,  went  far  beyond  the  call  of 
duty  to  make  our  stay  a most  pleasant 
one.  And  do  they  know  how  to  enter- 
tain! Dr.  Collins,  please  thank  the 
members  of  the  New  Jersey  Society 
for  us;  and  Dr.  Wurzbach.  those  of 
yours  in  the  Society  in  New  York 
State;  and  Dr.  Bauer,  yours  in  Mary- 
land; and  Drs.  Corbitt  and  Lynch, 
those  of  yours  in  West  Virginia.  They 
may  live  in  the  hills  of  West  Virginia 
but  they  surely  know  how  to  turn  on 
that  southern  hospitality.  Dr.  How- 
ard, will  you  please  apologize  to 
members  of  the  Ohio  State  Society  for 
our  unfortunate  absence.  I guess  my 
wife  just  couldn’t  take  it  any  longer 
because  she  decided  to  have  a gall- 
bladder attack  between  state  visits. 
Michigan  is  holding  its  meeting  this 
week  at  the  same  time  as  ours,  and 
Delaware  next  month.  John,  I don’t 
know  whether  I will  turn  this  office 
over  to  you  or  not — you  know,  Mary 
and  I are  going  to  be  lost.  We  are 
seriously  thinking,  in  fact,  of  taking 
an  independent  tour  around  the  State 
to  renew  our  newly-made  friendships. 

Please  don’t  think  this  assignment 
is  all  fun.  In  fact,  it  is  very  demand- 
ing and  your  choice  of  president 
should  never  be  made,  and  I am  sure 
it  never  will  be,  on  a basis  of  con- 
geniality. A year  ago  a few  recom- 
mendations were  made  to  this  House 
•of  Delegates  by  your  incoming  presi- 


dent. Many  of  these  involved  pro- 
grams that  will  require  time  and  con- 
tinuation of  Society  involvement.  It 
is  my  sincere  hope  that  my  successor 
will  see  fit  to  lend  efforts  toward  their 
final  fruition  and  I will  be  glad  to 
help  him  in  any  way  I can  to  see  that 
these  ends  are  accomplished.  Other 
programs  have  been  completed.  My 
how  I would  love  to  tell  you  about 
these  now,  and  I recognize,  I might 
add,  my  how  you  would  hate  to  have 
me  do  that  right  now.  These  have 
all  been  detailed  in  your  1967  Official 
Report  booklet  which  I have  reviewed 
carefully  and  which  I commend  to 
you  for  reading.  Even  this  report  does 
not  convey  the  total  effect  or  effort — I 
know — for  I have  read  the  regular 
meeting  reports  of  every  council,  com- 
mission, and  committee  submitted  this 
year,  which  are  not  included  in  the 
report  itself. 


One  hesitates  to  mention  one  project 
over  another,  so  I will  refrain  from 
my  natural  instincts.  During  our 
travels  I met  a few  disenchanted  in- 
dividuals. They  tell  me  disenchant- 
ment is  good  for  one’s  soul  at  times. 
Possibly  so,  but  it  seems  to  me  every 
time  they  opened  their  mouths  they 
revealed  an  appalling  lack  of  definitive 
information  and  most  of  their  hori- 
zons were  limited  to  a cubicle  2 x 2 x 
6. 

They  stimulated  me  to  stimulate  the 
staff  for  information  I intend  to  send 
to  the  disenchanted.  Possibly  you  may 
be  interested.  This  study  does  not 
cover  the  miles  traveled  nor  the  hours 
devoted  by  the  AMA  delegations,  the 
members  of  special  committees  of  the 
Board,  nor  of  the  standing  commit- 
tees of  the  Society,  nor  the  special 
committees  of  the  House  of  Delegates, 
nor  of  its  officers. 


Members  of  the  Board 

Summarizing  all  the  figures,  we  arrive  at  the  following  conclusion  relative 
to  the  regularly  scheduled  Board  meetings. 

Yearly  Average  Time 

or  Distance  Yearly  Total  for 


Activity 

Per  Board  Member 

Entire 

Board 

Attending  Meetings 

49  hours 

735 

hours 

Studying  Agenda  Material 

10  hours 

150 

hours 

Travel  Time 

25  hours 

375 

hours 

Additional  Time  Away  from  Home 

40  hours 

600 

hours 

Total 

124  hours 

1,860 

hours 

Distance  Traveled 

1,375  miles  Approx.  20,600  mih 

Councilors 

Time  and  travel  other  than  Board  meetings. 

Yearly  Average 

Yearly 

Total 

or  Distance 

for 

All 

Activity 

Per  Councilor 

Councilors 

Committee  Assignments 

35  hours 

525 

hours 

Attending  Comity  Society  Meetings 

25  hours 

300 

hours 

Studying  Agenda  Material 

5 hours 

60 

hours 

Travel  Time 

13  hours 

156 

hours 

Total 

78  hours 

1,041 

hours 

Distance  Traveled 

700  miles 

8,400 

miles 

Combining  these  totals  with  the  first  set  of  totals  we  arrived  at,  we  get  th 

following: 

Total  hours  in  connection  with 

Board  meetings 

1,860 

hours 

Total  hours  in  connection  with 

Committee 

Assignments  and  Councilor  District 

Responsibilities 

1,041 

hours 

Total 

2,901 

hours 

78 
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In  addition  to  the  study  on  time 
and  miles  traveled  by  members  of 
the  Board,  we  had  a statistical  survey 
made  on  physicians  in  the  State  who 
are  not  members  of  our  Society.  Mr. 
Wert  summarizes  the  study  made  by 
the  Council  on  Public  Service  as 
follows: 

PHYSICIANS  IN  STATE  WHO 
ARE  NOT  MEMBERS  OF  THE 
PENNSYLVANIA  MEDICAL 
SOCIETY 

A Statistical  Survey 

Breakdown  by  county,  whether 

U.  S.  or  foreign  graduates,  and 

by  status  and  type  of  practice. 

Prepared  8-17-67  from  AM  A 

data  current  as  of  4-13-67. 

In  this  study,  data  on  4,647  medical 
school  graduates  residing  in  Penn- 
sylvania and  who  are  not  members  of 
the  Pennsylvania  Medical  Society 
were  analyzed. 

Of  this  total,  2,515  were  interns  or 
residents  and  of  the  remaining  2,132, 
403  are  graduates  of  foreign  medical 
schools. 

Of  the  4,647  graduates,  3,282  are 
in  Allegheny  and  Philadelphia  coun- 
ties. 

Excluding  interns  and  residents, 
1,321  of  the  2,132  medical  school 
graduates  in  the  state  are  in  Allegheny 
and  Philadelphia  counties. 

Again  excluding  interns  and  resi- 
dents, separation  by  status  and  type 
of  practice  shows  the  greatest  single 
category  to  be  general  practitioners — 
783,  with  68  of  them  being  foreign 
graduates. 

Of  the  101  full-time  specialists  who 
are  not  members,  only  four  are  foreign 
graduates. 

The  second  largest  category  is  made 
up  of  physicians  on  the  full-time  paid 
staff  of  hospitals — 384,  152  of  whom 
are  foreign  graduates. 

The  third  largest  category  is  full- 
time medical  school  faculty  members 
— 299,  66  of  whom  are  foreign  gradu- 
ates. 

Other  category  totals  are:  157  in 

research,  with  67  of  them  foreign 
graduates;  146  retired;  106  not  in 
practice  for  a variety  of  reasons,  and 
of  this  total,  67  are  females;  75  in 
preventive  medicine,  five  of  whom  are 
foreign  graduates;  42  in  administra- 
tive medicine,  one  of  whom  is  a for- 
eign graduate;  and  39  in  laboratory 
medicine,  14  of  whom  are  foreign 
graduates. 

I am  pleased  to  see  our  relations 
with  allied  medical  groups,  and  espe- 
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dally  our  relations  with  the  nursing 
associations,  are  hopefully  being  im- 
proved and  cemented.  I call  your  at- 
tention to  the  October,  1967.  joint 
meeting  of  the  members  of  our  Society 
with  representatives  of  the  nursing 
groups  to  be  held  in  Harrisburg,  Penn- 
sylvania. Dr.  Malcolm  Miller  and  his 
Committee  are  to  be  commended  for 
their  efforts  which  I hope  are  only 
the  beginning  of  cemented  relations 
with  many  allied  groups. 

I want  to  congratulate  Carl  Lechner 
on  his  getting  our  medical  schools  to 
contribute  as  individual  units  to  single 
issues  of  Pennsylvania  Medicine.  This 
is  a program  which  he  and  I dis- 
cussed over  a year  and  a half  ago, 
and  it  is  my  personal  opinion  that  it 
has  added  stature  to  Pennsylvania 
Medicine. 

As  previously  mentioned,  my  year 
as  your  President  has  been  a demand- 
ing one,  possibly  because  I made  it 
so.  The  total  business  involvement 
coupled  with  the  total  public  appear- 
ances, many  of  which  require  pre- 
pared speeches,  coupled  with  the  ap- 
pearances at  neighboring  state  func- 
tions as  guests,  constitutes  a truly  full- 
time job,  which  in  reality  is  largely 
done  at  night  and  on  weekends  while 
carrying  on  your  regular  work.  When 
I accepted  the  position  I did  so  with 
my  eyes  open.  I have  no  regrets.  It 
has  been  the  most  rewarding  experi- 
ence of  my  life.  For  this  I must  ex- 
press my  personal  appreciation  first 
to  the  Allegheny  County  Medical 
Society  delegation  to  this  House  for 
placing  my  name  in  nomination,  and 
second  to  you  the  members  of  this 
House  of  Delegates,  many  of  whom 
either  did  not  know  me  personally, 
and  many  of  whom  may  or  may  not 
have  even  heard  of  me,  but  who  had 
confidence  in  the  opinion  of  the  Alle- 
gheny County  Medical  Society’s  dele- 
gation. I am  sincerely  grateful  for  this 
honor  and  I thank  all  of  you  from 
the  depths  of  my  heart.  But  don’t  be 
fooled.  As  happy  as  I am  to  have 
been  your  President,  during  which 
time  you  gave  me  the  opportunity  to 
contribute  to  the  good  of  Pennsylvania 
Medicine.  I would  not  want  any  parts 
of  a second  term  unless  I was  rich 
and  unemployed.  For  your  informa- 
tion, I am  not  rich,  but  as  of  Novem- 
ber 1,  I will  be  unemployed. 

I leave  this  office  with  fond,  fond 
memories.  If  I live  to  be  ninety  I 
will  still  be  trying  to  live  on  those 
memories.  You  may,  and  likely  will, 
forget  me,  but  I can  assure  you  that 
I will  never  forget  you.  It  is  simply 


amazing  how  well  the  democratic  sys- 
tem works.  When  one  in  the  position 
of  leadership  leaves,  another  more 
capable  steps  into  his  shoes.  In  John 
Harris  you  have  a seasoned  veteran 
in  contrast  to  your  present  upstart. 
I have  tremendous  respect  for  John; 
and,  John,  I can  assure  you  of  the 
complete  cooperation  of  this  House  of 
Delegates  and  its  staff. 

While  I admit  (and  this  I assure 
you  is  an  admission  that  I seldom 
make)  I am  tired;  nevertheless,  on 
the  one  hand  I reluctantly,  but  on  the 
other  hand  quite  willingly,  turn  over 
the  reins  to  Dr.  Harris.  It  is  my 
prerogative  to  note  that  for  these  past 
twelve  months  I can  say  honestly  that 
I have  tried  my  best  to  carry  the  ball 
for  this  Society.  It  is  for  you,  not  me, 
to  determine  whether  I have  carried 
that  ball  successfully  or  otherwise. 

John  Harris,  you  have  experience 
in  responsibility  ahead  of  you  that  is 
given  to  only  a few.  I wish  you  suc- 
cess and  happiness  in  your  term  of 
office.  As  I leave  this  rostrum,  I re- 
quest that  any  applause  that  may  be 
given  be  done  so  in  respect  for  the 
girl  who  made  life  possible  during  this 
past  year. 

Appendix 

(The  following  portion  not  presented 
orally) 

PaMPAC 

Recently  there  has  been  a drop 
in  our  individual  participation  in 
PaMPAC.  Part  of  this  is  typical  of 
a non-election  year.  We  owe  a great 
deal  as  physicians  to  the  constant  and 
vigilant  efforts  of  the  members  of 
PaMPAC,  which  can  only  be  success- 
ful through  individual  participation.  1 
fully  agree  with  the  President  of  the 
American  Medical  Association,  Dr. 
Rouse,  that  continued  support  of  this 
group  is  of  paramount  importance. 
Dr.  Rouse,  in  a recent  letter  addressed 
to  me,  stated: 

“This  year  of  preparation  is  already 
more  than  half  over.  Yet,  we  can- 
not relax  our  effort  to  build  mem- 
bership by  one  iota.  We  will  be 
prepared  for  1968  only  to  the  de- 
gree that  we  are  successful  in  build- 
ing and  training  our  membership 
in  this  non-election  year. 

“You  are  one  of  Medicine’s  leaders. 
Let  me,  therefore,  urge  you  to  use 
all  of  your  influence  in  the  months 
ahead  in  order  to  complete  the  job 
that  all  of  us  must  help  to  do. 

“The  political  movement  is  vital 
to  Medicine's  well-being.  Pennsyl- 
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vania  is  a vitally  important  state  to 
the  PAC  movement.” 

The  American  Medical  Associa- 
tion’s House  of  Delegates  took  this 
official  action  while  gathered  in  At- 
lantic City: 

"RESOLVED,  That  the  members 
of  this  House  of  Delegates  urge  the 
leaders  and  membership  of  their 
local  organizations  to  continue  their 
support  of  their  own  State  PAC  or- 
ganization and  AMPAC  and  to 
demonstrate  their  support  by  a 
membership  contribution  and  par- 
ticipation in  local  PAC  programs.” 

The  resolution  was  adopted. 

Dr.  Rouse  went  on  to  state  in  his 
letter  to  me: 

"If  we  do  not  act  now,  we  cannot 
complain  later  if  our  freedoms  are 
lost  by  default.” 

Efforts  should  be  made  to  identify 
the  reasons  for  the  drop  in  participa- 
tion and  overcoming  of  the  same. 
Need  I remind  you  of  the  depth  of 
socialistic  trends  in  the  minds  of  those 
in  Washington,  often  directly  involved 
in  health  legislation? 

A year  ago  I suggested  that  our 
position  in  the  political  field  should 
be  a positive  one,  non-partisan  in  an- 
ture,  and  known  to  all.  I proposed 
that  efforts  should  be  made  to  estab- 
lish better  relations  at  all  levels  of  state 


government.  I believe  1 am  safe  in 
stating  that  our  relationships  at  the 
state  level  of  government  are  excel- 
lent, far  exceeding  many  of  those  of 
the  past,  as  manifested  by  the  excel- 
lent rapport  between  our  two  bodies. 
For  this  a great  deal  of  credit  goes 
to  our  Council  on  Governmental  Rela- 
tions and  the  staff.  My  congratula- 
tions to  all  involved.  However,  lest 
we  become  careless,  let  me  warn  you 
this  is  a never-ending  problem  par- 
ticularly in  view  of  the  constantly 
changing  faces  in  the  political  arena. 
At  times  it  is  like  dancing  with  an 
octopus — you  don’t  know  which  arm 
to  hold.  A great  deal  can  be  and 
should  be  done  at  the  county  level.  As 
I view  it,  there  are  among  others,  two 
very  important  points  at  county  level: 

( 1 ) Meetings  to  be  held  with  your 
local  legislators  from  time  to 
time,  and,  of  equal  impor- 
tance, 

(2)  A knowledgeable  physician  or 
physicians  in  legislative  mat- 
ters with  a health  component 
to  discuss  such  problems  with 
the  legislators  on  an  intelligent 
level. 

Staff  visitations  with  these  partici- 
pating physicians  at  times  could  help 
greatly.  NOTE:  Re — Mr.  Perry  and 
Mr.  Craig.  / recommend  the  above 
be  implemented. 


Public  Law  89-97 
Title  XVIII 

With  you  I have  lived  through  the 
first  year  of  medicare.  Our  pre-medi- 
care fear,  shared  by  government  it- 
self, of  over-crowding  of  hospitals  has 
fortunately  been  found  unwarranted 
in  many  areas,  in  fact  in  most  areas. 
There  has  been  added  red  tape  and 
delays  in  payment  in  the  experience 
of  both  hospitals  and  physicians.  Both 
the  government  and  the  intermediaries 
have  made  honest  attempts  to  improve 
these  problem  areas.  The  hospitals, 
in  which  most  of  us  work,  find  it  diffi- 
cult to  make  ends  meet  with  the  cur- 
rent reimbursement  formulas.  As  an 
Organization,  we  should,  in  my  opin- 
ion, he  sympathetic  to  the  hospital’s 
dilemma.  It  will,  however,  I believe, 
in  many  instances  force  hospitals  into 
new  cost  accounting  areas  that  should 
eventually  bring  to  light  many  hereto- 
fore uncovered  actual  costs  of  hospital 
specifics. 

It  is  not  one  bit  surprising  to  me 
that  actual  costs  of  medicare  are  high 
and  above  governmental  predictions, 
for  did  we  not  ourselves  long  and 
loudly  make  such  predictions?  Medi- 
cine must  admit,  as  a result  of  medi- 
care a large  number  of  the  sixty-five 
and  older  group  have  had  access  to 
good  medical  care  that  previously, 
even  though  available,  they  may  have 
been  reluctant  to  seek. 

On  the  negative  side,  true  analysis 
will  show  thousands  of  sixty-five  and 
over  patients  have  received  a good 
quality  of  care  paid  for  by  the  federal 
taxes  when  they  were  perfectly  able 
and  willing  to  pay  for  those  services 
themselves.  This  we  objected  to  be- 
fore medicare  and  we  still  object  to 
such  a philosophy.  I would  be  quick 
to  remind  those  administrators  of 
medicare  who  are  now  publishing 
broadly,  for  public  consumption,  sta- 
tistical facts  related  to  the  large  num- 
ber of  patients  receiving  care  under 
medicare,  that  I haven’t  seen  a single 
reference  by  any  of  them  to  the  per- 
centage of  those  who  could  or  would 
have  willingly  paid  their  own  bills:  yet 
these  same  administrators  are  now  lit- 
erally throwing  in  the  crying  towel 
because  of  total  costs. 

I have  been  amazed  at  the  total 
number  of  physicians  accepting  assign- 
ments and  I am  reasonably  sure  the 
medicare  administrators  are  not  only 
just  as  surprised,  but  openly  pleased. 
Both  they  and  we  recognize  the  Act 
stipulates  this  as  the  physician’s  privi- 
lege. 

On  the  negative  side  is  the  almost 
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ridiculous  total  failure  of  many  high 
administrators  of  the  program  to  ad- 
mit that  the  Act  also  provides  the  right 
of  direct  billing  by  the  physicians  and 
in  doing  so  he  is  not  only  not  violating 
the  law  but  is  actually  carrying  out 
that  particular  provision  of  the  Act  as 
it  is  written.  Men  like  Mr.  Ball,  who 
allegedly  has  implied  that  physicians 
who  do  direct  billing  are  in  effect  at- 
tempting to  sabotage  the  program 
should  know  better  and  should  be 
more  careful  of  their  alleged  state- 
ments. In  doing  so,  it  is  my  opinion, 
that  such  officials  are  stooping  below 
the  level  of  their  own  dignity.  May 
I suggest  that  Mr.  Ball  and  his  coun- 
terparts be  strictly  honest  with  both 
themselves  and  their  public  and  admit 
that  whatever  the  success  of  medicare 
may  be,  it  is  in  a large,  large  measure 
the  direct  result  of  the  cooperation  of 
the  members  of  the  medical  profes- 
sion who  themselves  are  the  respectors 
of  existing  laws. 

Title  XIX 

By  this  time  deep  interest  is  being 
manifested  in  Title  XIX  by  the  physi- 
cian, and  well  he  should.  However,  I 
must  say  it  is  entirely  too  early  to 
come  to  any  realistic  conclusions  rela- 
tive to 

(a)  the  administration  of  the  pro- 
gram; and 

(b)  its  effects  on  patterns  of  medi- 
cal care. 

However,  I feel  compelled  to  make 
I certain  references  to  the  program  and 
its  present  status  in  this  state. 

As  you  are  well  aware,  when  I took 
office  the  Welfare  Department  had 
been  designated  to  administer  the  pro- 
gram. Early  contacts  were  made  by 
me  with  the  leaders  of  that  Depart- 
ment in  the  hope  that  our  viewpoints 
then  and  later  would  be  made  clear 
and  in  so  doing  they  might  gain  more 
substance  and  more  respect.  Repeat- 
edly, at  both  a public  meeting  con- 
ducted by  the  Welfare  Department, 
and  meetings  too  numerous  to  men- 
tion between  our  officers  and  staff  with 
the  Welfare  Department,  our  position 
was  made  clear.  In  substance  we  re- 
quested, for  very  obvious  reasons,  that 
early  talks  with  Blue  Shield  be  initiated 
for  the  purpose  of  designating  Blue 
Shield  as  the  carrier,  and  second  that 
the  concept  of  the  prevailing  fees  be 
the  goal  of  the  Department  of  Wel- 
fare. It  was  clearly  pointed  out  that 
the  Pennsylvania  Medical  Society 
officially  stood  solidly  behind  this 
concept. 


Months  went  by  with  very  little  evi- 
dence of  the  Welfare  Department  pre- 
paring for  the  July  1 deadline  for 
Title  XIX.  There  was,  in  my  opinion, 
obvious  and  even  possibly  intentional 
dragging  of  feet  someplace  along  the 
line. 

When  budget  time  came  along, 
much  to  our  surprise  and  very  much 
to  our  disappointment,  the  Welfare 
Department  did  that  which  we  had 
feared  for  almost  a year  or  more.  To 
wit:  they  presented  to  the  legislature 
a budget  which  would  only  pay  physi- 
cians’ fees  at  the  rate  of  the  old  Blue 
Shield  Plan  A.  Herein  lies,  in  my 
opinion,  the  crux  of  the  matter.  In 
our  opinion  there  was  no  reason  why 
a realistic  budget,  on  a prevailing  fee 
concept,  could  not  have  been  pre- 
sented to  the  legislature.  Had  this 
been  done,  many  of  our  current  prob- 
lems with  Title  XIX  might  have  been 
solved  or  never  have  occurred — even 
if  they  could  not  have  been  paid  for 
in  full. 

The  PMS  has  presented  a position 
paper  on  this  program.  This  has  been 
published  for  the  reading  of  our  mem- 
bers. I can  see  no  reason  to  retract 
from  that  position.  / suggest  this  body 
re-affirm  its  support  of  this  position 
paper.  We  should  all  recognize  that 
Secretary  Georges  inherited  an  un- 
healthy situation  when  made  director 
of  the  Department  of  Welfare.  We 
know  he  cannot  correct  that  which 
we  recognize  to  be  an  already  estab- 
lished error  in  submission  of  the  bud- 
get by  the  Welfare  Department;  but 
you  and  I can  urge  him,  before  an- 
other year  is  over,  to  try  to  get  the 
legislative  authorities  to: 

(1)  Accept  the  prevailing  fee  con- 
cept and  purposefully  work  to- 
ward that  end 

(2)  Try  to  establish  early  contact 
with  Blue  Shield  for  the  pur- 
pose of  setting  up  a contract 
with  them  as  the  carrier  to  ad- 
minister Title  XIX  physician 
fees;  and 

(3)  To  present  a realistic  budget 
to  the  legislature  when  the  next 
year  rolls  around. 

Although  the  privilege  of  direct 
billing  under  Title  XIX  is  not  specifi- 
cally endorsed  by  the  Act,  neverthe- 
less, its  injection  of  and  insistence 
that  a quality  of  care  commensurate 
with  that  of  any  other  in  the  same 
community  as  well  as  specifically  ac- 
knowledging the  need  of  adjustment 
to  the  point  of  paying  a realistic  fee 


for  the  procedures  of  service,  clearly 
points  in  this  direction.  I suspect  the 
fear  of  inflation  may  influence  the 
legislators’  thinking  on  this  problem. 
I also  suspect  the  legislators’  fear  of 
accepting  the  right  of  direct  billing 
as  a method  of  payment  of  service 
fees  under  Title  XIX  is  confused  with 
that  of  the  actual  billing,  by  the  pro- 
vider of  services  for  the  indigent  pa- 
tient. Traditionally,  the  physician  has 
been  more  than  considerate  in  these 
circumstances.  He  still  must  live  with 
himself  and  with  his  conscience.  The 
latter  would  bother  him,  I am  sure, 
if  he  felt  he  was  overcharging  an 
indigent  patient.  The  philosophy  of 
retention  of  the  right  to  direct  billing 
is  the  real  issue  as  the  physician  sees 
it,  not  nearly  so  much  the  actual  act 
of  the  billing. 

I feel  an  unrealistic  situation,  as  far 
as  payment  of  physicians  under  Title 
XIX  is  concerned,  has  been  created. 
Specifically  I refer  to  the  following: 

(1)  Physicians  traditionally  have 
taken  care  of  the  indigent  pa- 
tient— usually  at  no  cost  to  the 
recipient  or  at  a greatly  re- 
duced cost. 

(2)  Physicians  traditionally  have 
no  objection  to  a program  such 
as  that  of  Title  XIX.  We  have 
always  encouraged  the  philoso- 
phy that  government  should 
provide  for  health  care  of  the 
indigent.  In  reality  Title  XIX, 
in  its  broadest  concept,  is  our 
program. 

(3)  The  government  now  comes 

along  and  adds  the  following 
features  under  Title  XIX  (for 
care  of  indigent): 

( 1 ) They  are  providing  health 
care  to  all  indigent  pa- 
tients. 

(2)  The  economic  level  of  in- 
digency is  set  by  the  in- 
dividual state. 

(3)  They  insist  the  care  given 
these  patients  be  of  the 
highest  quality — equiva- 
lent to  that  provided  for 
any  other  group. 

(4)  They  will  no  longer  be 
satisfied  to  let  the  patient 
seek  his  care,  but  the  care 
is  theoretically  going  to  be 
carried  out  into  the  area 
of  the  patient  in  many 
cases. 

(5)  They  recognize  the  need 
of  payment  of  realistic 
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fees  to  the  provider  for 
these  services. 

(6)  They  will  financially  re- 
imburse the  state  agency 
administering  this  pro- 
gram to  an  extent  of  50 
percent  to  83  percent. 

The  unrealistic  situation  is  that, 
while  physicians  traditionally  have 
rendered  free  services  or  services  at 
a markedly  reduced  fee  to  the 
indigent,  depending  on  the  case,  the 
government  has  offered  to  reimburse 
a percentage  of  the  total  cost  of  the 
program  provided  the  states  increase 
both  the  number  of  services  provided 
and  the  quality  of  those  services,  and 
also  the  total  number  of  individuals 
to  whom  the  services  are  being  ren- 
dered, as  well  as  permitting  the  in- 
dividual state  to  set  its  own  level  of 
indigency.  This  has  produced  a di- 
lemma on  the  part  of  a number  of 
individual  state  agencies  who  have 
been  designated  to  administer  the  pro- 
gram in  that  a number  of  them  can’t 
see  how  they  will  be  able  to  pay  their 
share  of  the  total  costs,  particularly 
physicians’  fees,  on  a prevailing  fee 
basis  in  spite  of  the  fact  that  the 
federal  government  has  made  it  quite 
clear  that  realistic  fees  should  be  paid 
for  these  services.  One  should  not 
lose  sight  of  the  psychological  prob- 
lem involved  in  that  preceding  Title 
XIX  the  physicians  were  reducing 
their  fees  in  a bill  submitted  directly 
to  the  indigent  person,  and  which  the 
indigent  himself  paid  if  possible,  but 
under  the  present  circumstances  the 
physician  is  required  to  render  a bill 
for  his  services  for  the  indigent  to  a 
governmental  agency. 

I have  been  advised  that  the  Wel- 
fare Department  of  this  state  feels  that 
they  will  never  reach  the  place  of 
paying  the  prevailing  fee  for  Title 
XIX  cases.  Their  reasoning  is  that 
most  of  Blue  Shield's  cases  today  are 
paid  for  at  Plan  B rates,  and  there- 
fore they  allege  it  would  be  unrealistic 
to  pay  now  or  later  prevailing  fees 
for  Title  XIX  cases.  A review  of  this 
situation  reveals  that  approximately 
20  percent  of  Blue  Shield  cases  are 
under  the  prevailing  fee  setup  at  the 
present  time,  which  conceivably  could 
make  the  Welfare’s  present  position 
on  this  matter  seem  sound.  However, 
I would  remind  the  Welfare  Depart- 
ment that  the  prevailing  fee  concept 
is  relatively  new,  that  it  is  moving 
forward  at  a very  rapid  rate,  and  that 
many  new  Blue  Shield  contracts  are 
being  negotiated  under  the  prevailing 


fee  concept.  In  view  of  this  position. 
Welfare’s  argument  will  not  hold 
water  over  a very  long  period  of  time. 

I am  informed  that  a total  of  thirty- 
three  states  have  implemented  pro- 
cedures for  the  payment  of  physicians’ 
fees  under  Title  XIX.  Of  these  thirty- 
three,  some  twenty-two  have  desig- 
nated a state  agency  to  administer  the 
program  including  the  payment  of  the 
physicians’  fees;  eleven  have  desig- 
nated a Blue  Shield  plan  for  this  pur- 
pose; ten  of  these  handle  the  physi- 
cians’ fees  on  a usual  and  customary 
basis;  and  one  of  these  on  a usual  and 
customary  fee  basis,  plus  an  added 
feature  that  I will  not  go  into  now. 
There  is  a very  definite  national  trend 
toward  the  payment  of  physicians  on 
a usual  and  customary  fee  basis  in- 
cluding those  patients  under  Title 
XIX.  It  is  to  be  hoped  that  the 
Secretary  of  Health  and  the  Secretary 
of  Welfare  will  look  at  this  problem 
in  a very  realistic  manner. 

Public  Law  89-749 — 

Comprehensive  Health  Care  Planning 

The  subject  material  covered  under 
this  Act  is  of  such  a broad  nature 
that  you  may  find  it  being  referred 
to  under  various  titles.  Call  it  what 
you  may,  basically  it  refers  to  health 
facility  planning. 

Many  people,  and  a wide  variety  of 
organizations,  are  becoming  involved 
in  creating  guidelines  and  hopefully 
becoming  a part  of  its  implementa- 
tion. Time  has  not  permitted  a thor- 
ough understanding  of  its  possibilities 
by  most  individuals,  including  physi- 
cians. From  the  standpoint  of  poten- 
tial, it  is  my  personal  feeling  that  this 
Act  could  result  in  greater  changes  in 
patterns  of  the  delivery  of  health  ser- 
vices than  all  of  the  other  recently 
passed  governmental  health  acts  put 
together. 

In  the  manuscript  I submitted  to 
this  House  one  year  ago,  I charged  a 
newly-created  commission  “to  gather 
all  the  important  facts  at  its  disposal 
on  this  very  important  subject;  see 
that  this  information  is  disseminated 
to  our  members  in  words  that  are  not 
cloaked  in  mystery;  review  the  plan- 
ning needs  of  the  various  areas  of  this 
state;  initiate  planning  through  local 
organizations  where  indicated  and  act 
as  advisors  to  local  planning  groups.’’ 

“.  . . and  hopefully  maintain  a 
voluntary  approach  to  the  entire  prob- 
lem.” 

Our  Commission  on  Health  Facility 
Planning  is  to  be  commended  for  their 


excellent  start,  but  there  remains 
much,  much  to  be  done.  / would  re- 
urge this  Commission  to  proceed  with 
its  charge  with  thoughtful  and  con- 
sidered haste  and  renewed  efforts. 

Specialty  Croups 

During  my  year  of  Presidency,  I 
have  from  time  to  time  been  con- 
fronted with  problems  related  to  spec- 
ialty groups.  A year  ago,  relative  to 
direct  billing,  I suggested  our  Society 
would  gladly  offer  its  help,  arrange 
for  and  conduct  a meeting  of  all  in- 
terested parties  and  hopefully  bring 
about  reason  and  satisfaction  out  of 
what  appeared  to  be,  at  that  time, 
possibly  chaos.  J.  Eugene  Ruben, 
M.D..  Chairman  of  the  Commission 
on  Hospital  Relations,  informs  me 
that  we  didn’t  have  a single  taker.  The 
very  fact  that  there  appear  differences  I 
at  times  between  specialty  groups  and 
the  State  Society,  highlights  a problem. 
Such  differences,  as  do  most  differ- 
ences, arise  from  improper  communi- 
cation and  may  result  in  serious  frag- 
mentation. This  would  be  fragmenta- 
tion that  is  certainly  not  needed.  This 
is  particularly  true  in  light  of  the 
fact  that  we  are  actually  all  members 
of  the  parent  organization;  namely, 
the  State  Society.  In  some  manner 
or  other  efforts  of  this  Society  should 
be  directed  hopefully  toward  the 
elimination  of  such  fragmentation. 

The  Committee  to  study  the  Soci- 
ety's objectives  under  the  very  able 
direction  of  Wilbur  E.  Flannery, 
M.D..  has  given  this  matter  careful 
consideration.  I recommend  their  re- 
port to  you  for  reading.  I concur 
with  their  opinions  as  noted  in  that 
report. 

The  very  term  “specialty  groups” 
connotes  special  interest.  As  a So- 
ciety we  should  be.  and  are,  interested  3 
in  many  of  their  special  problems.  I 
suspect  many  of  these  groups  are  not  P 
aware  that  they  have  access  to  our  |( 
Board  at  any  and  all  times,  merely 
on  request.  / suggest  that  this  in-  ' 
formation  he  re-forwarded  to  the  sec-  I 
ret  ary  of  each  existing  specialty  group  ( 
in  the  State  of  Pennsylvania  by  staff, 

Official  representation  of  these  f 
groups  in  this  House  of  Delegates 
would  not,  in  my  opinion,  be  in  con- 
flict with  the  Society's  objectives  nor 
with  the  Committee  on  Objectives’  ,! 
stated  report.  Such  representation 
conceivably  could  compliment  the 
Delegates'  general  information  on  spe- 
cialty problems. 

Blue  Shield  finds  itself  becoming 
more  and  more  involved  in  payment 
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of  physicians  in  a higher  and  higher 
percentage  of  the  total  number  of 
medical  cases  in  Pennsylvania.  Inas- 
much as  physicians  are  so  deeply  in- 
volved, I suggest  the  Board  of  Trustees 
consider  having  a representative  of 
Blue  Shield  sit  in  at  its  meetings 
as  an  ex  officio  member  for  advice 
and  consultation  on  a regular  basis. 

Continuing  Medical  Education 

The  importance  of  continuing  medi- 
cal education  of  the  members  of  our 
Society  is  known  to  all.  How  it  is  to 
be  done  is  an  entirely  different  mat- 
ter. In  light  of  this,  shortly  after  as- 
suming the  Presidency,  I asked  the 
Convention  Program  Committee  to: 

(a)  Plan  for  the  1967  Annual  Sci- 
entific Program,  for  which  in- 
cidentally, I wish  to  congratu- 
late Dr.  Moyer  and  his  com- 
mittee on  a magnificent  job 
completed;  and 

(b)  To  consider  in  detail  recom- 
mendations directed  toward  a 
long  range  coordinated  pro- 
gram for  this  state. 

Their  efforts  in  this  direction  have 
been  legion  and  to  them  I extend  my 
thanks.  That  all  members  of  our  So- 
ciety dealing  in  one  phase  or  another 
in  programs  with  a medical  education- 
al component  do  not  necessarily  agree 
with  the  Convention  Program’s  rec- 
ommendation, I believe,  is  important 
only  in  that  it  is  a healthy  sign.  1 hope 
their  recommendations,  as  well  as 
those  of  others,  will  be  given  very 
serious  thought  and  consideration,  for 
only  through  such  methods  can  we 
reach  realistic  conclusions  in  this  im- 
portant area.  In  view  of  the  possible 
conflict  in  ideas  of  those  involved  in 
one  way  or  another  with  programs 
with  an  educational  component,  it 
would  be  my  feeling  that  this  subject 
material  should  be  reviewed  by  the 
proper  body,  with  recommendation  to 
be  made  to  the  Board  and/  or  House 
if  necessary  for  the  earliest  possible 
implementation. 

Pharmaceutical  Problems 

Two  of  the  most  loyal  friends  of 
the  medical  profession  are  the  phar- 
macist and  the  pharmaceutical  houses. 
The  basis  of  friendship  is  understand- 
ing— a sympathetic  understanding  of 
each  other’s  problems.  Both  sympathy 
toward,  and  understanding  of,  is  based 
on  knowledge. 

Recently  we  have  heard  a great  deal 
of  “generic-named  drugs  versus  non- 
generic,” or  “brand  name”  drugs.  It 
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seems  so  clear  and  simple  to  an  un- 
knowledgeable  individual  that  you  can 
pay  $0.75  a dozen  for  a generic-named 
drug,  or  on  the  other  hand  pay  $1.35 
a dozen  for  a trade-name  drug,  and 
therefore  the  latter  must  be  padding 
the  bill.  This  is  the  depth  of  the 
knowledge  of  the  average  individual 
relative  to  this  problem.  However,  we 
all  know  there  is  a difference  in  a 
horse-drawn  street  car  at  5c  a ride — a 
motor-driven  street  car  at  25c  a ride — 
and  an  automotive  bus  at  40c  a ride; 
our  wives  know  of  rabbit  fur  stoles 
and  mink  stoles;  you  and  I know  of 
shirts  at  3 for  $2.50  and  a brand- 
name  shirt  at  $7.50  a piece.  There 
are  some  crooked  auto  dealers  and 
there  are  legitimate  auto  dealers;  there 
are  cut-rate  pharmacies  and  legitimate 
pharmacies;  there  are  second  rate 
vaudeville  shows  with  belly  dancers 
and  shows  of  the  legitimate  stage. 
There  is  an  old,  old  dictum,  but  a 
very  true  one,  “When  you  buy  a suit 
you  get  what  you  pay  for.” 

For  years  the  Defense  Department 
has  either  itself  tested  all  drugs  it 
buys  for  our  soldiers,  sailors,  and 
marines,  or  farms  the  testing  problem 
out  to  others. 

There  seem  to  be  two  alternatives. 

( 1 ) Have  the  Food  and  Drug  Ad- 
ministration test  all  pharmaceutical 
products  for  quality,  purity,  etc.,  etc., 
before  allowing  them  to  be  put  on  the 
open  market,  an  overwhelming  and 
costly  task  to  say  the  least.  If  this 
should  be  done  I can  hear  great  cries 
of  government  intrusion  being  raised 
by  such  an  act,  but  still  this  would  be 
a specific  step  toward  accomplishing 
a specific  end,  and/or 

(2)  Remaining  “status  quo” — 
which  means  a continuation  of  govern- 
ment probing,  resulting  in  unfair  poor 
public  relations  for  the  pharmaceuti- 
cal houses  and  possibly  the  release  to 
the  public  of  a poor  quality  of  drugs. 
As  our  friends,  I feel  we  as  a Society, 
should: 

( 1 ) Reaffirm  our  confidence  in 
them;  and 

(2)  As  individuals  do  all  we  can 
to  notify  patients  of  the  true 
story  of  “generic  drugs  versus 
brand  name  drugs,”  as  well  as 
some  of  the  deficiencies  associ- 
ated with  the  former. 

State-owned  Hospitals 

I wonder  if  it  is  not  time  for  our 
Society  to  consider  taking  a position 
on  the  continuation  of  our  ten  state- 
owned  hospitals.  It  is  my  understand- 


ing that  the  budget  for  this  current 
year  for  these  ten  hospitals  is  in  the 
neighborhood  of  $15,000,000.  They 
are,  by  and  large,  in  competition  with 
other  community-owned  hospitals 
which  are  community  supported.  I 
am  told  hospital  positions  are  politi- 
cal appointments  and,  therefore,  po- 
litical plums.  Such  appointments  are 
very  apt  to  generate  a poor  quality 
of  medical  care. 

In  the  light  of  improved  highways 
and  relative  ease  of  transportation;  of 
the  ever  increasing  costs  of  hospital 
upkeep;  of  the  very  obvious  inequities 
created  by  the  state-owned  hospital’s 
very  existence  in  comparison  with  the 
community-supported  hospital;  of  the 
established  and  well  documented  po- 
litical domination  of  these  institutions; 
of  the  possible  change  of  politically- 
appointed  personnel  with  each  change 
of  party  in  government  administra- 
tion; of  the  possible  lack  of  scientific 
stimulation  to  produce  an  ever  in- 
creasing improvement  of  quality  of 
care  of  their  patients,  I believe  the 
Pennsylvania  Medical  Society  owes  to 
the  state  of  health  of  the  individuals 
of  our  Commonwealth  the  right  and 
obligation  to  make  a study  of  this 
situation,  for  the  purpose  of  making 
any  indicated  conclusions  available  to 
the  public.  It  is  one  of  my  recom- 
mendations that  our  Society  make 
such  a study  and  report  its  findings 
to  the  public. 

Health  Manpower  Shortage 

Our  Society  is  very  much  concerned 
over  the  manpower  shortage  in  the 
health  care  field.  The  health  care 
workers  are  very  glibly  telling  every- 
one who  will  listen  about  indications 
for,  and  advantages  of,  the  future 
“Medical  Assistant”  even  though  a 
Medical  Assistant  is  an  unknown 
quantity  at  this  date.  Just  what  is 
this  unknown  quantity,  what  will  he 
do,  and  what  kind  of  license  will  he 
have?  Could  he  be  an  inadequately 
trained  product  who  eventually  will 
be  actually  practicing  some  degree  of 
medicine?  Will  he  be  an  asset  to  the 
physician  or  will  he  turn  out  to  be  a 
drug  on  the  market,  innocently  con- 
tributing to  a poor  quality  of  medi- 
cal care  to  the  community?  I see  no 
reason  to  jump  on  the  health  plan- 
ners’ medical  assistants  cure-all  for 
medical  manpower.  This  product  is 
one,  as  all  other  medical  products  in 
the  past  have  been,  that  must  be  thor- 
oughly tested,  carefully  observed,  and 
closely  supervised  by  the  medical  pro- 
fession. Failure  to  follow  such  sound 
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procedures  could  produce  a great 
headache  in  the  delivery  of  an  ade- 
quate high  quality  of  care.  1 would 
suggest  that  the  proper  body  of  this 
House  be  delegated  to  keep  close  ob- 
servation on  the  development  of  the 
so-called  Medical  Assistant,  and  be  in 
position  to  report  any  and  all  in- 
formation relative  to  this  individual 
to  this  House  at  any  time  when  re- 
quested to  do  so. 

Improvement  in  Communications  at 
County  Level 

My  observations  lead  me  to  believe 
one  of  the  failures  in  our  communica- 
tion system  is  due  to  lack  of  adequate 
organization  in  some  of  our  counties, 
particularly  those  with  a relatively 
small  number  of  physicians.  / feel 


staff  might  be  justified  in  making 
studies  in  cooperation  with  the  repre- 
sentative societies  of  the  possibility  of 
organizing  several  such  counties,  mak- 
ing it  possible  thereby  for  them  to 
hire  an  Executive  Secretary  and  pos- 
sibly other  staff,  with  the  hope  that 
communications  in  its  broadest  sense 
might  be  improved  with  the  area’s  in- 
di vidual  physicians. 

Board-Referred  Materials 

It  is  the  prerogative  of  an  incom- 
ing President  to  suggest  programs  to 
this  House.  The  House  not  infre- 
quently refers  a number  of  resolu- 
tions to  the  Board  of  Trustees.  The 
Board  holds  a re-organization  meet- 
ing immediately  upon  the  adjournment 
of  the  House.  Under  the  present  cus- 


tom, the  next  Board  meeting  is  not 
held  until  the  latter  half  of  January  of 
the  following  year.  This  can  mean 
that  important  programs  are  delayed 
for  a minimum  of  four  months.  The 
months  of  July,  August,  and  Septem- 
ber are  practically  useless  as  far  as  the 
institution  of  any  program  is  con- 
cerned. 

The  Board  itself  will  often  re-refer 
a resolution  back  to  a Council  for 
implementation.  The  Council  itself 
may  not  meet  for  another  month  or 
two.  It  is  your  current  President’s 
opinion  that  it  is  important  that  this 
situation  should  be  changed.  There- 
fore, I would  like  to  recommend  that 
a committee  of  the  Board  review  with- 
in one  month  of  the  Annual  Meeting, 
all  materials  referred. 
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Professional  Protection  Exclusively  since  1899 


- — HI 
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PENNSYLVANIA  MEDICINI 


Dulcolax* 

bisacodyl 


Few  drugs  work  as  predictably 
as  Dulcolax.You  can  expect 
that  when  your  office  patient 
takes  Dulcolax  at  home,  it  will 
oe  as  effective  as  you  said  it 
would  be.Your  patient  will  be 
gratified,  too. 

rhe  reliability  of  Dulcolax 
stems  from  its  unique  mode  of 
action.  The  drug  works 
directly  on  nerve  endings  in 
the  colonic  mucosa,  producing 
aormal  peristalsis  throughout 
he  large  intestine.  It  does 
aot  rely  on  systemic  absorption 
or  its  effect. 

'his  reliable  action  provides 
)rompt  relief  of  constipation, 
t also  makes  Dulcolax  par- 


ticularly  useful  forpreppingthe 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted.  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning. 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


'in  era  I Dosage  Information:  Adults:  When  an  ordinary  laxative  effect 
desired,  1 to  3 tablets  or  1 suppository  usually  suffices.  Tablets 
ust  be  swallowed  whole,  not  chewed  or  crushed,  and  should  not  be 
Uen  within  one  hour  of  antacids  or  milk.  Children:  1 or  2 tablets, 
(pending  on  age  and  severity  of  condition.  Tablets  must  not  be  given 
la  child  too  young  to  swallow  them  whole.  For  infants  and  children 
ider  2 years  of  age,  half  a suppository  is  usually  effective.  Above  this 
<e  a whole  suppository  is  usually  advisable.  Side  Effects:  As  with  any 
Native,  abdominal  cramps  are  occasionally  noted,  particularly  in 


severely  constipated  persons.  High  dosage  may  result  in  loose, 
unformed  stools.  Contraindication:  Contraindicated  only  in  acute  sur- 
gical abdomen.  Availability:  Tablets  (5  mg.)  and  suppositories  (10  mg.). 
By  prescription  or  recommendation. 

Under  license  from  Boehringer  Ingelheim  G m b H. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley, 


NY.  % 


m 


'EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2Vi,  Aspirin  gr.  3'/i,  Caffeine  gr.  Vi. 


Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


’ IZl  BURROUGHS  WELLCOME  & CO.  (U.s.a.)  iNC.,Tuckahoe,  n.y. 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  change: 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  am 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  functioi 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  ii 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


on 

(norethindrone  lmg,  c mestranol  OO'jmg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


ipermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervic 
taken  from  patient  treated  with  Norinyl-1. 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Syraalar  o.or- 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01  %—  15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,  I 5 and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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In  Pennsylvania . . . 

These  Syntex  men  serve  the  physician 


Robert  Calvert  Eugene  Caporaletti 

Mechanicsburg,  Pennsylvania  Drexel  Hill,  Pennsylvania 
766-2723  259-3947 


Uri  Carpenter 

Allison  Park,  Pennsylvania 
486-0853 


Michael  Catena 
Library,  Pennsylvania 
833-4848 


William  Gery 

Willow  Grove,  Pennsylvania 
659-5939 


William  Jones 
Youngstown,  Ohio 
799-9670 


John  Henry  Masters,  Jr. 
Allentown,  Pennsylvania 
433-5538 


Robert  Petruzzo 
Blue  Bell,  Pennsylvania 
646-1671 


Joseph  Porto 
Aldan,  Pennsylvania 
622-3977 


Vince  Roche 

W.  Pittston,  Pennsylvania 
655-0365 


Stanley  lishk 

Philadelphia,  Pennsylvania 
342-6610 


Donald  Varner 
Pittsburgh,  Pennsylvania 
793-7541 
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NOVEMBER,  1967 


Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by,  and  discussions  with,  our  nation’s  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 


POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  ad|acent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Address  of  the  President-Elect  — John  H.  Harris,  Sr.,  M.D. 

Presentation  before  the  House  of  Delegates  at  the  118th  Annual  Session  of  the 
Pennsylvania  Medical  Society  in  the  Bellevue-Stratford  Hotel,  Philadelphia,  on 
Wednesday,  September  27,  1967. 


Tradition  requires  that  the  Presi- 
dent-Elect of  this  great  Medical 
Society  prepare  an  address  for 
the  House  of  Delegates  and.  in  fact,  for 
all  of  the  members  of  the  Society. 
Recently  I have  read  the  speeches  of 
the  last  ten  Presidents-Elect.  It  is  in- 
teresting to  realize  how  difficult  it  has 
been  to  bring  to  fruition  even  the  best 
of  the  new  ideas  which  have  been 
presented.  The  opportunity  to  present 
to  you  tonight  my  ideas  of  certain  of 
the  goals  and  needs  of  this  Society 
and  the  challenge  to  see  some  of  them 
acted  upon  are  but  a few  of  the  facets 
of  the  great  honor  you  have  shown 
me  by  choosing  me  to  be  the  Presi- 
dent of  this  Society.  It  is  exceedingly 
difficult  to  follow  in  the  footsteps  of 
the  illustrious  physicians  who  have 
held  this  office  during  the  past  117 
years.  The  most  I can  say  is  that  I 
shall  endeavor  to  be  worthy  of  the 
trust  you  have  accorded  me  in  select- 
ing me  for  this  office. 

It  is  also  customary  to  pay  tribute 
to  my  immediate  predecessor.  This  I 
can  do  with  wholehearted  enthusiasm. 
My  friend  Dr.  McClenahan  has  been 
a hard-working  President.  His  ad- 
dress to  this  House  last  year  was  a 
masterpiece.  He  gave  complete  cov- 
erage to  the  activities  of  the  Society, 
giving  emphasis  to  the  many  problems 
confronting  organized  medicine.  He 
also  suggested  many  ways  in  which 
the  objectives  of  our  Medical  Society 
could  be  attained.  This  speech  will 
remain  a source  of  reference  to  our 
members  for  years  to  come. 

Because  he  so  broadly  covered  the 
major  activities  and  the  projects  of 
our  Society,  and  because  he  has  just 
given  you  a summary  of  his  many 
achievements  during  the  past  year,  I 
will  not  go  over  this  ground  again. 
Instead,  my  address  will  focus  upon 
several  areas  in  which  I have  had 
special  interest  for  many  years  and 
which  are  of  considerable  importance 
to  you.  The  recommendations  I make 
to  the  House  will  be  accompanied  by 
very  brief  explanatory  comments. 

1.  The  problem  of  communication 
is  as  acute  as  ever.  The  suggestion  of 
the  Board  of  Trustees  relative  to  the 
formation  of  a Communications  Sec- 
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tion  at  the  State  Office  gives  promise 
of  an  improvement  in  communication 
between  the  State  Office  and  the  coun- 
ty societies.  As  this  area  of  commu- 
nication improves,  so  must  the  com- 
munication between  the  county  socie- 
ties and  their  membership  improve. 
It  is  surprising  how  little  important 
information  filters  down  to  the  in- 
dividual members  in  many  of  our 
county  societies. 

Also,  it  is  surprising  how  little  ac- 
tion is  taken  by  some  county  societies 
relative  to  important  problems  which 
are  referred  to  them  by  the  State  Of- 
fice. I suggest  that  the  State  Society 
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should  develop  a program  of  having 
staff  men  visit  the  governing  bodies 
of  the  county  societies  from  time  to 
time  to  give  personal  emphasis  to  im- 
portant programs  being  developed  by 
the  State  Society. 

2.  Again,  as  did  Dr.  Cowley  in 
1959,  I think  the  State  Board  of  Medi- 
cal Education  and  Licensure  should 
make  available  to  our  Society  an  an- 
nual report  of  its  activities.  How 
many  physicians  were  licensed,  how 
many  rejected,  how  many  censured 
and  for  what — in  other  words,  a sum- 
mary of  the  activities  of  this  impor- 
tant Board. 


The  Society  should  begin  giving 
thought  to  changes  in  our  Medical 
Practice  Act  to  give  the  Board  the 
flexibility  necessary  to  meet  the 
changes  developing  in  the  medical 
education  patterns  being  instituted  in 
some  of  our  medical  schools. 

3.  I mention  a perennial  problem 
— that  is,  the  need  to  bring  all  physi- 
cians in  Pennsylvania  into  the  county 
and  state  societies.  Most  of  these  phy- 
sicians are  in  the  Philadelphia  and 
Pittsburgh  areas  and  many  of  them 
belong  to  the  Keystone  Medical  So- 
ciety. Steps  have  been  taken  by  the 
Board  of  Trustees  to  demonstrate  our 
interest  in  this  group  and  I think  the 
local  societies  should  make  a real  at- 
tempt to  interest  this  important  seg- 
ment of  our  medical  family. 

4.  The  program  of  continuing 
medical  education  is  a hodge-podge 
of  activities.  Dr.  McClenahan  very 
wisely  gave  the  Committee  on  Con- 
vention Program  authority  to  study 
the  long-range  program  of  continuing 
medical  education.  This  Committee 
will  have  a proposal  for  the  House  to 
consider.  Certainly  a blue  ribbon  ad- 
visory committee  should  be  created 
to  coordinate  the  many  educational 
programs  now  in  progress.  It  could 
well  be  that  the  three  regional  medical 
programs  now  being  developed  in  our 
state  could  be  of  valuable  assistance 
in  this  type  of  coordinated  effort. 

5.  This  suggestion  will  no  doubt 
fall  upon  barren  soil  but  having  had 
years  of  experience  in  legislative  af- 
fairs I have  learned  many  bills  must 
be  introduced  time  and  again  before 
their  virtue  is  obvious  to  enough  peo- 
ple to  insure  their  passage.  This  idea 
has  to  do  with  limitation  of  terms  of 
office  for  members  of  this  House,  the 
delegation  to  the  AMA  and,  in  fact, 
of  all  committees,  councils,  and  com- 
missions. In  many  societies,  once  a 
man  is  elected  a delegate  he  is  in  for 
life,  regardless  of  how  worthy  he  is 
of  the  office.  1 suggest  a term  of 
four  or  five  years  for  delegates,  with 
the  privilege  of  serving  three  terms,  if 
re-elected.  If  the  terms  are  staggered, 
the  Society  will  always  have  an  experi- 
enced group  in  charge  of  activities. 
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Of  course,  re-election  would  be  pos- 
sible after  a year  off  the  delegation  or 
committee.  This  plan  would  make 
possible  bringing  young  men  into  our 
management  structure  and  our  Society 
needs  the  support  of  young  and  active 
physicians. 

6.  It  would  be  of  great  value  if 
several  of  our  county  societies  would 
invite  an  evaluation  committee  to 
study  their  operation  to  determine  how 
effective  it  is  and  how  the  program 
could  be  improved.  This  has  been 
done  in  some  states  with  very  interest- 
ing results. 

7.  Now  I will  touch  upon  hospital 
costs.  You  are  all  aware  of  many 
federal  and  state  study  groups  con- 
sidering rising  hospital  costs.  I remind 
you  that  physicians  have  a direct  re- 
sponsibility to  keep  hospital  costs 
down.  There  are  many  ways  in  which 
this  can  be  done.  Are  all  the  tests 
you  order  necessary?  Are  you  in- 
fluenced by  the  fact  that  medicare  will 
pay  for  the  examination  which  will 
be  of  questionable  value?  Are  you 
rigidly  locked  to  the  idea  that  every 
patient  must  be  kept  alive  regardless 
of  his  hopeless  condition — or  do  you 
believe  that  under  certain  conditions 
an  individual  has  a right  to  die  in  peace 
and  comfort?  Do  you  believe  that 
the  eighty-five  or  ninety  year  old  must 
have  all  the  tests  available,  regardless 
of  what  you  can  do  if  you  find  any- 
thing abnormal?  Do  you  send  pa- 
tients to  the  hospital  on  Saturday  when 


you  know  that  two  days  will  be  lost 
before  definitive  treatment  can  be 
started?  Do  you  propose,  and  con- 
tinue to  propose  to  the  hospital  man- 
agement that  the  hospital  be  operated 
on  a six  day,  or  possibly  a seven  day 
week  schedule?  Is  every  effort  being 
made  to  anticipate  the  discharge  date 
and  the  necessary  arrangements  for 
post-hospital  care? 

There  are  many  ways  we  as  physi- 
cians can  help  reduce  hospital  costs. 
The  Blue  Cross  Plans  have  demon- 
strated many  times  how  much  hospital 
costs  can  be  cut  by  reducing  the  hos- 
pital stay  only  one-half  day  per  pa- 
tient. We  all  should  remember  this 
fact. 

I mention  these  facts  about  hospital 
costs  because  we,  as  physicians,  will 
be  accused  of  increased  costs — not 
only  hospital  costs  but  medical  costs, 
in  spite  of  the  obvious  fact  that  our 
share  in  increased  costs  is  not  in  pro- 
portion to  other  factors  in  mounting 
costs. 

8.  I think  the  State  Society  should 
announce  a firm  policy  on  mass  im- 
munization programs.  As  it  is  now, 
an  individual  county  society  may  de- 
cide such  a program  as  measles  im- 
munization is  not  necessary,  while,  at 
the  same  time,  surrounding  counties 
are  conducting  such  a program. 

9.  A state-wide  program  for  in- 
doctrination of  new  society  members 
should  be  sponsored  and  aid  to  the 
smaller  counties  should  be  provided. 


In  Alabama,  new  members  are  on 
probation  for  two  years,  during  which 
time  they  must  attend  an  indoctrina- 
tion seminar  conducted  by  the  State 
Society.  In  Pennsylvania,  at  least  two 
such  seminars  could  be  instituted,  one 
at  the  annual  meeting  and  one  at  the 
time  of  the  Officers’  Conference. 

10.  I suggest  that  the  State  Society 
take  a strong  position  on  the  ill-effects 
of  cigarette  smoking.  We  have  suffi- 
cient scientific  evidence  supporting 
such  a position.  I have  just  reviewed 
the  official  and,  I might  say,  weak 
statement  of  the  AMA  on  this  subject 
and  find  only  a rather  general  state- 
ment regarding  the  ill-effects  of  to- 
bacco upon  the  health  of  individuals. 
Also,  they  indicate  that  more  research 
is  necessary  before  a definite  stand  can 
be  made  about  cigarette  smoking.  I 
think  the  Pennsylvania  Medical  Soci- 
ety should  make  a strong  statement  on 
the  ill-effects  of  cigarette  smoking.  In 
1962,  the  Maternal  Health  Division  of 
the  State  Health  Department  began  an 
educational  program  addressed  to  the 
teen-age  school  children  on  this  sub- 
ject. The  Pennsylvania  Medical  So- 
ciety cooperated  with  the  program. 
Our  continued  support  is  essential. 
Also,  I think  the  State  Society  should 
cooperate  with  the  Pennsylvania  Divi- 
sion of  the  American  Cancer  Society 
and  the  Pennsylvania  Heart  Associa- 
tion in  preparing  TV  and  radio  “spots” 
on  the  subject. 

11.  In  1960,  the  Board  of  Trustees 
prepared  a so-called  model  constitu- 
tion and  by-laws  for  component  so- 
cieties. In  this  model  the  council 
structure  was  recommended.  Al- 
though this  constitution  has  many  ad- 
vantages, it  is  my  opinion  that  the 
council  pattern  is  not  feasible  for  the 
smaller  counties.  Before  1960.  in 
Dauphin  County,  all  committee  chair- 
men were  members  of  the  Board  of 
Governors.  At  that  time  twenty-five 
to  thirty  physicians  were  present  at 
the  monthly  meeting.  Now  the  Board 
of  Governors  consists  of  the  officers 
and  council  chairmen— a total  of 
eleven  physicians.  At  times  as  few  as 
six  or  eight  members  attend  the  Board 
meetings.  This  reduces  the  number 
of  physicians  who  are  familiar  with 
the  over-all  program  of  the  Society. 
It  also  leads  to  the  charge  so  often 
heard  that  a handful  of  physicians  run 
the  Society.  I would  suggest  that 
smaller  societies  give  thought  to  a 
more  representative  arrangement  ot 
their  governing  body. 

12.  I have  observed  the  operation 
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of  this  House  and  the  Board  of  Trus- 
tees for  many  years.  It  is  obvious 
that  many  serious  and  pressing  prob- 
lems are  by-passed  by  being  referred 
here  or  there  in  order  to  avoid  meet- 
ing the  situation  head-on  and  coming 
up  with  a decision.  I quote  from  the 
address  of  Lewis  B.  Lundborg,  Board 
Chairman  of  the  Bank  of  America. 
“We  need  people  who  do  not  scurry 
for  the  protection  of  a committee,  who 
do  not  postpone  decision-making  in- 
definitely because  they  need  more  in- 
formation and  who  do  not  seek  the 
protective  covering  of  anonymity. 
The  great  need  is  for  men  and  women 
who  will  do  their  total  best  because 
they  know  that  talent  without  action 
is  sterile  and  knowledge  without  com- 
mitment is  idle  conceit.” 

Now  some  comments  relative  to  a 
few  of  our  sacred  cows  we  have  so 
carefully  guarded  for  many  years: 
“Free  choice  of  physician”  and  “fee 
for  service.”  These  concepts  have 
been  fundamental  in  the  development 
of  our  profession  to  the  high  pinnacle 
of  excellence  we  have  today.  These 
principles  are  under  attack  in  the 
socialistic  atmosphere  we  live  in  to- 
day. Apparently  many  people,  even 
some  physicians,  doubt  the  importance 
of  these  principles.  As  a Society,  we 
must  make  every  effort  to  preserve  the 
concept  of  free  choice  of  physician 
and  fee  for  service. 

Another  tradition,  that  is  the  fixed 
fee  schedule,  is  slowly  being  replaced 
by  the  concept  of  customary  and  pre- 
vailing fees.  This  idea  is  being  ac- 
cepted by  Blue  Shield  Plans  and  indus- 
try and  other  purchasers  of  medical 


care.  I must  remind  you  that  this 
concept  has  built-in  potential  dangers, 
such  as  leveling  upward  to  conform 
with  the  highest  customary  fee  in  the 
community.  We,  as  individual  physi- 
cians, must  exercise  caution  or  this 
desirable  program  will  be  rejected  by 
state  and  federal  agencies  and  other 
responsible  purchasers  of  health  care. 

Now,  a few  predictions  for  the  fu- 
ture. I think  the  next  ten  years  will 
see  more  changes  in  the  economics  of 
the  practice  of  medicine  than  have 
occurred  in  the  past  one  hundred 
years.  Medicare,  both  Title  XVIII  and 
Title  XIX,  will  be  expanded  as  the 
impact  of  this  program  becomes  real- 
ized by  our  people  and  there  will  be 
increasing  demands  for  such  programs 
for  the  entire  population. 

As  the  programs  multiply  and 
broaden  there  will  be  increase  in  costs 
and  this  will  have  a direct  bearing 
upon  the  medical  profession.  In  a 
recent  article,  the  Speaker  of  this 
House  made  the  comment  that  huge 
deficits  are  likely  to  occur  in  the  pres- 
ent medicare  and  medicaid  programs. 
When  and  if  this  occurs,  three  things 
may  happen:  (1)  Tax  increase,  (2) 

Reduced  benefits.  Both  of  these  would 
be  strongly  objected  to  by  legislatures 
and  recipients.  And,  (3)  cost  cutting 
within  the  program  and  the  easiest 
area  of  cost  cutting  would  be  in  the 
payment  to  physicians.  At  the  1966 
Health  Conference  of  the  New  York 
Academy  of  Medicine,  Evelyn  Burns, 
Ph.D.,  professor  of  social  work  at 
Columbia  University,  said,  in  part: 
“As  one  studies  the  history  of  social 


legislation,  one  fact  becomes  very 
clear.  It  is,  if  a new  policy  or  pro- 
gram is  found  to  be  good,  even  though 
initially  limited  in  scope,  there  will  be 
pressure  to  extend  it  to  other  groups 
of  people  or  to  other  problem  areas. 
And  the  pressure  will  not  be  unduly 
weakened  even  if  it  emerges  that  a 
more  comprehensive  program  costs 
much  more  than  was  originally 
thought.” 

I believe  that  all  physicians  should 
give  an  occasional  thought  to  the  in- 
creasing tide  of  governmental  medical 
care  and  what  this  will  mean  to  them. 
Occasionally  one  hears  from  clear 
thinking  physicians  that  the  majority 
of  physicians  will  be  on  salary  by 
1990.  That  is  only  twenty-three  years 
away. 

As  organized  medicine,  our  part  in 
this  sweep  of  changing  medical  care 
is  to  insure  that  the  care  of  the  pa- 
tient remains  paramount.  As  a group, 
we  are  intensely  individualistic  and 
conservative  but  we  must  follow  such 
liberal  and  far-seeing  leaders  as  our 
own  Dr.  Appel  and  Dr.  Hudson,  the 
immediate  past  president  of  the  AMA. 

In  closing,  I quote  the  final  para- 
graph of  a recent  editorial  from  the 
New  England  Medical  Journal: 
“With  the  increased  participation  of 
the  federal  government  in  the  provi- 
sion and  financing  of  medical  and  hos- 
pital care  for  more  and  more  persons, 
organized  medicine  anticipates  that  its 
major  problem  of  the  future  will  be 
maintaining  for  the  physician  his  free- 
dom of  judgment  and  freedom  of 
action.” 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 
FACILITIES:  Modern  well-equipped  laboratories:  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  F.  Kellow,  M.D.,  Dean  and 
Vice  President. 
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Maybe  you  don’t  want 

your  patients  to  halve  HyQroton  chiorthaiidone. 


teybe  your  patients  complain: 

\hy  don’t  they  make  a tablet  I don’t  have  to  halve?” 


see  brief  prescribing  summary  at  the  end  of  advertisement. 

— 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


itlons:  Hypertension  and  many  types  of 
a involving  retention  of  salt  and  water. 

aindications:  Hypersensitivity  and  most 
of  severe  renal  or  hepatic  disease. 

ing:  With  the  administration  of  enteric- 
d potassium  supplements,  which  should 
ed  only  when  adequate  dietary  supple- 
ition  is  not  practical,  the  possibility  of 
bowel  lesions  (obstruction,  hemor- 
, and  perforation)  should  be  kept  in 
Surgery  for  these  lesions  has  fre- 
ly  been  required  and  deaths  have  oc- 
d.  Discontinue  enteric-coated  potas- 
supplements  immediately  if  abdominal 
distention,  nausea,  vomiting,  or  gastro- 
inal  bleeding  occur. 

rith  caution  in  pregnant  patients,  since 
•ug  may  cross  the  placental  barrier  and 
se  reactions  which  may  occur  in  the 
(thrombocytopenia,  hyperbilirubinemia, 
d carbohydrate  metabolism,  etc.)  are 
tial  problems  in  the  newborn. 

lutions:  Antihypertensive  therapy  with 
iton  should  always  be  initiated  cau- 
y in  postsympathectomy  patients  and 
ients  receiving  ganglionic  blocking 
s or  other  potent  antihypertensive  drugs, 
rare.  Reduce  dosage  of  concomitant 
/pertensive  agents  by  at  least  one-half, 
turates,  narcotics  or  alcohol  may  po- 
ite  hypotension.  Because  of  the  possi- 
of  progression  of  renal  damage,  peri- 
determination  of  the  BUN  is  indicated, 
ntinue  if  the  BUN  rises  or  liver  dysfunc- 
» aggravated.  Hepatic  coma  may  be 
litated. 

olyte  imbalance,  sodium  and/or  potas- 
lepletion  may  occur.  If  potassium  deple- 
hould  occur  during  therapy,  Hygroton 
1 be  discontinued  and  potassium  sup- 
nts  given,  provided  the  patient  does 
ve  marked  oliguria. 

ipecial  care  in  cirrhosis  or  severe 
nic  heart  disease  and  in  patients  re- 
g corticosteroids,  ACTH,  or  digitalis, 
istriction  is  not  recommended. 

:e  Reactions:  Nausea,  gastric  irritation, 

iig,  anorexia,  constipation  and  cramp- 
zziness,  weakness,  restlessness,  hy- 
cemia,  hyperuricemia,  headache,  mus- 
imps,  orthostatic  hypotension,  aplastic 
i,  leukopenia,  thrombocytopenia, 
ilocytosis,  impotence,  dysuria,  transient 
a,  skin  rashes,  urticaria,  purpura,  nec- 
jg  angiitis,  acute  gout,  and  pancreatitis 
It  ipigastric  pain  or  unexplained  G.l. 
l ims  develop  after  prolonged  adminis- 
i . Other  reactions  reported  with  this 
I f compounds  include:  jaundice,  xan- 
paresthesia,  and  photosensitization. 

rje  Dosage:  One  tablet  with  breakfast 
y • every  other  day. 

II  llity:  White,  single-scored  tablets  of 
t and  aqua  tablets  of  50  mg.,  in  bot- 
KI00  and  1000.  (B)46-230-D 

If  details,  please  see  the  complete 
fc(  sing  Information. 
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Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


HY-5406 


When  the 


agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts. 

wg 


SAN  DOZ 


His  slovenly  room 
and  habits  create 
^ more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine)  a 
25  mg.  t.i.d.  /^x 

SAN  1)07, 


nuidnane 

-/or 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habil  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


John  S.  Donaldson,  M.D.:  A Philosophy 

. . and  I am  proud  to  have  been  one  of  you  . . /' 

Address  presented  at  the  annual  State  Dinner,  Philadelphia,  September  29,  1967 


JOHN  S.  DONALDSON,  M.D. 

Retired  Trustee 

PMS  10th  Councilor  District 

Perhaps  it  would  be  smart  if  I would 
be  as  brief  as  the  great  man  who  was 
asked  to  talk  on  “Sex.”  After  the 
banquet  and  his  introduction  the  great 
man  rose,  took  off  his  glasses,  cleared 
his  throat  and  began  "Ladies  and  Gen- 
tlemen, it  gives  me  great  pleasure"  and 
then  he  sat  down.  I am  not  going  to 
be  quite  that  brief  for  when  a man 
leaves  an  area  where  for  so  long  he 
has  fought  and  bled  it  seems  he  ought 
to  leave  something  behind,  a philoso- 
phy perhaps  which  he  hopes  someone 
else  will  carry  on. 

Today  we  hear  Socialists  calling 
themselves  and  their  kind  progressive, 
liberal,  humanitarian,  anything  but 
Socialist.  This  may  be  because  So- 
cialism, wherever  tried,  has  failed  and 
always  will.  It  fails  because  it  en- 
slaves, since  everything  has  its  price 
and  payment  is  inescapable.  Men  can- 
not ask  government  to  satisfy  their 
needs  and  in  the  same  voice  demand 
freedom.  Men  do  not  willingly  re- 


linquish what  they  have  earned  by  hard 
work  and  so  the  Socialists  must  rely 
on  force  in  order  to  take  from  some 
and  give  a part  to  others,  thus  bring- 
ing an  end  to  freedom. 

Under  a system  of  free  enterprise, 
men  on  this  land  built  from  a wilder- 
ness a Nation  with  freedom  and  en- 
joyment of  the  highest  standard  of  liv- 
ing the  world  has  ever  known.  Evi- 
dence of  this  surrounds  us.  Yet  there 
are  men  today  who,  for  some  reason 
beyond  understanding,  would  abandon 
and  destroy  the  system  which  pro- 
duced all  this. 

Those  Socialists,  who  do  not  call 
themselves  Socialists,  believe  that  some 
men  are  entitled  to  property  earned  by 
others.  They  are  wrong,  for  moral  law 
is  that  men  are  entitled  to  what  they 
earn  and  not  to  that  which  has  been 
earned  by  others.  However  it  has  so 
transpired  that  men  have  come  to 
speak  of  their  desires  as  needs  and 
their  needs  as  something  they  deserve 
and  thus  satisfaction  of  their  desires 
has  become  something  to  which  they 
are  entitled. 

Men  in  government,  in  response  to 
this  demand  which  they  have  created. 


have  for  several  reasons,  including 
votes,  attempted  to  satisfy  these  real 
and  fraudulent  needs,  but  not  with 
their  money — with  yours. 

The  instrument  used  is  the  gradu- 
ated income  tax,  progressive  and  con- 
fiscatory taxation,  and  now  tax  upon 
your  taxes — which  almost  eliminates 
the  opportunity  to  save  enough  to  per- 
mit the  luxury  of  Christian  charity. 
Charity  must  be  spontaneous  or  it 
injures  both  those  who  give  and  those 
who  receive.  Stealing  from  one  man 
and  making  another  the  receiver  of 
stolen  goods  is  a Criminal  Act  whether 
committed  by  a gangster  or  a govern- 
ment official.  To  call  this  “Welfare” 
or  “Concern  for  the  Underprivileged” 
prostitutes  both  our  language  and  our 
people.  A climate  has  developed  in 
which  men  covet  and  steal  and  feel 
that  such  acts  are  virtues,  not  crimes. 
Is  it  any  wonder  that  on  every  hand 
today  we  find  endless  examples  of 
inverted  morality,  truth  turned  inside 
out? 

Here  and  there  we  do  find  a man 
who  will  say  the  truth  and  how  he 
feels  but  he  speaks  up  from  among  the 
thousands  who  by  their  words  and 
acts  attest  exactly  the  opposite.  He 
appears  to  be  alone  but  I believe  that 
nearly  everyone  else  has  been  thinking 
and  feeling  the  same  things  without 
the  guts  to  express  them. 

This  nation  is  so  deeply  enmeshed  in 
the  Welfare  State  snare  of  Socialism 
that  many  say  the  cause  of  true  liberty 
and  freedom,  which  we  once  knew  so 
well,  is  lost. 

I do  not  believe  it  nor  can  I ever 
be  made  to  accept  it. 

Even  though  I am  not  at  this  time 
giving  up  my  membership  in  this  So- 
ciety, nevertheless  I leave  this  par- 
ticular arena  of  battle  but  I will  fight 
forever,  with  all  the  means  at  my  com- 
mand, wherever  I may  be,  to  try  to 
p eserve  that  liberty  and  freedom — 
and  wherever  I may  be  I will  know 
that  the  10th  Councilor  District,  the 
Pennsylvania  Medical  Society  and  the 
American  Medical  Association  will  be 
among  the  leaders  in  this  same  fight. 

I am  proud  to  have  been  one  of  you 
as  a Trustee  and  Councilor. 
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EDITORIALS 


Pennsylvania' 


s Supply  of  Medical  Manpower 


You  will  remember  from  your 
school  days  that  A and  B could  only 
fill  their  cistern  by  pumping  long  and 
hard.  This  excess  of  difficulty  arose 
because  of  the  leak  which  would  have 
defeated  weaker  men  (like  C and  D, 
for  example).  This  comes  to  mind  by 
virtue  of  reading  Medical  Training 
Facilities  and  Medical  Practice  in 
Pennsylvania  which  was  produced  by 
the  Task  Force  on  Admission  Policy 
of  Schools  of  Medicine,  Dentistry  and 
Nursing.  (Pennsylvania  Medicine, 
August  67-74,  September  1 17-128  and 
October  97-111).  The  Task  Force, 
an  agency  of  our  Joint  State  Govern- 
ment Commission,  has  done  us  a great 
service  by  furnishing  the  mass  of 
statistics  which  we  lay  before  you. 

As  responsible  administrators,  our 
legislators  are  rightly  concerned  with 
services  to  the  people  of  the  Common- 
wealth and  with  the  costs  of  those  ser- 
vices. The  recent  diffusion  outside  of 
our  medical  societies  of  the  idea  that 
all  people  have  a right  to  the  best 
medical  care  has  heightened  this  in- 
terest in  health  services.  This  has  led 
our  legislators  to  nearly  double  the 
annual  State  appropriation  to  our  med- 
ical schools  in  the  period  since  1955. 

The  Report  points  out  that  this 
raised  appropriation  has  not  produced 
any  increase  in  the  number  of  medical 
school  graduates.  In  addition  to  docu- 
menting these  relationships,  the  Re- 
port also  records  large  masses  of  other 
data  and  (somewhat  wistfully,  it  seems 
to  me)  hints  that  pumping  harder 
might  work  better  if  the  leak  were 
plugged.  The  Report  seems  mildly 
ambivalent  in  not  quite  facing  the 
fact  that  the  main  factor  in  getting 
more  physicians  to  settle  and  practice 
in  Pennsylvania  is  not  the  State’s  pro- 
duction of  medical  graduates.  It  does 
say:  “The  number  of  physicians  prac- 
ticing in  the  state  is  largely  determined 
by  the  personal  income  of  the  state’s 
residents.”  Physicians,  medical  as- 
sociations and  others  interested  in  the 


distribution  of  medical  care  know  that 
it  is  the  local  situation,  and  not  mere- 
ly the  personal  income  of  the  area 
residents,  which  brings  a practitioner 
to  that  area. 

The  statistics  presented  to  us  furnish 
abundant  food  for  thought  but  they 
do  not  present  a comprehensive  con- 
cept. We  cannot  doubt  that  the  facts 
presented  by  the  Task  Force  represent 
the  truth  but  we  must  not  be  beguiled 
into  concluding  that  they  are  the 
whole  truth — that  they  furnish  a com- 
plete statement  of  the  situation.  Still 
less  must  we  think  that  they  give  a 
basis  for  reaching  a solution  of  the 
whole  problem. 

Nor  can  we  pretend  to  offer  a 
panacea;  to  supply  adequate  health 
manpower  is  a large  and  complex 
task.  We  can  point  out  that  there 
is  great  danger  in  looking  at  only 
one  or  a few  aspects  of  the  problem. 
We  can  say  that  we  must  all  beware 
of  mistaking  a part  for  the  whole. 

We  might  illustrate  the  difficulties 
by  examining  one  item  of  the  data 
given  to  us.  “Since  1955,  the  Com- 
monwealth has  increased  its  annual  ap- 
propriation to  medical  schools  from 
$5.4  million  to  $10.5  million.  . . .” 
One  must  realize  that  neither  the  1955 
dollar  nor  the  1955  medical  school 
is  the  same  thing  with  which  it  is  com- 
pared in  1967.  The  aging  writer  sadly 
records  that  the  modern  graduate  is 
also  incomparably  more  valuable  to 
society  than  the  1955  specimen. 

The  temptation  to  extrapolate  from 
the  statistics  is  powerful.  Thus,  the 
low  admission  rates  of  females  and 
Negroes  to  medical  schools  suggests 
that  the  next  few  classes  be  packed 
with  Negro  girl  students.  Moreover, 
there  is  evidence  that  many  of  them 
should  be  Catholics  and  very  few 
should  be  Jews.  But  there  are  counter- 
statistics! The  financial  condition  of 
Negro  families  might  be  brought  into 
consideration,  for  example.  It  might 
be  hard  for  some  to  see  why  the 
Task  Force  wants  to  make  Woman's 


Medical  College  co-educational  when 
there  is  so  clear  a demand  for  more 
women  in  medicine.  (Shall  it  be  called 
Men’s  and  Women’s  Medical  College? 
Peoples’  Medical  College?) 

Our  jocular  remarks  cannot  con- 
ceal the  gravity  of  the  problem  nor 
the  difficulties  of  the  solution.  There 
are,  however,  a few  axioms  which  we 
set  down  for  those  who  want  to  join 
in  seeking  remedies.  The  first  has 
already  been  stated:  This  is  a great 
and  complex  problem  and  not  to  be 
met  by  a few  simple  changes.  The 
second:  The  education  of  physicians, 
like  nearly  all  else,  can  be  expected 
to  become  more  costly.  The  third  is 
that  this  money  is  well  spent,  for  the 
main  way  to  get  better  medical  care  is 
to  produce  more  and  better  physicians. 
The  fourth  is  that  the  American  view 
of  higher  education  sees  its  costs 
shared  by  the  student  and  his  family 
with  the  school,  all  levels  of  govern- 
ment and  many  private  foundations. 
Suggestions  such  as  the  formation  of 
an  Educational  Opportunity  Bank  (See 
Science  September,  1967,  1412-1414) 
have  been  made,  but  radical  change  is 
unlikely  in  the  near  future.  The  fifth 
axiom:  American  physicians  are  free 
to  live  and  practice  where  they  choose. 
Education  in  any  branch  of  a state- 
supported  school  does  not  make  a de- 
mand upon  the  graduate  to  employ  his 
skills  in  the  state  of  his  alma  matter. 
The  history  teacher  from  Penn  State 
may,  like  the  physician,  practice  his 
art  in  California  or  Maine  and  the 
engineer  trained  in  our  Common- 
wealth may  seek  his  work  where  he 
will. 

It  might  be  noted  that  there  is  a 
reciprocal  influx  of  out-of-state  grad- 
uates who  work  here  in  Pennsylvania. 
The  student  of  economics  might  also 
like  to  take  note  that  our  seven  medi- 
cal schools  and  their  accompanying 
medical  centers  and  research  institutes 
constitute  an  enormous  and  valuable 
asset  which  would  in  itself  justify  the 
legislators’  investment  in  these  schools. 
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The  economist  might  also  see  that  the 
money  brought  by  out-of-state  stu- 
dents, who  are  shown  to  be  numerous 
in  our  schools,  could  also  be  regarded 
as  an  economic  asset  to  our  state. 

The  size  and  importance  of  the 
problem  were  very  well  explained  in 
a clearly  written  article  in  The  New 
York  Times  of  Saturday,  September 
30,  1967.  The  writer,  Richard  D. 
Lyons,  surveys  the  situation  and  skill- 
fully presents  the  difficulties  of  the 
Deans  and  administrators.  No  remedy 
is  offered  but  the  enormous  increase 
in  expenses  and  the  marked  lag  in 
income  which  can  be  applied  to  in- 
struction is  documented.  This  inde- 
pendent view  is  well  worthy  of  at- 
tention and  comparison  with  the  data 
presented  by  the  Pennsylvania  legis- 
lators’ study,  which  it  fully  supports. 

The  Dean’s  lot  is  not  a happy  one. 
He  needs  all  the  help  he  can  get  and 
the  publication  of  the  Task  Force’s 
Report  must  be  the  beginning  of  larger 
and  wider  support.  More,  not  less, 
State  aid  is  needed  to  keep  the  cistern 
filled.  More  local  efforts  are  needed 
to  plug  the  leaks  of  medical  manpower. 
More  people  and  more  organizations 
must  work  to  make  our  communities 
attractive  places  to  practice.  Our  State 
Medical  Society  and  every  member 
must  be  ready  to  support  the  Deans 
in  their  difficult  task  of  operating  this 
enormous  educational,  research,  health 
care  resource. 

CBL 


“The  State  Board  of  Medical 
Education  and  Licensure  in  co- 
operation with  the  State  Board 
of  Pharmacy  passed  the  follow- 
ing resolution  that  PHYSI- 
CIANS are  not  permitted  to 
allow  their  Nurses,  Secretaries, 
Receptionists  or  other  personnel 
to  phone  prescriptions  to  phar- 
macies. This  must  be  accom- 
plished by  the  physician  himself. 

“Your  attention  is  called  to  the 
fact  that  the  Regulations  of  the 
Pharmacy  Board  states  a written 
prescription  shall  be  forwarded 
to  the  pharmacists  within  a 
seventy-two  hour  period  follow- 
ing the  telephone  order  for  nar- 
cotic drugs  or  legend  drugs,  the 
exception  being  Class  A Nar- 
cotics cannot  be  ordered  by  tele- 
phone.” 
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Mail  Call 

Satellite  Medical 
Schools? 

William  W.  Hassler,  Dean 
School  of  Arts  and  Sciences 
Indiana  University  of  Pennsylvania 
Indiana,  Pennsylvania  15701 

I am  sending  you  Part  I and  II 
of  the  three  part  report  of  the  Medi- 
cal Training  and  Medical  Practice 
study  in  Pennsylvania. 

During  our  discussions,  several 
Deans  of  the  Pennsylvania  Medical 
Schools  suggested  that  more  physicians 
could  be  produced  if  we  gave  some 
thought  to  establishing  “satellite” 
schools  for  the  first  two  years  of  medi- 
cal school,  that  is,  upon  completion 
of  the  under-graduate  program,  the 
student  would  attend  Indiana  for  the 
study  of  the  basic  sciences.  The  Deans 
of  the  Philadelphia  and  Pittsburgh 
Schools  said  that  they  would  then  be 
able  to  take  thirty-five  or  forty  more 
juniors  because  of  the  clinical  facili- 
ties. But  because  of  their  limited 
faculty  and  limited  space,  they  could 
not  accommodate  more  freshmen  or 
sophomores. 

I do  appreciate  very  much  your 
and  Dr.  Pratt’s  interest  and  I do  be- 
lieve that  it  would  be  not  only  a fine 
thing  for  Indiana  University  but  would 
held  to  alleviate  the  physician  shortage 
as  it  exists  in  Pennsylvania. 

It  may  be  well  to  discuss  this  pro- 
posal with  the  Deans  of  the  Pennsyl- 
vania Medical  Schools. 

Kindest  personal  regards  and  best 
wishes. 

Sincerely  yours, 

A.  R.  Pechan 
Assistant  Majority  Leader 
Senate  of  Pennsylvania 


Needed:  Old 
Journals 

We  are  engaged  in  a Doctor-to-Doc- 
tor  Program  whereby  the  physicians  of 
the  U.S.A.  are  being  asked  to  send 
their  current  medical  journals — -after 
they  have  read  them — to  colleagues 
overseas,  particularly  in  Asia,  Africa 
and  Latin  America. 


This  Program  has  two  functions: 
first,  to  provide  current  medical  lit- 
erature to  overseas  physicians  who 
cannot  obtain  it  otherwise  and  second, 
to  open  up  avenues  of  communica- 
tion between  all  physicians  and  their 
overseas  colleagues  establishing  there- 
by a basic  medium  for  better  under- 
standing. 

We  obtain  the  names  of  these  over- 
seas colleagues  and  their  specialties  in 
various  ways — from  secretaries  of  the 
national  medical  associations  of  their 
countries,  from  institutions,  U.S.  State 
Department  personnel,  and  from  many 
other  sources. 

At  present  we  have  more  requests 
from  these  overseas  physicians  for 
journals,  particularly  in  the  specialties, 
than  we  are  able  to  supply.  Would  it 
be  possible  to  have  an  announcement 
about  our  Program  published  in  your 
journal  such  as  the  enclosed  notice 
which  has  proved  very  effective. 

We  will  greatly  appreciate  any  as- 
sistance you  may  be  able  to  give  us 
in  this  undertaking. 

Sincerely  yours, 

Ada  Chree  Reid,  M.D. 

Director, 

Doctor-to-Doctor  Program 

The  World  Medical 
Association,  Inc. 

School  Survey 
Draws  Attention 

Albert  R.  Pechan,  Chairman 
Task  Force  on  Admission  Policy 

of  Schools  of  Medicine,  Dentistry 

& Nursing 

Harrisburg,  Pennsylvania 
Dear  Sir: 

I have  enjoyed  your  series  of  articles 
which  was  concluded  last  month  in 
the  Pennsylvania  Medicine.  I would 
very  much  appreciate  a reprint  of  the 
entire  series  at  your  convenience. 

Sincerely, 

George  L.  Jackson,  M.D. 

Director  of  Medical  Education 

Harrisburg  Hospital 
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Session  67:  A Capsule  Report 


About  2,300  persons,  half  of  whom 
were  physicians,  participated  in  the 
118th  Annual  Session  of  the  Pennsyl- 
vania Medical  Society  in  Philadelphia 
September  27-30,  1967.  The  House  of 
Delegates  took  many  important  ac- 
tions in  its  sessions  September  27  and 
29  and  wound  up  its  business  in  record 
time.  The  Distinguished  Service 
Award  was  presented  to  Janies  Z.  Ap- 
pel, M.D.  George  E.  Farrar,  Jr„ 
M.D.,  was  named  President-Elect  of 
the  PMS.  John  H.  Harris,  Sr„  M.I)., 
was  elevated  to  the  presidency  to  suc- 
ceed J.  Everett  McClenahan,  M.D. 
The  scientific  program  drew  wide  fa- 
vorable attention  and  won  accolades 
from  the  House.  A number  of  osteo- 
pathic doctors  participated.  This  year’s 
session  included  a seminar  for  nurses 
which  attracted  468  participants.  The 
Woman’s  Auxiliary  Convention  ran 
concurrently.  The  Pennsylvania  Medi- 
cal Golfing  Association  held  a success- 
ful tournament  at  the  Merion  Golf 
Club.  An  art  exhibit  was  presented 
by  the  Physicians  Art  Association. 

An  unofficial  rundown  of  actions 
taken  by  the  House  of  Delegates  in- 
cludes: 

Dr.  Farrar  President-Elect 
Dr.  Kellv  Board  Member 
Dr.  Limberger  Chairman 

George  E.  Farrar,  Jr.,  M.D.,  of 

Philadelphia,  Director  of  Medical  Ser- 
vices at  Wyeth  Laboratories,  was 
named  by  acclamation  President-Elect 
of  the  Pennsylvania  Medical  Society  in 
one  of  a series  of  important  elections 
at  the  118th  Anual  Session  in  Phila- 
delphia. 

Four  Vice  Presidents  were  chosen: 
Charles  K.  Rose,  M.D.,  Allentown, 
was  re-elected  First  Vice  President; 
Orlo  G.  McCoy,  M.D.,  Canton,  was 
re-elected  Second  Vice  President; 
Charles  A.  Bikle,  M.D.,  Chambers- 
burg,  who  was  Fourth  Vice  President, 
was  elected  Third  Vice  President;  Le- 
Roy  A.  Gehris,  M.D.,  Reading,  was 
elected  Fourth  Vice  President.  The 
1965-66  Vice  President  who  did  not 
choose  to  seek  re-election  was  F. 
Gregg  Ney.  M.D.,  of  Cochranton,  who 
is  leaving  general  practice  to  begin  a 
residency  in  radiology. 

Allen  W.  Cowley,  M.D.,  Harrisburg, 
was  re-elected  Secretary. 

Russell  B.  Roth,  M.D.,  of  Erie,  an- 
nounced that  he  was  not  a candidate 
for  re-election  and  the  Delegates  chose 
as  Speaker  of  the  House  William  Y. 


Rial,  M.D.,  Swarthniore,  who  had  been 
Vice  Speaker.  In  a contested  election 
for  Vice  Speaker,  John  B.  Lovette, 
M.D.,  Johnstown,  won  out  over  Wil- 
bur E.  Flannery,  M.D.,  of  New  Castle; 
O.  K.  Stephenson,  M.D.,  of  New 
Bloomfield;  and  Patrick  J.  McDon- 
ough, M.D.,  of  Pittsburgh. 

In  the  election  to  fill  three  vacancies 
on  the  PMS  Board  of  Trustees,  two 
current  members  were  re-elected  and 
a new  Trustee  was  chosen  to  repre- 
sent the  Tenth  Councilor  District.  The 
previous  Trustee  of  the  Tenth  District 
(Allegheny,  Beaver,  Lawrence  and 
Westmoreland  Counties)  was  John  S. 
Donaldson,  M.D.,  of  Pittsburgh,  who 
was  not  a candidate  for  re-election. 
The  winner  in  a contested  election  was 
William  J.  Kelly,  M.D.,  Pittsburgh, 
who  won  over  Herman  J.  Bush,  M.D., 
of  Beaver.  To  represent  the  Seventh 
District,  Robert  S.  Sanford,  M.D., 
Mansfield,  was  re-elected.  Park  M. 
Horton,  M.D.,  New  Milford,  was  re- 
elected to  represent  the  Twelfth  Dis- 
trict. 

Six  Delegates  and  six  Alternate  Del- 
egates to  the  American  Medical  As- 
sociation were  re-elected.  The  Dele- 
gates are:  Wendell  B.  Gordon,  M.D., 
Pittsburgh;  Samuel  B.  Hadden,  M.D., 
Philadelphia;  W.  Benson  Harer,  M.D., 
Upper  Darby;  Edward  Lyon,  Jr.,  M.D., 
Williamsport;  Thomas  W.  McCreary, 
M.D.,  Rochester;  and  Russell  B.  Roth, 
M.D.,  Erie.  The  Alternate  Delegates 
are:  William  A.  Barrett,  M.D.,  Pitts- 
burgh; Wilhur  E.  Flannery,  M.D., 
New  Castle;  Edmund  L.  Housel,  Phila- 
delphia; Carl  B.  Lechner,  M.D.,  Erie; 
David  S.  Masland,  M.D.,  Carlisle; 
and  William  Y.  Rial,  M.D.,  Swarth- 
more. 

A new  member  was  elected  to  the 
Committee  to  Nominate  AMA  Dele- 
gates and  Alternates  to  succeed  John 
F.  Hartman,  M.D.,  of  Erie.  He  is 
Daniel  H.  Bee,  M.D.,  of  Indiana. 

Two  vacancies  on  the  Judicial  Coun- 
cil were  filled.  Russell  B.  Roth,  M.D., 
was  elected  to  serve  a five  year  term 
and  William  F.  Brennan,  M.D.,  Pitts- 
burgh, was  elected  to  serve  an  unex- 
pired term.  The  next  day,  the  Judicial 
Council  reorganized  and  elected  as 
chairman,  Lewis  T.  Buckman,  M.D., 
Wilkes-Barre,  and  as  vice  chairman, 
Dr.  Roth. 

Three  physicians  were  elected  to  the 
committee  which  plans  and  supervises 
the  scientific  sessions.  They  are  James 
A.  Collins,  Jr.,  M.D.,  Danville;  Thad- 
deus  Danowski,  M.D.,  Pittsburgh;  and 


Robert  L.  Evans,  M.D.,  York. 

Other  elections  included  selection 
of  a District  Censor  from  each  of  the 
sixty  component  county  medical  so- 
cieties as  per  the  list  of  nominations 
that  appeared  on  Page  Five  of  the 
Official  Reports  Booklet. 

At  the  Board  of  Trustees  reorganiza- 
tion meeting  immediately  after  ad- 
journment of  the  1967  session  of  the 
House,  William  A.  Limberger,  M.D., 
West  Chester,  was  re-elected  chair- 
man of  the  Board  and  Joseph  A. 
Walsh,  M.D.,  Blakely-Olyphant,  was 
elected  vice  chairman.  In  other  ac- 
tions, the  Board  reappointed  Carl  B. 
Lechner,  M.D.,  of  Erie,  as  medical 
editor  of  Pennsylvania  Medicine; 
renamed  Pepper,  Hamilton  and 
Scheetz  of  Philadelphia  as  the  Society’s  I 
legal  counsel;  and  re-elected  Mr.  Les- 
ter H.  Perry  as  treasurer. 

Summary  of  Action  on 
All  Resolutions 

67-1:  Mass  Immunization  Programs 

— Amended,  adopted. 

67-2:  Hospital  Staff  Attendance 

Regulations— Adopted  with  j 
substitute  resolve. 

67-3:  Communications  with  Boards 

of  Trustees  of  Hospitals — 
Amended,  adopted. 

67-4:  Malpractice  Insurance — 

Adopted. 

67-5:  Physicians  on  Hospital  Boards  j 

— Amended,  adopted. 

67-6:  Centenarian  Award — Rejected.  , 

67-7:  Benjamin  Rush  Award — Re- 

jected. 

67-8:  Legal  Protection  in  Mass  Im- 

munization Programs — 
Adopted. 

67-9:  Restriction  of  Hospital  Privi- 

leges— Adopted  after  dele- 
tion of  last  resolve. 

67-10:  Blue  Shield  Plan  A — Substi- 
tute resolution  adopted. 

67-11:  Department  of  Mental  Health 
Retardation — Withdrawn. 
67-12:  Specialty  Group  Representa- 
tion in  House- — Rejected. 
67-13:  Medicare  Patients— Adopted. 
67-14:  Third  Party  Payments  to  Phy- 
sicians— Amended,  adopted. 
67-15:  AMA  Membership — 

Amended,  adopted. 

67-16:  Bicentennial  Celebration  of 
Declaration  of  Independ- 
ence— Adopted. 

67-17:  Licensure  of  Opticians — Sub- 
stitute adopted. 
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67-18:  Medical  Library  Assistance 
Act — Adopted. 

67-19:  Air  Pollution  Supervision — 
Amended,  adopted. 

67-20:  Fees  under  medicare — 
Adopted. 

67-21:  Implementation  of  Title  XIX 
— Rejected. 

67-22:  Opposition  to  Provisions  of 
SI  10 — Adopted. 

67-23:  Use  of  Term  “Receipted"  bill 
in  PL  89-97 — Adopted. 
67-24:  Compulsory  Generic  Prescrib- 
ing— Substitute  adopted. 
67-25:  Certification  and  Recertifica- 
tion— Adopted. 

67-26:  Blue  Shield  Plan  A — Substitute 
adopted. 

67-27:  Cigarette  Smoking — Adopted. 
67-28:  Blue  Shield  Plan  A — Substi- 
tute adopted. 

67-29:  Individual  Responsibility  Prin- 
ciple— Rejected. 

67-30:  Utilization  Committees  in  Fed- 
eral Hospitals — Adopted. 
67-31:  Hospital  Billing — Amended, 
adopted. 

67-32:  Blue  Cross  Utilization  Survey 
— Withdrawn. 

67-33:  Physicians  in  Armed  Forces — 
Withdrawn. 

67-34:  Medical  Examiner  System — 
Adopted. 

67-35:  Hospital  Teaching  and  Non- 
Teaching  Services — Re- 
ferred to  Council  on  Scien- 
tific Advancement  for  fur- 
ther study. 

PMS  Dues  Unchanged 

The  House  approved  the  recom- 
mendation of  the  Chairman  of  the 
Finance  Committee  that  the  1968  dues 
remain  at  $75.  It  also  approved  con- 
tinuing the  allocation  of  10.66  percent 
of  the  annual  dues  ($8.00  in  the  case 
of  a full  dues  paying  member)  to  the 
Educational  Fund  of  the  Educational 
and  Scientific  Trust,  and  the  allocation 
of  4 percent  of  the  dues  ($3.00  in 
the  case  of  full  dues  paying  members) 
to  the  Medical  Benevolence  Fund. 

1968  Budget  Accepted 

At  the  opening  session  of  the  House, 
the  Finance  Committee  presented  a 
1968  budget  totaling  $855,286  with  a 
projected  surplus  of  $2,283.  It  was  ex- 
plained at  the  closing  session  of  the 
House  that  it  was  possible  to  hold 

!the  line  on  dues  only  because  the 
House  had  not  made  significant  addi- 
tions to  State  Society  activities  which 
would  require  additional  financing. 

Finance  Committee  Praised 

The  House  of  Delegates  congrat- 
ulated the  Finance  Committee  “on  its 


diligent  efforts  in  getting  the  most 
from  our  dues  dollar”  in  adopting  the 
report  of  the  reference  committee  on 
Reports  of  Officers.  The  reference 
committee  noted  that  the  Society’s  fi- 
nancial status  is  sound  and  that  a 
surplus  was  realized  last  year. 

Treasurer’s  Report  Approved 

The  House  approved  the  annual  re- 
port of  the  treasurer  for  the  year  1966. 
The  State  Society  ended  the  year  with 
a surplus  of  $33,218.  The  report  also 
noted  that  the  Board  in  May  of  this 
year  found  it  necessary  to  allocate  $1 
from  the  dues  of  each  active  member 
of  the  Society  to  the  Medical  Defense 
Fund  so  that  the  fund  would  be  suffi- 
cient to  meet  obligations  in  the  cur- 
rent year. 

Session  Site  Selected 

In  keeping  with  the  practice  to 
select  annual  session  sites  several  years 
in  advance,  the  House  approved  the 
Board’s  decision  to  meet  in  Pittsburgh 
for  the  1972  annual  session.  Pitts- 
burgh also  will  be  the  site  of  next 
year’s  annual  session.  In  1969,  the 
meeting  will  be  held  in  Philadelphia. 

Scientific,  House  Sessions 
Separated 

The  PMS  House  of  Delegates  di- 
rected that  the  scientific  and  business 
sessions  be  held  at  different  times  “as 
an  administrative  measure  to  allow 
greater  freedom  in  planning”  and  it 
was  inferred  that  the  separation  should 
take  place  as  soon  as  possible. 

The  House  action  came  after  long 
reference  committee  and  House  con- 
sideration of  five  different  reports 
from  the  Board  of  Trustees,  the  Com- 
mittee on  Convention  Program,  the 
Council  on  Scientific  Advancement, 
the  President  and  the  President-Elect. 
A reference  committee  recommenda- 
tion that  the  Committee  on  Conven- 
tion Program  function  during  the 
transitional  period  under  the  aegis  of 
the  Council  on  Scientific  Advance- 
ment was  deleted  by  the  House  and 
all  of  the  many  reports  and  recom- 
mendations were  referred  to  the  Board 
of  Trustees.  The  Council  on  Scien- 
tific Advancement  was  directed  to 
make  a preliminary  study  of  all  of 
the  reports  and  recommendations  in 
order  to  present  a proposal  to  the 
Board  at  its  next  meeting. 

The  Committee  on  Convention  Pro- 
gram had  recommended  that  a new 
unit  be  formed,  a Council  on  Con- 
tinuing Medical  Education,  and  that 


all  activities  concerned  with  continu- 
ing education  be  assigned  to  this  new 
Council.  The  Council  on  Scientific 
Advancement  had  recommended  that 
it  supervise  all  such  activities  and  that 
no  new  council  was  needed.  The  role 
of  the  State  Society  in  coordinating 
continuing  medical  education  undoubt- 
edly is  the  central  theme  of  the  de- 
cisions to  be  made  by  the  Board  and 
by  the  House  at  its  next  session. 

House  Officers’  Role  to  Grow 

Acting  on  a recommendation  of 
Russell  B.  Roth,  M.D.,  Speaker  of 
the  House  for  five  years  before  choos- 
ing not  to  run  this  year,  the  House 
took  steps  to  make  the  House  Speaker 
and  Vice  Speaker  ex-officio  members 
of  the  Board  of  Trustees  with  the 
right  to  vote.  The  changes  necessitate 
amendments  to  both  the  Constitution 
and  the  ByLaws  and  cannot  be  acted 
upon  finally  until  the  ’68  session  of 
the  House. 

Term  Limit  To  Be  Studied 

The  House  referred  to  the  Board 
of  Trustees  a recommendation  con- 
cerning a limit  on  the  terms  of  dele- 
gates and  council,  commission  and 
committee  members.  The  reference 
committee  said  the  recommendation 
“requires  careful  study.” 

“Slot”  Election  Expansion  Denied 

The  House  approved  a reference 
committee  report  which  recommended 
that  no  changes  be  made  in  the  pro- 
cedures used  in  nominating  and  elect- 
ing vice  presidents  and  delegates  and 
alternate  delegates  to  the  AMA.  The 
1966  resolution  calling  for  this  had 
been  referred  to  the  Committee  on 
Constitution  and  ByLaws  for  study. 
This  resolution  recommended  that 
nominations  and  elections  take  place 
separately  for  each  of  the  four  vice 
president  positions  and  for  each  of 
the  positions  open  for  delegates  or 
alternates  to  the  AMA.  Linder  cur- 
rent practice,  for  example,  nomina- 
tions are  made  for  the  offices  of  vice 
president  without  being  designated  as 
first,  second,  third  or  fourth,  and  the 
nominee  receiving  the  greatest  num- 
ber of  votes  becomes  first  vice  presi- 
dent, the  one  with  the  next  greatest 
number  becomes  second  vice  president, 
etc.  The  same  procedure  applies  for 
delegates  and  alternates.  If  there  are 
six  positions  open,  the  positions  are 
filled  totally  by  the  nominees  receiving 
the  greatest  number  of  votes  instead  of 
each  position  being  voted  on  individ- 
ually. 
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C ampaigning  Denied 

The  House  concurred  with  a rec- 
ommendation of  the  reference  com- 
mittee and  rejected  a resolution  re- 
ferred last  year  which  called  for 
changes  in  the  Constitution  and  By- 
Laws  to  allow  candidates  for  Society 
office  to  campaign  actively. 

Specialty  Delegates  Denied 

The  House  rejected  a resolution 
calling  for  the  establishment  of  spe- 
cialty representation  in  the  House  of 
Delegates  but  took  a series  of  related 
actions  demonstrating  its  concern  that 
all  specialty  groups  be  involved  in  the 
activities  and  deliberations  of  the  State 
Society. 

In  rejecting  the  resolution,  the 
House  concurred  with  the  reference 
committee  suggestion  that  specialty 
societies  be  informed  that  there  are 
mechanisms  available  which  enable 
them  to  participate  in  and  influence 
the  affairs  of  the  State  Society.  The 
committee  cited:  “any  active  member 
of  the  State  Society  is  welcome  to  talk 
to  the  Board  of  Trustees,  submit  res- 
olutions through  proper  channels,  par- 
ticipate in  reference  committee  hear- 
ings, or  seek  election  to  the  House  of 
Delegates.”  The  committee  empha- 
sized that  such  participation  is  wel- 
come and  "that  it  is  the  responsibility 
of  specialists  to  avail  themselves  of 
these  opportunities.” 

In  related  action,  the  House  ap- 
proved a recommendation  which  calls 
for  greater  communication  between 
the  State  Society  and  specialty  groups 
and  urges  that  special  efforts  be  made 
to  avoid  further  fragmentation.  A 
third  reference  to  the  same  subject 
occurred  in  the  approved  report  of 
the  Committee  on  Objectives  which  ex- 
pressed the  feeling  that  problems  that 
do  exist  between  the  State  Society 
and  specialty  groups  are  problems  that 
can  be  resolved  within  the  framework 
of  the  Society’s  present  structure. 

AMA  Session  Change  Asked 

The  House  adopted  an  amended 
resolution  which  calls  on  the  AMA 
to  consider  charging  a registration 
fee  for  non-member  physicians  who 
attend  the  AMA  scientific  sessions. 

Class  of  Memberships  Changed 

I he  PMS  House  adopted  amend- 
ments to  the  Constitution  and  ByLaws 
which  make  changes  in  the  classifi- 
cation of  memberships  in  the  State 
Society. 

Faster  Board  Action  Backed 

Faster  action  by  the  Board  of  Trus- 


tees in  acting  on  matters  referred  to 
it  by  the  House  of  Delegates  was  sup- 
ported by  the  House. 

Malpractice  Concern  Shown 

In  several  related  actions,  the  House 
showed  its  concern  about  the  increas- 
ing number  of  malpractice  cases  and 
the  difficulties  some  physicians  have 
in  obtaining  malpractice  insurance. 
The  secretary  in  his  report  noted  that 
fourteen  new  applications  for  medical 
defense  were  filed  with  the  State  So- 
ciety’s medical  defense  fund  during 
1966  and  that  as  of  mid- 1967,  there 
were  forty-eight  defense  cases  pend- 
ing in  the  State  Society’s  files.  In 
twenty-one  of  the  forty-eight  cases, 
the  physicians  involved  did  not  carry 
malpractice  insurance.  The  House 
noted  this  “with  concern”  and  sec- 
onded the  Board’s  action  in  appoint- 
ing a special  committee  to  study  this 
and  other  problems  related  to  medi- 
cal defense.  The  House  also  approved 
the  activities  of  the  Council  on  Medi- 
cal Service  in  attempting  to  alleviate 
the  problems  involved  in  increasing 
the  availability  of  malpractice  cover- 
age. It  agreed  with  the  Council’s  con- 
clusion that  it  is  not  feasible  for  the 
State  Society  to  form  an  insurance 
company  to  provide  malpractice  cover- 
age for  the  members.  In  another  ac- 
tion, the  House  adopted  a resolution 
which  directs  the  State  Society  to  con- 
tinue to  take  an  active  part  in  helping 
to  devise  satisfactory  malpractice  in- 
surance for  all  physicians  and  further 
directs  that  a resolution  be  submitted 
requesting  the  AMA  to  do  the  same 
on  the  national  level. 

Pollution  Control  Urged 

State  control  of  air  pollution  is  the 
object  of  an  amended  resolution  passed 
by  the  House.  It  also  requests  the 
Governor  to  elevate  the  position  of 
air  pollution  control  officer  to  the 
status  of  Deputy  Secretary  of  Health 
for  Clean  Air. 

Generic  Prescribing  Position  Taken 

The  House  took  a very  clear  stand 
with  passage  of  a substitute  resolu- 
tion which  embodied  a complete  ex- 
planation of  the  Pennsylvania  Medical 
Society’s  position  concerning  generic 
versus  brand  prescribing.  It  directed 
that  copies  of  the  resolution  be  sent 
to  the  Pennsylvania  delegation  to  the 
House  of  Representatives  and  Senate, 
the  members  of  the  Ways  and  Means 
Committee  of  the  United  States  House 
of  Representatives  and  to  members 
of  the  Finance  Committee  of  the 
United  States  Senate. 


Abortion  Guidelines  Approved 

The  Pennsylvania  Medical  Society 
was  directed  to  make  recommendations 
to  the  State  Legislature  to  clarify  state 
law  concerning  sterilization,  abortion 
and  family  planning  along  the  lines 
set  forth  in  a special  report  of  the 
Council  on  Scientific  Advancement 
and  in  the  guidelines  adopted  at  the 
last  meeting  of  the  AMA  House  of 
Delegates  (as  reported  in  JAMA,  ' 
August  14,  1967). 

Paramedical  Licensing  Supported 

The  House  gave  added  support  to 
the  licensure  of  paramedical  person- 
nel by  the  State  Board  of  Medical 
Education  and  Licensure  in  approv- 
ing the  annual  report  of  the  Council 
on  Scientific  Advancement.  A com- 
mission of  the  Council  has  attended 
meetings  to  discuss  the  details  of  li- 
censing several  specific  groups,  such 
as  surgical  technicians,  medical  tech- 
nologists, inhalation  therapists,  and 
nurse  anesthetists.  The  Council  noted 
that  efforts  to  license  x-ray  technicians 
have  been  temporarily  suspended. 

Educational  Aid  Practice  Backed 

In  considering  the  report  of  the 
PMS  Educational  and  Scientific  Trust 
the  House  “noted  with  pleasure”  the 
changes  that  give  the  Trust  greater 
flexibility  in  determining  how  best  to 
aid  students.  As  a result  of  this  flexi- 
bility, the  Trust  this  year  has  granted 
ten  one-year  full-tuition  scholarships 
to  first  year  medical  students  and 
twenty-one  half-year  tuition  scholar- 
ships to  upper  classmen.  The  House 
also  encouraged  individual  members 
as  well  as  county  medical  societies  to 
create  memorial  funds  and  otherwise 
contribute  to  the  worthwhile  programs 
of  the  Trust. 

Medical  Examiner  Pushed 

The  House  affirmed  its  strong  sup- 
port for  the  establishment  of  a medi- 
cal examiner  system  in  Pennsylvania 
and  called  for  renewed  activity. 

Certification  Opposed 

The  House  adopted  a resolution 
endorsing  all  efforts  to  repeal  the  cer- 
tification and  recertification  provisions 
of  the  Medicare  Law.  It  also  directed 
that  copies  of  the  approved  resolution 
be  sent  to  the  Hospital  Association  of 
Pennsylvania,  Hospital  Council  of 
Western  Pennsylvania,  Blue  Cross  of 
Western  Pennsylvania  and  the  Penn- 
sylvania Delegation  in  the  United 
States  Congress.  The  resolution  noted 
that  some  hospitals  have  gone  beyond 
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the  literal  requirements  of  the  law 
in  requiring  signature  of  special  cer- 
tification and  recertification  forms  for 
medicare  patients.  The  reference  com- 
mittee report  noted  that  a portion  of 
the  intent  of  the  resolution  would  be 
satisfied  with  the  passage  of  a bill  (HR 
12080)  pending  before  the  United 
States  Senate. 

Regional  Program  Role  Saluted 

The  House  passed  a reference  com- 
mittee report  which  praises  the  Board 
of  Trustees  for  its  action  in  assuming 
fiscal  and  administrative  responsibility 
for  the  Susquehanna  Valley  Regional 
Medical  Program  under  the  Heart, 
Cancer  and  Stroke  legislation.  The 
reference  committee  urged  physicians 
to  secure  and  maintain  the  initiative  in 
such  health  care  programs  and  said 
the  Board’s  action  exemplified  this  type 
of  leadership.  It  also  praised  the  mem- 
bers of  the  Special  Committee  on 
Heart  Disease,  Cancer  and  Stroke  for 
their  role  in  guiding  the  development 
of  the  State’s  three  regional  medical 
programs. 

ODMC  Action  Hailed 

The  House  complimented  the  Coun- 
cil on  Medical  Service  for  successfully 
completing  negotiations  with  the  Office 
of  Dependents  Medical  Care  to  replace 
the  fixed  fee  schedule  with  a system 
based  on  payment  of  prevailing  fees. 
The  approved  reference  committee  re- 
port said  the  Council’s  action  was 
doubly  important  because  of  the  ex- 
pansion of  the  program  to  include  re- 
tired military  personnel  and  their  de- 
pendents, which  sharply  increased  the 
number  of  eligible  beneficiaries  in  the 
state.  The  old  fixed  fee  shcedule  had 
been  based  on  Plan  B.  The  1966 
House  approved  extending  the  Plan 
B contract  through  January  31,  1967, 
and  the  Council  worked  closely  with 
Blue  Shield  and  ODMC  officials  since 
the  last  session  of  the  House.  On  April 
1,  1967,  a new  one-year  contract  was 
executed  which  permits  Blue  Shield 
to  provide  benefits  under  the  program 
on  the  prevailing  fee  basis. 

Optician  Licensure  Supported 

Support  of  the  licensure  of  all  op- 
ticians in  the  state  by  the  State  Board 
of  Medical  Education  and  Licensure 
was  approved  by  the  House. 

Utilization  Resolution  Withdrawn 

A resolution  concerning  the  utiliza- 
tion survey  of  Blue  Cross  of  Western 
Pennsylvania  was  withdrawn  after  ex- 
tensive testimony  was  presented  at  the 


reference  committee  hearing.  The  reso- 
lution would  have  asked  the  State  So- 
ciety to  request  Blue  Cross  to  discon- 
tinue its  utilization  survey. 

Practice  Act  Concern  Noted 

The  House  considered  recommenda- 
tions for  changes  to  update  the  Medical 
Practice  Act  and  then  approved  a 
reference  committee  report  which  ex- 
pressed the  opinion  the  proposal  is 
being  implemented  by  an  ad  hoc  com- 
mittee of  the  Board  which  has  been 
conferring  with  the  Board  of  Medical 
Education  and  Licensure. 

Licensure  Board  Report  Asked 

The  House  approved  a recommenda- 
tion calling  on  the  State  Board  of 
Medical  Education  and  Licensure  to 
submit  an  annual  report  of  its  activi- 
ties to  the  State  Society. 

“Physician  Assistant”  Focus  Given 

In  separate  but  related  actions,  the 
PMS  House  of  Delegates  directed  a 
two-pronged  study  of  the  development 
of  the  health  care  team  member  vari- 
ously described  as  “medical  assistant,” 
“physician  assistant”  or  “primary  con- 
tact” physician.  In  its  first  step,  the 
House  directed  the  Commission  on 
Medical  Education  to  work  with  the 
State  Board  of  Medical  Education  and 
Licensure  in  a study  of  the  develop- 
ment of  the  “medical  assistant”  or 
"physician  assistant”  category  that  is 
expected  to  burgeon  in  the  next  ten 
years.  In  its  second  step,  the  House 
directed  the  Committee  on  Objectives 
to  study  methods  by  which  the  “pri- 
mary contact”  physician  might  be  in- 
cluded in  the  rapidly  expanding  plans 
for  comprehensive  medical  care  cur- 
rently being  implemented  by  medical 
schools. 

Smoking  Stand  Taken 

The  House  of  Delegates  took  a 
stronger  stand  against  cigarette  smok- 
ing. The  approved  resolution  calls  on 
the  State  Society  to  reaffirm  that  ciga- 
rette smoking  is  harmful  to  health;  it 
calls  on  psysicians  to  advise  patients 
and  others  not  to  smoke  cigarettes;  it 
urges  special  efforts  be  made  to  pre- 
vent grade  school  children  and  other 
youths  from  beginning  the  habit  of 
cigarette  smoking;  it  asks  that  phy- 
sicians set  an  example  by  themselves 
abstaining;  and  it  directs  the  State  So- 
ciety to  urge  the  members  of  the 
Pennsylvania  Committee  on  Smoking 
and  Health  of  Youth  to  expand  its 
activities. 


Blue  Shield  Liaison  “Satisfactory” 

The  House  adopted  a reference  com- 
mittee report  which  said  that  Blue 
Shield  officials  have  expressed  their 
satisfaction  with  existing  levels  of  com- 
munication between  them  and  the  State 
Society. 

Abolition  of  Plan  “A”  Urged 

Steps  designed  to  eliminate  Blue 
Shield  Plan  A were  approved  by  the 
House.  The  approved  reference  com- 
mittee report  noted  that  extensive  testi- 
mony had  been  heard  and  “we  are 
pleased  to  note  that  Pennsylvania  Blue 
Shield  is  quite  aware  of  the  fact  that 
Plan  A does  not  provide  adequate 
medical  coverage  and  has  instituted 
an  educational  program  to  inform  their 
subscribers  of  the  need  for  more  ade- 
quate coverage.”  The  reference  com- 
mittee said  Blue  Shield  representatives 
reported  that  the  number  of  Plan  A 
subscribers  has  been  cut  by  about  50 
percent  in  the  past  seven  years,  and 
that  a new  campaign  designed  to  fur- 
ther reduce  the  number  of  Plan  A sub- 
scribers has  been  designed  by  Blue 
Shield. 

Local  Evaluations  Urged 

The  House  recommended  that 
county  medical  societies  be  urged  “To 
evaluate  the  effectiveness  of  their  or- 
ganizations and  functions.”  In  the 
approved  reference  committee  report, 
the  committee  expressed  the  belief  that 
county  medical  societies  can  benefit 
from  an  evaluation  of  their  objectives 
and  administrative  mechanisms  and  it 
encouraged  them  to  confer  with  the 
State  Society  in  setting  up  evaluation 
committees. 

Legislative  Response  Pondered 

The  House  recommended  county 
medical  society  cooperation  with  the 
Council  on  Governmental  Relations  in 
seeking  and  using  a mechanism  to  re- 
spond to  Council  requests  for  grass 
roots  legislative  action. 

Testimony  Panels  Supported 

The  House  approved  the  efforts  of 
the  Commission  on  Forensic  Medicine 
to  establish  an  impartial  medical  wit- 
ness system  for  all  of  the  courts  in 
the  Commonwealth.  The  Commission 
has  been  working  with  a committee  of 
the  Pennsylvania  Bar  Association  to 
extend  the  use  of  the  panels  beyond 
the  eastern  and  western  central  districts 
where  they  are  used  frequently. 

Committee  Discontinued 

The  House  of  Delegates  "discharged 
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with  sincere  thanks’’  the  Committee  to 
Study  Committees  and  Commissions 
which  recommended  such  a step  in  its 
report.  The  House  adopted  the  com- 
mittee’s report  which  expressed  the 
opinion  that  its  work  is  completed. 
The  report  suggested  that  any  further 
problems  relating  to  State  Society 
structure  should  be  referred  to  the 
Board  of  Trustees. 

Allied  Professions 
Committee  Supported 

The  House  approved  the  report  of 
the  Committee  on  Relationships  with 
Allied  Professions  but  expressed  regret 
that  no  definite  opinion  had  been  of- 
fered on  the  plans  of  the  nursing  or- 
ganizations for  the  future  of  nursing 
training  and  education.  The  approved 
Reference  Committee  report  also  noted 
that  the  report  did  not  cover  relation- 
ships between  Medicine  and  other  al- 
lied professions  but  it  was  then  ex- 
plained that  the  committee  was  re- 
sponding to  specific  mandates  of  the 
House  in  its  work  with  nursing  or- 
ganizations and  that  activity  in  other 
areas  is  awaiting  the  completion  of  its 
primary  charge. 

Federal  Utilization  Urged 

Since  medicare  requires  the  estab- 
lishment of  utilization  committees  in 
all  voluntary  general  hospitals,  the 
House  expressed  the  feeling  that  the 
Federal  Government  should  take  a 
lesson  from  its  own  regulations  and 
require  utilization  committees  in  VA 
and  Public  Health  Service  hospitals. 
The  House  action  was  taken  in  adop- 
tion of  a resolution  which  calls  on  the 
State  Society  “both  directly  and 
through  its  delegates  to  the  AMA”  to 
urge  the  Federal  Government  not  only 
to  establish  the  utilization  committees 
in  its  hospitals,  but  to  cooperate  in  the 
formation  of  the  committees. 

Medicare  Expense  Action  Sustained 

Hie  House  supported  the  State  So- 
ciety decision  to  seek  reimbursement 
from  Blue  Shield  for  the  administrative 
expenses  involved  in  assisting  Blue 
Shield  in  its  role  as  administrative 
agent  for  Part  B of  medicare.  Follow- 
ing the  initial  cost  of  establishing  re- 
view committees,  the  Society  was  re- 
quested by  Blue  Shield  to  review  six 
medicare  claims  for  the  period  from 
July  1,  1966  through  June  30,  1967. 
The  Board  of  Trustees  then  decided 
that  the  Society  should  discontinue 
billing  Blue  Shield  for  administrative 
expenses  until  further  notice.  The 
Social  Security  Administration  has 


ruled  that  the  administrative  expenses 
incurred  by  the  Society  are  not  reim- 
bursable. However,  the  Board  as  a 
matter  of  principle  decided  not  to 
withdraw  the  bill  submitted  earlier  to 
Blue  Shield  but  to  allow  it  to  remain 
on  the  record  as  a true  indication  of 
the  direct  cost  of  the  State  Society  in 
"tooling  up"  for  medicare  Part  B. 

Receipted  Bill  Opposed 

A resolution  calling  for  the  substi- 
tution of  an  “itemized  bill”  for  “re- 
ceipted bill"  in  the  direct  billing  por- 
tion of  medicare  Part  B was  approved 
by  the  House  of  Delegates  with  a nota- 
tion that  the  intent  of  this  resolution 
would  be  carried  out  with  the  passage 
of  a bill  pending  before  the  United 
States  Senate. 

Report  Form  Rejected 

The  House  rejected  a resolution 
which  proposed  a specific  medicare 
report  form  as  part  of  a restatement 
of  the  “individual  responsibility  princi- 
ple.” 


Medicare  Patients  Private 

The  House  passed  two  resolutions 
reaffirming  the  fact  that  medicare  pa- 
tients are  private  patients  by  law  and 
that  the  fee  for  service  principle  should 
prevail  with  respect  to  medicare  fees 
collected  for  ward  and  clinic  patients. 

Prevailing  Fee  Growth  Cited 

In  considering  the  report  of  the 
Council  on  Medical  Service,  the  House 
expressed  its  pleasure  that  the  Blue 
Shield  prevailing  fee  plan  now  covers 
more  than  a million  subscribers  and 
has  moved  beyond  the  realm  of  a pilot 
program  in  less  than  two  years.  The 
Council  said  it  was  significant  to  note 
that  medical  society  review  committees 
have  not  yet  been  called  upon  to 
mediate  any  disputed  claims  under 
the  prevailing  fee  plans.  The  plans 
have  been  approved  by  fifty-six  county 
medical  societies  in  the  state. 

Medicare  Efforts  Approved 

The  House  commended  the  Council 
on  Medical  Service  for  its  assistance 
in  establishing  councilor  district  review 
committees  throughout  the  state  and 
for  endeavoring  to  seek  a prominent 
role  in  assisting  the  Blue  Cross  plans 
in  assuring  the  proper  functioning  of 
hospital  utilization  committees  re- 
quired under  medicare.  The  approved 
Council  report  noted  that  Pennsyl- 
vania Blue  Shield  had  paid  more  than 
337,000  claims  and  over  $24  million 
in  benefits  for  beneficiaries  covered 


under  Part  B of  medicare  in  the  first 
ten  months  of  the  program. 

Medicare  Change  Opposed 

The  House  adopted  a resolution  op- 
posing a United  States  Senate  Bill 
which  would  remove  the  services  of 
hospital-based  specialists  from  Part 
B and  place  it  under  Part  A of  the 
Medicare  Law.  The  resolution  di- 
rected the  State  Society  to  make  its 
position  known  to  members  of  the 
House  Ways  and  Means  Committee, 
the  Senate  Finance  Committee  and  the 
United  States  Congress.  Other  por- 
tions of  the  Bill  attacked  by  the  reso- 
lution would  allow  the  Secretary  of 
Health,  Education  and  Welfare  to  es- 
tablish an  arbritary  fee  pattern  and 
would  set  up  a national  formulary  giv- 
ing preference  to  the  cheapest  of  sup- 
posed generic  equivalents.  The  resolu- 
tion noted:  "These  provisions  of  this 
Bill  corroborate  the  previous  conten- 
tions of  many  that  the  ultimate  result 
of  such  legislation  will  be  total  control 
of  all  phases  of  medicare.” 

Pennsycare  Status  Disapproved 

The  House  disapproved  the  present 
program  of  medical  assistance  (Title 
XIX)  established  by  the  Department 
of  Public  Welfare  and  directed  the 
Council  on  Medical  Service  to  con- 
tinue its  efforts  to  bring  about  needed 
improvements  in  the  Pennsylvania  pro- 
gram. 

The  approved  reference  committee 
report  expressed  disappointment  that 
Title  XIX,  as  implemented  in  Pennsyl 
vania,  "obviously  falls  far  short  of 
the  legislative  intent  embodied  in  P.L. 
89-97  which  is  designed  to  provide 
medical  services  for  the  poor  on  a level 
of  parity  with  more  affluent  citizens.” 

Fee  Change  Efforts  Supported 

The  House  approved  increased  ef- 
forts by  the  Council  on  Medical  Ser- 
vice to  maintain  liaison  with  the  State 
Workmens’  Compensation  Fund,  the 
Bureau  of  Vocational  Rehabilitation 
and  the  State  Social  Security  Disability 
Determination  Office. 

PaMPAC  Location  Seconded 

In  adopting  a reference  committee 
report,  the  House  supported  without 
reservation  Board  action  in  permitting 
the  location  of  the  administrative  of- 
fice of  PaMPAC  in  the  Society’s  new 
headquarters  building.  The  reference 
committee  noted:  “in  these  times  of 
increasing  governmental  activity  in 
areas  of  health  care,  close  coordination 
with  PaMPAC  is  not  only  desirable  but 
virtually  essential  if  we  are  to  have| 
( Continued  on  page  117.) 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


□III  IMAM  M 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophy Mine  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sc i .,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


at  the  site  of  infection 
(where  it  counts)...  ;:J 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Uosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Uosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1’3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


-W—l  701464 

Ilosone*  H 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Uosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion-espeeially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis:  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith.  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc.. 
247:69.  1964.  2.  Griffith.  R.  S.,  and  Black.  H.  R. : Antibiotics  & 
Chemother..  12: 398.  1962.  3.  Hirsch.  H.  A..  Pryles,  C.  V..  and 
Finland.  M.:  Am.  J.  M.  Sc..  229:198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis , Indiana 
16206. 
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our  views  expressed  effectively.” 

PaMPAC  Support  Endorsed 

The  House  approved  a report  calling 
for  maximum  voluntary  participation 
in  the  Pennsylvania  Medical  Political 
Action  Committee  and  “encouraged” 
the  Board  of  Trustees  “to  pursue  what- 
ever reasonable  means  it  considers 
necessary”  to  assist  PaMPAC  in  its 
goals.  The  Board  also  recommended 
that  PaMPAC  be  invited  to  submit  an 
annual  informational  report  on  its  ac- 
tivities at  the  House  of  Delegates. 

PhD  Status  Unchanged 

The  House  rejected  a proposal  to 
allow  Ph.D.  medical  school  faculty 
members  to  be  active  members  of  the 
State  Society.  They  already  are  eligi- 
ble for  affiliate  membership.  The  pro- 
posal came  last  year  from  the  Commit- 
tee on  Objectives  but  the  House  con- 
curred with  this  year’s  reference  com- 
mittee which  recommended  no  change 
be  made. 

Mass  Immunization  Policy  Set 

In  considering  resolutions  and  a 
recommendation  made  by  the  Presi- 
dent-Elect, the  House  assigned  an  in- 
formational and  advisory  role  in  the 
conduct  of  mass  immunization  pro- 
grams in  the  state.  The  House  action 
was  summarized  in  the  adoption  of  an 
amended  resolution,  the  resolves  of 
which  read:  “That  the  Council  on 

Scientific  Advancement,  in  consulta- 
tion with  the  Pennsylvania  Depart- 
ment of  Health,  be  requested  to  pro- 
vide information  and  guidance  to  the 
county  medical  societies  regarding  the 
conduct  of  mass  immunization  pro- 
grams, and  be  it  further  resolved  that 
the  Pennsylvania  Medical  Society  rec- 
ommends that  appropriate  mass  im- 
munization programs  be  conducted  by 
county  medical  societies,  at  the  dis- 
cretion of  the  county  society  involved. 

In  a companion  action,  the  House 
adopted  a resolution  which  directed  the 
State  Society  to  make  every  effort  to 
obtain  legislation  which  would  grant 
legal  immunity  to  physicians  and  medi- 
cal societies  involved  in  mass  immuni- 
zation programs. 

GP  Recommendations  Approved 

The  House  adopted  the  Report  of 
the  Committee  on  General  Practice 
which  included  six  specific  recommen- 
dations ranging  from  continuation  of 
Medical  Practice  Day  for  medical 
students  to  the  establishment  of  a 
family  practice  award  and  a group 
practice  award.  Another  approved  rec- 
ommendation calls  for  the  establish- 


ment of  a family  practice  award  to  be 
made  annually,  including  an  award 
for  the  outstanding  group  practice  of 
the  year.  The  recommendation  sug- 
gests that  it  operate  similar  to  the 
Benjamin  Rush  Awards  which  go  to 
individuals  and  groups.  Other  ap- 
proved recommendations  call  for  the 
continuation  of  a general  practice  in- 
formation center  in  the  State  Society 
headquarters;  devoting  a portion  of 
the  annual  session  program  to  group 
practice;  publishing  articles  on  group 
practice  in  Pennsylvania  Medicine; 
and  establishing  training  opportunities 
in  primary  treatment  in  several  medi- 
cal schools. 

Blue  Cross  Committee  Growth  Urged 

The  House  urged  the  Council  on 
Medical  Service  to  continue  its  ef- 
forts to  establish  physicians’  advisory 
committees  to  Pennsylvania  Blue  Cross 
plans  “so  that  ultimately  every  medical 
staff  in  each  Pennsylvania  hospital  will 
be  afforded  an  opportunity  to  partici- 
pate.” 

Press  Code  Urged 

The  House  supported  the  action  of 
the  Council  on  Public  Service  in  rec- 
ommending that  county  medical  so- 
cieties adopt  the  AMA  guidelines  for 
relationships  between  physicians  and 
members  of  the  news  media. 

Medical  Libraries  Supported 

The  House  adopted  a resolution 
which  urges  Congress  to  finance  ade- 
quately the  Medical  Library  Assis- 
tance Act  of  1965  and  which  endorses 
the  library  of  the  College  of  Physicians 
of  Philadelphia  as  a regional  medical 
library. 

1776  Bicentennial  Supported 

The  House  passed  a resolution  which 
calls  on  the  AMA  to  hold  its  clinical 
session  in  Philadelphia  in  1976  as  part 
of  that  city's  bicentennial  celebration 
of  the  signing  of  the  Declaration  of 
Independence.  It  also  calls  on  the 
State  Society  to  ask  the  AMA  to 
create  a committee  to  plan  its  partici- 
pation in  this  bicentennial  celebration 
and  to  give  consideration  to  the  erec- 
tion of  a building  in  Philadelphia  in 
connection  with  the  celebration  to 
house  permanent  exhibits  and  demon- 
strations covering  the  development  of 
medicine  in  the  United  States. 

Diploma  Nursing  Schools  Supported 

The  House  of  Delegates  went  on 
record  as  favoring  the  “retention,  ex- 
pansion and  improvement  of  the  di- 
ploma (hospital)  schools  of  nursing — 


the  best  source  of  trained  nurses  in 
the  United  States  today  and  a vital 
part  of  the  health  education  field.” 

Hospital  Board  Contact  Urged 

The  House  amended  and  then  adopt- 
ed a resolution  which  calls  for  the 
presentation  of  Medicine's  views  to  the 
Boards  of  Trustees  of  hospitals.  As 
amended,  the  resolution  directs  the 
State  Society  to  study  the  financial 
feasibility  of  establishing  a regular 
publication  for  communicating  with 
members  of  hospital  Boards  of  Trust- 
ees and  directs  that  such  a publication 
should  present  organized  medicine's 
principles  and  policies  and  the  reasons 
behind  them.  It  also  directs  the  AMA 
delegation  to  present  and  support  a 
similar  resolution  in  the  AMA  House 
at  its  next  session. 

MD’s  On  Hospital  Boards  Urged 

The  House  adopted  and  amended  a 
resolution  which  supports  efforts  to 
have  more  physicians  on  hospital  gov- 
erning boards.  The  resolution  asked 
each  county  society  to  contact  by  of- 
ficial letter  each  member  of  existing 
hospital  boards  of  directors  in  their 
respective  counties  to  inform  them  of 
Medicine’s  desire  to  be  represented  on 
such  boards.  It  further  directed  that 
it  be  “forcefully  suggested”  that  such 
physicians  should  be  nominated  by 
members  of  their  respective  hospital 
staffs  or  by  county  medical  societies,  as 
appropriate. 

Hospital  Staff  Rules  Action  Sought 

The  problem  of  physicians  with 
multiple  hospital  staff  memberships 
meeting  the  attendance  requirements 
of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  was  recognized  with 
House  passage  of  a resolution  which 
calls  on  the  state  delegation  to  request 
an  AMA  study  of  the  difficulties. 

Hospital  Privilege  Barriers  Targeted 

Procedures  for  physicians  who  are 
denied  hospital  privileges  by  the  action 
of  lay  governing  boards  were  estab- 
lished by  the  House  of  Delegates  in 
approving  an  amended  resolution.  The 
resolution  noted  that  in  some  instances 
the  decisions  of  governing  boards  “ap- 
pear to  be  arbitrary,  capricious  and 
discriminatory.”  It  establishes  a re- 
course procedure  as  follows:  “Appeal 
to  component  medical  society;  appeal 
to  District  Councilor  who  may  consult 
legal  counsel;  referral  by  Councilor  to 
Commission  on  Hospital  Relations; 
transmission  of  commission  findings  to 
Council  on  Medical  Service;  forward- 
ing of  Council  findings  and  recom- 
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mendations  to  PMS  Board;  request 
by  the  Board  of  the  Judicial  Council 
to  make  a final  ruling.” 

Income  Duress  Opposed 

The  House  reiterated  a long  stand- 
ing policy  of  the  State  Society  with  the 
passage  of  a resolution  reaffirming  the 
right  of  the  physician  to  be  the  sole 
arbiter  as  to  the  ways  in  which  he 
may  dispose  of  his  professional  in- 
come. consistent  with  the  laws  of  the 
land  and  the  principles  of  medical 
ethics.  The  resolution  noted  that  there 
is  a “growing  atmosphere  of  pressure” 
within  a number  of  hospitals  to  have 
third  party  payments  to  physicians  for 
the  care  of  “unassigned  patients,”  who 
were  formerly  ward  or  clinic  patients, 
turned  over  to  a hospital  fund.  The 
resolution  also  reaffirmed  that  an  in- 
dividual physician  may  not  be  deprived 
of  his  right  by  a vote  of  the  medical 
staff  or  medical  board  of  a hospital  to 
be  the  “sole  arbiter”  of  the  disposition 
of  his  professional  income. 

Hospital  Billing  Change  Asked 

The  House  directed  the  State  So- 
ciety to  encourage  all  hospitals  in  the 
state  to  break  down  daily  room  charges 
to  show  room  and  board  costs  separ- 
ately from  hospital  professional  ser- 
vice charges.  The  resolution  noted 
that  certain  hospitals  have  instituted  a 
new  system  of  billing  which  has  created 
greater  understanding  of  hospital  costs 
and  has  resulted  in  less  criticism  of 
hospitals  and  physicians. 

Intern,  Resident  Role  Referred 

The  hospital  separation  of  teaching 
and  nonteaching  services  and  the  as- 
signment of  interns  and  residents  only 
to  teaching  services  is  the  subject  of  a 
resolirtion  which  was  not  adopted  but 
w'as  referred  by  the  House  to  the  Coun- 
cil on  Scientific  Advancement  for  fur- 
ther study.  The  resolution  cited  the 
penalty  this  practice  imposes  on  the 
hospital  staff  physicians  on  the  non- 
teaching services  and  their  patients. 

Complete  Histories  Supported 

Efforts  to  improve  and  make  more 
complete  the  prenatal  histories  avail- 
able on  neonatal  charts  was  supported 
by  the  House  in  approving  the  report 
of  the  Council  on  Scientific  Advance- 
ment. The  report  suggested  the  in- 
formation should  cover  all  drugs,  ill- 
nesses and  other  untoward  events. 

Communications  Proposal  Rejected 

Proposed  amendments  to  the  Bylaws 
to  transfer  communications  functions 
from  the  Council  on  Public  Service 
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to  a new  administrative  department  of 
communications  were  rejected  by  the 
House  of  Delegates  upon  the  recom- 
mendation of  the  reference  committee. 
The  committee  noted  that  there  is  evi- 
dence that  the  Society  has  had  a com- 
munications problem  and  made  a de- 
tailed motion  which  was  defeated.  In- 
stead, the  House  referred  the  entire 
matter  to  the  Board  of  Trustees. 

In  recommending  rejection  of  the 
proposed  Bylaws  changes,  the  refer- 
ence committee  said,  “we  question 
the  wisdom  of  placing  the  direction  of 
the  communications  unit  in  the  hands 
of  the  publication  committee  which  is 
a committee  of  the  Board  of  Trustees. 
Rather,  it  is  the  feeling  of  this  com- 
mittee that  the  Council  on  Public  Ser- 
vice is  a group,  which  provides  better 
representation  in  this  area  for  the  So- 
ciety's membership  as  a whole.  For 
this  reason  the  committee  believes 
the  Council  is  in  a better  position 
to  provide  guidance  to  the  Society’s 
communicators,  and  is  not  in  favor 
of  the  changes  in  the  ByLaws  requested 
by  the  Board.  ...” 

Greater  Participation  Encouraged 

The  House  encouraged  county  medi- 
cal societies  to  study  their  particular 
needs  with  regard  to  their  organiza- 
tional structure  and  to  make  any 
changes  in  the  model  constitution  and 
bylaws  which  will  encourage  broader 
participation  by  society  members. 

Osteopathy  Report  Approved 

The  House  adopted  the  report  of 
the  Committee  to  Study  Relations  Be- 
tween Medicine  and  Osteopathy,  which 
included  the  findings,  conclusions  and 
recommendations  on  this  subject 
adopted  in  June  by  the  AMA  House 
of  Delegates.  Basically,  the  report  de- 
fines the  primary  difference  between 
medicine  and  osteopathy  as  one  in- 
volving the  quality  of  the  training  in- 
volved. The  report  notes  that  effort 
should  be  directed  to  the  osteopathic 
schools  and  to  their  graduates  located 
in  the  thirty-eight  states  where  they 
practice  medicine  and  surgery  without 
restriction.  It  authorized  the  AMA 
Board  of  Trustees  to  begin  negotiations 
directed  toward  changing  schools  of 
osteopathy  to  schools  of  medicine  in 
order  that  the  level  of  training  might 
be  upgraded. 

Membership  Drive  Supported 

The  need  was  cited  to  bring  all  phy- 
sicians in  Pennsylvania  into  the  county 
and  state  societies  and  the  House  con- 
curred. It  noted  that  the  Council  on 
Public  Service  has  devised  a program 


to  recruit  additional  members  and  that 
this  program  has  been  adopted  by 
the  Board  of  Trustees. 

Rush  Award  Change  Rejected 

The  House  rejected  a resolution 
which  would  have  directed  the  State 
Society  to  send  Benjamin  Rush  Award 
materials  only  to  those  county  societies 
that  requested  them.  The  approved 
reference  committee  report  said  the 
current  practice  of  mailing  the  Rush 
Award  materials  to  all  county  societies 
does  not  increase  appreciably  the  cost 
of  the  program  and  does  serve  to 
motivate  the  various  counties  to  par- 
ticipate. 

Centenarian  Award  Continued 

The  House  rejected  a resolution 
which  would  have  abolished  the  State 
Society’s  Centenarian  Award  Program 
and  commented  that  “the  cost  of  the  i 
program  is  minor  in  relation  to  its 
potential  benefits.” 

Secretary  Visit  Program  Endorsed 

The  House  endorsed  the  continua- 
tion of  the  program  whereby  county 
society  secretaries  and  executive  secre- 
taries are  invited  to  spend  a day  at  the 
headquarters  office  to  meet  with  key 
staff  persons  in  a review  of  State 
Society  activities  and  services. 

Staff  Visit  Proposal  Considered 

County  medical  societies  were  urged 
to  take  advantage  of  the  availability 
of  staff  consultation  services  from  the 
State  Society.  No  specific  action  was 
taken  on  the  recommendation  after 
the  reference  committee  noted  the 
availability  of  staff  consultation  upon 
request. 

Drug,  Alcoholism  Commission 
to  Continue 

The  House  of  Delegates  recom- 
mended that  the  Commission  on  Drug 
Addiction  and  Alcoholism,  created 
just  prior  to  last  year's  annual  ses- 
sion, be  continued. 

Clergy,  MD  Course  Furthered 

The  House  adopted  the  report  of 
the  Committee  on  Medicine  and  Re-  H 
ligion  and  supported  the  committee's 
efforts  to  develop  practical  courses  in 
counseling  for  family  physicians  and 
clergymen.  The  committee's  report 
said  that  80  percent  of  the  “troubled” 
persons  presently  are  being  counseled 
by  family  physicians  and  family  cler- 
gymen and  that  the  concept  of  a coun- 
seling course  has  been  approved  by 
the  PMS  Board  and  the  Pennsylvania 

PENNSYLVANIA  MEDICINE 


Academy  of  General  Practice. 

Discipline  Committee  Supported 

The  House  approved  the  report  of 
the  Committee  on  Discipline  and  com- 
mented on  the  relatively  few  cases 
referred  to  the  committee  during  the 
year.  The  approved  report  said  it  ap- 
pears that  the  grievance  committees 
of  county  medical  societies  have  been 
doing  an  outstanding  job,  that  there 
apparently  have  been  relatively  few 
complaints  concerning  the  conduct  of 
physicians  or  that  the  state  committee 
has  not  been  utilized  to  its  fullest  ex- 
tent. 

Rural  Health  Unit  Complimented 

The  House  complimented  the  Com- 
mission on  Rural  Health  for  its  Phy- 
sician Placement  activities  and  its  ef- 
forts to  supply  physicians  to  com- 
munities that  need  them.  The  ap- 
proved reference  committee  report 
also  noted  that  state  government  has 
named  a person  in  the  Department 
of  Health  to  work  on  rural  health 
problems  and  the  committee  suggested 
that  the  Commission  work  closely  on 
the  matter  with  state  government. 

Medical  Education 
Coordination  Backed 

The  House  supported  plans  for  re- 
gional and  statewide  committees  to 
coordinate  continuing  medical  educa- 
tion in  the  state  in  approving  the  re- 
port of  the  Council  on  Scientific  Ad- 
vancement. The  Council's  Commis- 
sion on  Medical  Education  is  planning 
five  regional  committees,  with  the  first 
one  to  be  established  in  the  Susque- 
hanna Valley,  to  be  followed  by  a 
statewide  committee  to  aid  the  region- 
al committees. 

Facility  Planning  Action  Supported 

The  House  adopted  a reference 
committee  report  commending  the 
Commission  on  Health  Facility  Plan- 
ning for  its  active  part  in  promoting 
the  development  of  regional  voluntary 
health  facility  planning  groups  in  the 
state  and  for  seeking  greater  physi- 
cian representation  on  the  state  com- 
mittees to  advise  allocation  of  Hill- 
Harris  funds.  The  approved  report 
also  urged  the  Commission  to  keep 
the  Board  of  Trustees  fully  informed 
in  the  coming  months  as  plans  for 
implementation  of  this  important  law 
unfold  in  Pennsylvania. 

Disaster  Care  Action  Supported 

The  House  supported  the  efforts  of 
the  Commission  on  Disaster  Medical 
Care  to  have  state  government  bring 


the  medical  aspects  of  disaster  pre- 
paredness under  the  direction  of  medi- 
cal doctors.  It  noted  that  most  other 
state  governments  have  placed  the 
medical  aspects  of  disaster  prepared- 
ness under  their  health  departments 
and  it  suggested  that  this  arrangement 
is  more  practical  than  the  present  situ- 
ation in  the  state  where  the  State  Coun- 
cil on  Civil  Defense  directly  super- 
vises the  medical  aspects. 

Education  Aid  Continued 

The  House  supported  the  recom- 
mendation of  the  Committee  on  Aid 
to  Education  by  continuing  the  cur- 
rent $8.00  assessment  and  by  agreeing 
that  the  funds  be  used  for  either  loans 
or  scholarships  at  the  discretion  of  the 
Trustees  of  the  Educational  and  Sci- 
entific Trust.  The  House  also  noted 
that  with  the  increase  in  tuition  and 
associated  costs  of  education,  the  pos- 
sibility of  increasing  the  $8.00  assess- 
ment should  be  explored.  Such  ex- 
ploration was  assigned  to  the  PMS 
Board  of  Trustees. 

Benevolence  Activity  Praised 

The  House  adopted  the  report  of 
the  Committee  on  Medical  Benevo- 
lence and  praised  it  for  its  “worth- 
while and  necessary  activities.”  The 
approved  report  noted  that  thirteen 
physicians,  five  physicians'  wives,  nine- 
teen widows  and  fourteen  children  re- 
ceived aid  amounting  to  $50,445  dur- 
ing 1966.  It  noted  that,  in  addition  to 
the  $3.00  dues  allocation  for  each 
active  member,  the  Fund  received  $9,- 
066  in  contributions  during  the  year, 
largely  through  the  efforts  of  the  Wom- 
an’s Auxiliary. 

Salaried  MD  Resurvey  Asked 

The  House  noted  the  growing  trend 
toward  the  employment  of  physicians 
by  hospitals  in  the  state  in  approving 
the  report  of  the  Commission  on  Hos- 
pital Relations  which  presented  the 
results  of  a survey  it  had  conducted. 
In  addition,  the  House  said  the  trend 
should  be  re-evaluated  from  time  to 
time  and  recommended  that  the  sur- 
vey be  repeated  in  two  years  so  the 
results  may  be  reported  to  the  1969 
House  of  Delegates. 

Dr.  Appel  Honored 

The  State  Society's  Distinguished 
Service  Award  was  presented  to  James 
Z.  Appel,  M.D.,  of  Lancaster  “in 
recognition  of  his  outstanding  national 
leadership  in  the  critical  1960's.”  This 
was  the  first  time  that  the  award  was 
given  for  other  than  scientific  achieve- 
ment. Dr.  Appel  was  honored  for  his 


public  and  professional  citizenship — 
for  his  moderate,  practical  leadership 
of  American  medicine  through  the 
troubled  months  leading  up  to  and 
following  the  start  of  the  Medicare 
Law. 

House  Honors  Three 

The  House  of  Delegates  paid  special 
tribute  to  three  members  of  the  Penn- 
sylvania Medical  Society  for  their 
“outstanding  leadership  on  the  nation- 
al scene.”  They  are  James  Z.  Appel, 
M.D.,  of  Lancaster,  for  his  leadership 
before,  during  and  after  his  presidency 
of  the  AMA;  Elmer  G.  Shelley,  M.D., 
of  North  East,  wJio  is  chairman  of  the 
AMA  Judicial  Council;  and  Russell 
B.  Roth,  M.D.,  of  Erie,  now  the  Vice 
Speaker  of  the  AMA  House  of  Dele- 
gates. They  were  given  a standing 
ovation. 

“Gal  Fridays”  Praised 

In  a series  of  separate  actions  and 
comments,  the  PMS  House  compli- 
mented the  members  of  the  Pennsyl- 
vania Association  of  Medical  Assis- 
tants and  urged  all-out  physician  sup- 
port of  “this  valuable  organization.” 

At  the  opening  session  of  the  House, 
the  current  president  of  PAMA,  Miss 
Jacqueline  Fehling,  received  a stand- 
ing ovation  after  pledging  her  organi- 
zation’s full  support  of  the  goals  of 
organized  medicine. 

PMS-Endorsed  Insurance  Praised 

The  House  praised  the  Council  on 
Medical  Service  for  its  work  with  the 
Bertholon-Rowland  Agencies  in  pro- 
viding the  greatest  degree  of  protec- 
tion at  the  lowest  possible  cost  in  con- 
junction with  the  Society-endorsed  in- 
surance programs.  Four  plans  have 
been  endorsed  by  the  Society — acci- 
dent and  health,  income  protection, 
major  hospital  expense  and  accidental 
death,  dismemberment,  and  perma- 
nent total  disability  protection.  The 
reference  committee  urged  each  mem- 
ber, particularly  new  members,  to  note 
the  importance  of  participation  in 
these  programs. 

PENNSYLVANIA  MEDICINE 
Hailed 

The  House  “noted  with  pride”  the 
continuing  improvement  of  Pennsyl- 
vania Medicine  in  adopting  a refer- 
ence committee  report  concerning  that 
portion  of  the  Executive  Director’s 
comments  concerning  the  Society’s 
publication.  It  noted  that  an  increase 
in  advertising  revenues  has  been  more 
than  sufficient  to  offset  increased  pro- 
(Continued  on  page  122.) 
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MU  ’N  HOUSTON 

AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 


TO  ASSURE  YOUR  REGISTRATION 
PLEASE  RETURN  TO: 

Circulation  and  Records  Dept.  535  North  Dearborn  Street 

American  Medical  Association  Chicago,  Illinois  60610 

FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

(PLEASE  PRINT) 

Name 

(Each  Physician  Must  Register  in  His  Own  Name) 

Street 

City  State  Zip  Code 

I am  a Member  of  the  AMA  thru  the State 

Medical  Association  or  in  the  following  government  service: 


ADVANCE  REGISTRATION  INFORMATION 

| | General  Registration  Only  (No  Fee) 

Just  complete  coupon  and  return  before  Nov.  13,  1967. 
Your  Advance  Registration  Card  will  be  sent  to  you 
on  Nov.  16. 

| | General  Registration  Plus  Breakfast 
Roundtable  Reservations 

Tuesday,  Nov.  28,  7-8:30  A.M. 

1.  Indications  and  Limitations  of  Uses  of  Antibiotics 

□ 2.  The  Moral  and  Ethical  Aspects  of  Caring  for  the 

Dying  Patient 

Wednesday,  Nov.  29,  7-8:30  A.M. 

□ 3.  Management  of  Cerebrovascular  Insufficiency 

□ 4.  Adolescence,  Age  of  Rebellion;  Related  Psychiatric 

Aspects 

The  price  of  each  Breakfast  is  $3.50.  Please  indicate 
choice  and  return. 

My  remittance  of  $ is  enclosed. 


These  rooms  are  available  only  through  the: 
AMA  HOUSING  BUREAU 
Suite  1101 
1006  Main  Street 


Houston,  Texas  77002 
Phone:  (713)  224-5201 


H0UST0N-H0TELS  & MOTELS 


Map 

No. 

HOTELS 

Singles 

Doubles 

Twins 

Suites 

1. 

HOTEL  AMERICA 

11.50-17.75 

16.85-23.50 

20-23.50 

50-75 

2. 

CONTINENTAL  HOUSTON 

MOTOR  HOTEL 

9-15 

12-18 

14-19 

40-83 

3. 

LAMAR  HOTELtt  . 

9.50-18.50 

13-22 

14.50-22 

35-135 

4. 

RICE  HOTELtt 

11.50-16.50 

15.50-20.50 

17.50-22.50 

5. 

SAVOY-FIELD  HOTELtt. 

8-12 

10-14 

10-14 

6. 

SHAMROCK  HILTON  HOTEL 

(HEADQUARTERS  H0TEL-N0  ROOMS  AVAILABLE) 

7. 

SHERATON  LINCOLN  HOTEL 

12-16.50 

16-20.50 

16-20.50 

35-50 

8. 

TEXAS  STATE  HOTELtt 

13.50 

10-15.50 

12-16 

40-65 

9. 

WARWICK  HOTEL 

15 

18 

22 

55-80 

Map 

No. 

MOTELS 

Singles 

Doubles 

Twins 

Suites 

10. 

GRANT  MOTEL’ 

7.50 

8.50 

9.50-10.50 

11. 

HOLIDAY  INN-CENTRAL 

11 

14 

17 

12. 

HOUSTONAIRE  MOTOR  HOTEL 

12 

15 

18 

13. 

LAS  VEGAS  MOTOR  HOTEL 

9-13.50 

12-16.50 

14.50-16.50 

14. 

RAMADA  INN 

9.50 

11.50 

11.50-20.50 

33-37.50 

15. 

ROMAN  INN 

9-10 

12-13 

15-16 

16. 

SHERIT0N  OAKS  INN’ 

10 

12 

14 

17. 

TIDELANDS  MOTOR  INN 

9-10 

13-14 

13-16 

35 

18. 

TOWERS  MOTOR  HOTEL 

(CO-HEADQUARTERS  HOTEL- 

-NO  ROOMS  AVAILABLE) 

19. 

29  PALMS  MOTOR  HOTEL’ 

6.75-7.75 

8.75-9.75 

20. 

WHITE  HOUSE  MOTOR  HOTEL  . 

9-12 

10-12 

12-16 

*No  restaurant  or  coffee  shop  on  premises 
ffNo  swimming  pool 
All  rooms  lOOTo  air-conditioned 
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TO  ASSURE  YOUR  AMA  ACCOMMODATIONS  AT  THE  21ST  CLI N ICAL  CON  VENTION  FILL  INTHECOUPON  BELOW: 
MAIL  DIRECTLY  TO 

AMA  HOUSING  BUREAU  . SUITE  1101  . 1006  MAIN  STREET  . HOUSTON,  TEXAS  77002  . PHONE  (713)  224-5201 


FOR  ROOM  RESERVATIONS 

PLEASE  PRINT  OR  TYPE  FOUR  CHOICES 

1st 


2nd. 

3rd_ 

4th_ 


Please  enter  my  reservation  at  the  above  hotel/motel  for 

Single(s)  Double(s)  Twin(s)  Suite(s) 

□ ® $_ □ ® $ _ □ ® $ □ © $ 


DO  YOU  DESIRE  AN  AIR-CONDITIONED  ROOM?  Yes No 

Room  will  be  occupied  by: 

Name 

(Please  print  or  type) 


City 

Additional  Occupants 


Date  Arriving. 


• If  rate  requested  is  not  available,  of  all  occupants  for  all  rooms  re- 

next  highest  will  be  assigned.  served. 

• Be  sure  and  specify  time  of  arrival  * P|eas®  D°  ™>T  send  your  request 

as  well  as  date.  directly  t0  the,hote.:  14  Wl"  on|y 

delay  your  confirmation. 

• If  you  are  an  Industrial  Exhibitor,  • Please  make  all  changes  and  can- 

please  specify  firm  name  and  list  cellations  with  the  Housing  Bureau. 


AM 


Hour  PM  Departing 

A Deposit  will  be  Requested  for  Late  Arrival 


Confirmations 
will  be  mailed 
up  to  November  17. 
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(Continued  from  page  119.) 
ductions  costs.  A variety  of  indica- 
tions of  Pennsylvania  Medicine's 
growing  vitality  have  been  apparent 
in  the  past  year. 

Auxiliary  Commended 

The  House  commended  the  Wom- 
an’s Auxiliary  to  the  Pennsylvania 
Medical  Society  and  its  President,  Mrs. 
Manuel  Bergnes,  in  separate  actions 


adopting  the  report  of  the  Advisory 
Committee  to  the  Woman’s  Auxiliary 
and  in  approving  the  address  pre- 
sented to  the  House  by  Mrs.  Bergnes. 
Specifically,  the  House  commended 
Mrs.  Bergnes  and  all  Auxiliary  officers, 
chairman  and  members  “for  their  con- 
tributions and  efforts  on  behalf  of  the 
Auxiliary  and  their  support  and  in- 
terest in  the  affairs  of  the  Pennsylvania 
Medical  Society.” 


PaMPAC  Honors  Dr.  McCreary 

Robert  F.  Beckley,  M.D..  of  Lock 
Haven,  Chairman  of  the  Board  of 
the  Pennsylvania  Medical  Political  Ac- 
tion Committee,  presented  Thomas  W. 
McCreary,  M.D.,  of  Rochester,  with 
an  honorary  life  membership  in  recog- 
nition of  his  pioneering  efforts  in  es- 
tablishing the  PAC  movement  in  Penn- 
sylvania. 


WELCOME,  NEW  MEMBERS 

These  M.D/s  have  joined  the  State  Society 
in  recent  months: 

BERKS  COUNTY: 

Andre  C.  Westendorp,  M.D.,  135  N.  6th  Street,  Reading 
19601. 

CHESTER  COUNTY: 

Herbert  P.  Adams,  M.D.,  1410  Russell  Road,  Paoli  19301. 

DELAWARE  COUNTY: 

Alexander  P.  von  Schlicten,  M.D.,  3127  N.  16th  Street, 
Philadelphia  19132. 

Jose  Argain,  M.D.,  1713  Lawrence  Road,  Havertown 
19083. 


W.  Anthony  Allison,  M.D.,  18  East  Greenwood  Avenue, 
Lansdowne  19050. 

Clint  E.  Brooks,  Jr.,  M.D.,  3041  West  Chester  Pike, 
Broomall  19008. 

Joseph  L.  Ivins,  M.D.,  Haverford  State  Hospital,  3500 
Darby  Road,  Haverford  19041. 

William  D.  Smith,  M.D.,  246  West  Upsal  Street,  Phila- 
delphia 19119. 

FRANKLIN  COUNTY: 

Edward  F.  Swartz,  M.D.,  127  S.  Coldbrook  Avenue, 
Chambersburg  17201. 

PHILADELPHIA  COUNTY: 

Harry  D.  Evans,  Jr.,  M.D.,  12  Continental  Drive,  Ridge- 
field, Conn.  06877. 

Joyce  E.  Price,  M.D.,  Park  Summit  W.  Apt.  G-17,  8200 
Henry  Avenue,  Philadelphia  19128. 

Malcolm  M.  Sitkoff,  M.D.,  9864  Jeanes  Street,  Philadel- 
phia 19115. 

Robert  C.  Stadalnik,  M.D.,  6148  N.  4th  Street,  Phila- 
delphia 19120. 

Sheldon  Klein,  M.D.,  1710  Griffith  Street,  Philadelphia 
19111. 

WARREN  COUNTY: 

Daniel  G.  Lareau,  M.D.,  Warren  General  Hospital,  War- 
ren 16325. 

Walter  S.  Finken,  Jr.,  M.D.,  Warren  State  Hospital, 
Box  249,  Warren  16365. 


CLASSIFIED  ADVERTISEMENTS 

PHYSICIANS  WANTED 


Emergency  Room  Physician — full- 
time for  350-bed  hospital  . . . Penn- 
sylvania license  required  ...  40 
hours  per  week  . . . Salary  $17,500 
per  year  to  start  with  increase  of  $2,- 
500  per  year  with  two  yearly  increases 
guaranteed.  Write  details  of  training 
and  experience  to  A.  C.  Sea  well,  Ad- 
ministrator, Butler  County  Memorial 
Hospital,  Butler,  Pa. 

Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculous  patients.)  Dy- 
namic rehabilitation  program;  univer- 
sity affiliations;  regular  consultation 


available  in  all  specialities;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the 
premises.  Pennsylvania  license  re- 
quired. Salary  competitive  and  nego- 
tiable. Reply  Department  512,  Penn- 
sylvania Medicine. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  1 Vi 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 


Wanted — Orthopaedic  Surgeon,  cer- 
tified or  board  eligible  to  join  an  ortho- 
paedic partnership.  Practice  located  in 
southwest  Pennsylvania,  university 
community  with  excellent  hospital  fa- 
cilities. Partnership  offers  opportunity 
to  share  in  proposed  owner-occupied 
group  medical  building.  Satisfactory 
financial  arrangements  can  be  nego- 
tiated. Write  Department  514  Penn- 
sylvania Medicine. 

Psychiatric  residencies:  Appro>  ed 

three-year  progressive  program  in 

metropolitan  Detroit  area.  University 
associations.  Teaching  staff  of  board 
men,  psychoanalysts,  professors,  out- 
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standing  visiting  lecturers.  Active  re- 
search. Modern  physical  plant.  Salary 
$8,978;  $9,405;  $10,213.  Five  year 
career  program  $10,213  to  $18,507. 
Liberal  Civil  Service  benefits.  Gen- 
eral practitioners  completed  internship 
four  years  ago  may  be  eligible  for 
NIMH  stipends  of  $12,000  per  year. 
Write  Director  of  Education  and 
Research,  Northville  State  Hospital, 
Northville,  Michigan  48167. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

Wanted — House  physician  for  201- 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

House  physicians,  full  or  part  time, 
needed  immediately  for  Emergency 
Room  and  House  coverage.  250-bed 
general  hospital  serving  suburban  and 
industrial  communities  in  Pittsburgh 
metropolitan  area.  License  in  Penn- 
sylvania required  for  this  position. 
Contact  Executive  Director,  Sewickley 
Valley  Hospital,  Sewickley,  Pennsyl- 
vania 15143. 


Physician  Wanted:  Excellent  oppor- 
tunity for  general  practitioner,  Em- 
porium, Pa.  County  seat  in  northern 
area  of  state,  center  of  hunting  and 
fishing.  Prosperous  community,  di- 
versified industry,  modern  hospital  fa- 
cilities available.  GP  with  large  active 

I practice  retiring,  offices  available.  Con- 
tact Emporium  Chamber  of  Com- 
merce, 105  E.  Fourth  Street,  Em- 
porium, Pa.  15834. 

House  Physician — full  time  or  part 
time,  for  140-bed  hospital,  southeast- 
ern part  of  Pa.,  Pa.  license  required, 
sifl  Salary  open.  Immediately  available, 
ail  Write  Department  509,  Pennsylvania 
jit  Medicine. 
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Medical  Director  Wanted — for  com- 
prehensive medical  group  practice  in 
Pittsburgh  environs.  Opportunity  for 
some  continuing  clinical  practice.  Ex- 
cellent remuneration.  Experience  in 
internal  medicine,  general  practice  and 
in  medical  care  or  public  health  de- 
sirable but  not  essential.  Write  De- 
partment 516,  Pennsylvania  Medi- 
cine. 

Physicians:  Industrial  practice  in- 

ternationally renowned  most  progres- 
sive company,  excellent  growth  oppor- 
tunity. N.Y.C.,  Los  Angeles,  San  Fran- 
cisco, New  England  and  several  smaller 
cities,  $20-$25,000,  moving  and  place- 
ment fees  paid.  Apply  American  Med- 
ical Personnel,  159  E.  Chicago  Avenue, 
Chicago,  Illinois  60611.  Delores  Sus- 
ral,  Director,  (312)  337-4221. 

A Board-certified  or  eligible  obste- 
trician-gynecologist is  wanted  to  join 
a solo  Ob-Gyn  man  Board  certified 
F.A.C.O.G.-F.  A.  C.  S.  about  six  miles 
east  of  Pittsburgh,  Pa.  The  position 
offers  an  open  starting  salary  leading 
to  full  partnership.  Send  qualifications 
for  an  interview  to  Department  515, 
Pennsylvania  Medicine. 

G.P.  or  other  specialist  wanted  in 
Pennsburg,  Pa.  New,  modern,  air- 
conditioned  office  available.  Call  723- 
9688  or  679-5393. 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hospi- 
tal; many  fringe  benefits;  salary  de- 
pendent on  qualifications;  board  quali- 
fied or  eligible  and  U.S.  citizenship 
preferred;  license  any  state  required; 
foreign  graduates  must  secure  ECFMG 
certificate.  Contact  Hospital  Director, 
Veterans  Administration  Hospital,  Al- 
toona, Pa.  16603. 

Internists,  pediatricians,  general 
practitioners  wanted  for  group  medical 
practice  in  inter-city  Philadelphia. 
Prefer  those  interested  in  social  change. 


Competitive  salary,  fringe  benefits  and 
faculty  appointment  to  medical  school 
for  qualified  physicians.  Please  con- 
tact Dr.  Hale  Cook,  3409  N.  15th 
Street,  Philadelphia,  Pa.  19140. 

PHYSICIANS  AVAILABLE 

Board  eligible  chief  of  Ob-Gyn  ser- 
vice whose  military  obligation  ends 
July  1968  seeks  association  with  one 
or  more  Ob-Gyn  in  southeastern  Penn- 
sylvania. Contact  J.  Goosenberg,  Ken- 
ner Army  Hospital,  Fort  Lee,  Virginia 
23801. 

PRACTICES  AVAILABLE 

Exceptional  General  Practice — 
Cochranton,  Pa,,  gross  $60,000  yearly. 
Fully  equipped  office,  15  minutes  to 
hospital,  industrious  community.  Will 
aid  and  introduce  to  December  31, 
1967.  Write  Box  248,  Cochranton, 
Pa.  16314. 

General  and  refraction  practice. 

Supplies  and  equipment,  including  A. 
O.  Phoroptor  for  sale.  Office  for  sale 
or  rent.  1,800  population,  progressive 
rural  area.  Excellent  hospital.  Con- 
tact Howard  A.  Kerr,  M.D.,  501  E. 
Allegheny  Avenue,  Martinsburg,  Pa. 
16662,  phone  (814)  793-2224. 

Active  general  medical  practice  for 
50  years.  Wish  to  retire.  Excellent 
opportunity  for  younger  physician. 
Office  and  separate  dwelling  on  prem- 
ises of  large  apartment  house  in  vicin- 
ity of  Wyncote  and  Jenkintown.  Sub- 
stantial part  of  income  as  house  physi- 
cian. Will  aid  and  introduce.  Phone 
WAverly  7-2666  between  1 1 a.m. 
and  1 p.m. 

FOR  SALE 

Medical,  scientific  and  technical 
periodicals  bought,  sold  and  exchanged. 

G.  H.  Arrow  Co.,  S.  E.  Corner  4th  and 
Brown  Streets,  Philadelphia,  Pa.  19123. 
Phone  (215)  WA  2-3211. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
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In  My  Opinion  . . 


Doctor,  We  Have  Reviewed  Your  Chart 

I would  like  to  make  some  comments  on  the  activities  of  the  numerous  review  committees  of  our  local  hos- 
pitals which  are  acting,  according  to  them,  as  the  "watchdog”  of  medical  practice  in  the  hospitals.  Being  as 
vulnerable  I suppose  as  the  rest  of  us  clinicians,  I have  received  in  the  past  few  months  several  communica- 
tions from  these  committees. 

A medical  records  review  committee  of  one  of  our  local  hospitals  sent  me  a letter  of  admonishment  in  regard 
to  my  examination  of  an  eighty-four  year  old  white  female  who  had  been  admitted  by  myself  to  this  hospital  for 
treatment  of  congestive  heart  failure.  It  seemed  that  this  committee  was  upset  by  my  failure  to  do  a pelvic  exami- 
nation on  this  unfortunate  senile  patient.  This  admonishment  was  delivered  despite  the  fact  that  on  the  chart  were 
documented  clearly  the  findings  that  the  patient  was  in  the  throes  of  chronic  congestive  failure  and  could  not  even 
lie  flat  in  bed  to  sleep  much  less  to  submit  to  an  obviously  unnecessary  examination!  This  patient,  as  might  be  ex- 
pected, succumbed  to  her  cardiac  ailment  before  she  could  have  succumbed  to  a uterine  carcinoma  which  may  have 
been  overlooked  due  to  my  negligence. 

Without  being  facetious,  1 am  attempting  to  bring  forth  the  fact  to  these  committees  that  they  are  reviewing 
the  treatment  of  human  beings  who  are  being  treated  by  other  human  beings  and  not  by  some  type  of  com- 
puterized supermen.  Academically,  complete  examination  may  not  only  be  not  feasible  in  certain  acute  emergen- 
cies, but  may  even  be  harmful  to  the  patient.  It  certainly  is  disheartening  to  the  conscientious  physician  who  may 
struggle  unsuccessfully  for  several  hours  to  save  a patient  with  an  acute  myocardial  infarction  to  then  be  reprimanded 
at  a later  date  by  a committee  (many  numbers  of  which  may  be  non-clinicians)  for  not  recording  a rectal  exami- 
nation. 

Likewise,  it  is  a bitter  pill  to  swallow  for  the  harassed  general  practitioner  who  has  been  up  most  of  the  night 
evaluating  a patient  to  then  be  called  a "cheater”  when  under  duress  he  must  admit  the  patient  as  an  emergency. 

A word  of  advice  to  review  committee  members:  the  mace  they  swing  has  a rather  short  chain  and  could 
come  bounding  back  home. 

Edward  T.  Schantz.  M.D.,  Allentown 
Excerpted  from  The  DR,  Bulletin  of  the  Lehigh  County  Medical  Society. 
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For  health's  sake,  fried  foods  should 
be  avoided.  I must  agree  but  cannot 
abide  until  my  palate  can  convince  me 
the  flavorful  enjoyment  of  fried  eggs, 
fish,  pork  chops,  etc.  can  be  equaled 
by  poached  eggs,  boiled  fish  and 
broiled  pork  chops. 

Last  month  my  mother-in-law  gave 
me  a twelve  inch  cast  iron  skillet.  The 
old  pan  served  on  the  family  stove  for 
almost  forty  years.  Since  I enjoy  mess- 
ing around  in  the  kitchen,  at  least  until 
clean-up  time,  I’ve  often  considered 
buying  a skillet.  A cabinet  filled  with 
a shifting  load  of  Teflon,  Pyrocream 
and  copper  plated  aluminum  restrained 
me  from  adding  to  the  unwieldy  col- 
lection. 

Now  after  a meal,  a quick  swipe 
from  a paper  towel  followed  by  a 
short  trip  through  the  dishpan  causes 
me  to  wonder  how  American  house- 
wives (and  me)  were  ever  so  thor- 
oughly sold  on  the  easy-to-scour  mod- 
ern pan  fad.  Not  a single  one  of  my 
so-called  scientific  pans  lends  itself  to 
washing  as  easily  as  the  old  skillet. 
Certainly  there  is  no  pan  capable  of 
equaling  either  in  appearance  or  flavor 
the  old  fashioned  goodness  which 
permeates  everything  prepared  in  an 
old  iron  skillet.  F.  G.  M. 
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SPEECH  HELP  FOR  LARYNGECTOMEES 

♦ . ♦ ♦ in  your  area 


Your  patient  who  faces  the  prospect  of  a laryn- 
gectomy, and  the  difficult  post-operative  adjustments, 
may  find  help  and  inspiration  from  other  laryn- 
gectomees who  have  gone  the  same  route  and  are 
now  leading  useful,  happy  lives. 

The  American  Cancer  Society,  through  the  support 
of  the  International  Association  of  Laryngectomees 
and  local  laryngectomy  groups,  as  part  of  its  full 
service  program,  has  much  to  offer  your  patients. 

Your  local  Unit  of  the  Society  knows  about  re- 
habilitated laryngectomee  patients  in  the  area,  the 


*The  Nu-Voice  Club  of  Berks  County 
ACS  Unit  Office 
243  South  Fifth  St. 

Reading,  Pa. 

*Delco  School  for  Laryngects 
ASC  Unit  Office 
2239  Garrett  Road 
Drexel  Hill,  Pa. 

*Philadelphia  Laryngects 
Magee  Memorial  Hospital  Rehabilitation  Center 
1513  Race  Street 
Philadelphia,  Pa. 

*Lost  Chord  Club  of  Erie 
ACS  Unit  Office 
352  West  8th  St. 

Erie,  Pa. 

*New  Voices  of  Capital  City 
ASC  Unit  Office 
1714  N.  2nd  St. 

Harrisburg,  Pa. 

*The  Pittsburgh  Lost  Chord  Club 
241  Fourth  Avenue 
Pittsburgh,  Pa. 

Laryngectomee  Class 
Geisinger  Medical  Center 
Danville,  Pa. 


laryngectomy  clubs  and  qualified  esophageal  speech 
teachers. 

The  encouragement  to  a patient  which  a competent 
laryngectomy  patient  can  give,  before  or  after  the 
operation,  can  be  good  medicine.  Please  call  your 
Unit  of  the  ACS  if  you  have  a patient  who  can  benefit 
from  our  service.  With  your  referral  and  professional 
guidance,  we  think  we  can  help. 

Active  clubs  and  speech  classes  (the  starred  ones 
are  affiliated  with  IAL)  are  listed  below.  A statewide 
list  of  qualified  teachers  is  available  through  your  Unit. 


*The  Lost  Chord  Club 
c/o  Mr.  Harry  Kobasuik 
R.  D.  #3 
Allentown,  Pa. 

i 

*The  Red  Rose  Nu-Voice  Club 
24  North  Lime  Street 
Lancaster,  Pa. 

Laryngectomee  Class 
ACS  Unit  Office 
Kirby  Medical  Center 

71  North  Franklin  St.  i 

Wilkes-Barre,  Pa. 

! 

Laryngectomee  Class 
ACS  Unit  Office 
230  Walnut  St. 

Johnstown,  Pa. 

Laryngectomee  Class 
ACS  Unit  Office 
1117  13th  Avenue 
Altoona,  Pa. 

Laryngectomee  Class 
ACS  Unit  Office 
306  N.  Washington  Avenue 
Scranton,  Pa. 
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WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxideHCI) 

Also  available  as 
LIBRITABS™  (chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 


[iRoCH£^ 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 

q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  LibritabsT  M-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratorie.  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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DECEMBER,  1967 


Governor  Shafer  Replies  to  President 
Harris'  Letter  on  Pennsycare 


Below  is  the  copy  content  of  a letter 
addressed  to  Governor  Raymond  P. 
Shafer  from  John  H.  Harris,  Sr.,  M.D., 
which  calls  attention  to  the  actions  of 
PMS  regarding  the  implementation  of 
Title  XIX.  Governor  Shafers  reply 
immediately  follows. 

October  17,  1967 

My  dear  Governor: 

On  September  26,  1967  the  Board 
of  Trustees  of  the  Pennsylvania  Medi- 
; cal  Society  reaffirmed  the  Society’s  po- 
1 sition  with  regard  to  the  implementa- 
tion of  Title  XIX,  Public  Law  89-97 
(Pennsycare)  in  the  Commonwealth 
and  directed  that  this  reaffirmation  be 
brought  to  your  attention. 

You  will  recall  in  May,  1967,  we 
proposed  a program  of  medical  as- 
sistance for  the  needy  in  Pennsylvania 
(copy  enclosed),  which  clearly  out- 
lined our  position  with  regard  to  the 
implementation  of  this  important  law. 
However,  it  is  evident  that  the  present 
program  established  by  the  Depart- 
||ment  of  Public  Welfare  falls  far  short 
l of  our  recommendations  and  the  leg- 
I islative  intent  embodied  in  the  federal 
I law. 

Further,  on  September  29,  1967,  the 
| House  of  Delegates  of  the  Pennsyl- 
[ vania  Medical  Society  recorded  its  dis- 
appointment with  the  present  medical 
assistance  program,  approved  the  So- 
ciety's proposal  mentioned  above,  and 
urged  our  Council  on  Medical  Service 
:o  continue  to  meet  with  representa- 
ives  of  the  Department  of  Public  Wel- 
fare in  an  effort  to  bring  about  needed 
mprovements  in  the  program. 

Sincerely  yours, 

John  H.  Harris,  Sr.,  M.D. 

President 

Pennsylvania  Medical  Society 


November  20,  1967 
Dear  Doctor  Harris: 

This  will  acknowledge  receipt  of 
your  recent  letter  of  October  17,  1967, 
regarding  the  Pennsylvania  Medical 
Assistance  program. 

The  Commonwealth  is  deeply  ap- 
preciative of  the  long  history  of  medi- 
cal services  for  the  financially  needy 
which  have  been  provided  gratuitously 
by  the  physicians  of  Pennsylvania.  It 
is  also  quite  proud  of  the  close  rela- 
tionship, especially  in  more  recent 
years,  between  the  Commonwealth  and 
the  Pennsylvania  Medical  Society  in 
developing  programs  to  achieve  our 
mutual  goal  of  comprehensive,  high 
quality  medical  services  for  all  citi- 
zens of  the  State. 

Under  Title  XIX,  the  State  is  man- 
dated to  reach  this  goal  by  1975.  I am 
sure  you  recognize  that  it  is  not  fi- 
nancially possible  to  do  so  in  one 
massive  step,  but,  instead,  improve- 
ments to  the  program  will  have  to  be 
phased-in  over  the  next  few  years  as 
rapidly  as  State  and  Federal  funds 
permit.  I look  forward  to  a continuing 
close  association  of  tffe  Common- 
wealth, through  the  Department  of 
Public  Welfare,  and  the  Pennsylvania 
Medical  Society,  through  its  Council 
on  Medical  Service,  working  together 
that  we  may  truly  achieve  a healthy 
citizenry  to  make  Pennsylvania  a 
“Commonwealth  of  Excellence.” 

Sincerely, 

Raymond  P.  Shafer 

Governor 

Commonwealth  of  Pennsylvania 


March  Designated 
Medicine-Religion  Month 

The  Pennsylvania  Medical  Society 
Committee  on  Medicine  and  Religion 


HIGHLIGHTS 


has  designated  March,  1968  as  Medi- 
cine and  Religion  Month,  Emphasis 
will  be  placed  on  the  interlocking  roles 
of  clergymen  and  physicians  in  the 
treatment  of  the  whole  patient.  The 
State  Society’s  public  information 
mechanisms  will  be  used  to  call  atten- 
tion to  the  month  and  its  purpose. 
County  societies  are  urged  to  supple- 
ment the  state  efforts  with  local  pro- 
grams. News  releases,  magazine  arti- 
cles, radio  shows  and  spot  announce- 
ments, television  spots  and  the  Speak- 
ers’ Bureau  will  be  used  by  the  State 
Society.  Special  efforts  will  be  made 
to  provide  all  clergymen  with  informa- 
tion about  the  clergyman-physician 
team  to  treat  the  spiritual  and  physical 
problems  that  face  patients.  County 
societies  can  obtain  additional  informa- 
tion from  the  State  Society  Commit- 
tee on  Medicine  and  Religion. 


Rush  Award 
Nominations  Due 

February  1,  1968  is  the  deadline  for 
the  receipt  of  county  medical  society 
nominations  for  the  State  Society  in- 
dividual and  organizational  Benjamin 
Rush  Awards  to  honor  outstanding  lay 
individuals  and  organizations  for  con- 
tributions to  the  health  and  welfare  of 
the  public.  The  county  Rush  Awards 
program  may  be  carried  out  at  any 
time  and  those  counties  who  have 
scheduled  their  program  too  late  to 
meet  the  February  1 deadline  may  sub- 
mit winners  from  previous  years.  The 
nominations  are  judged  by  a special 
committee  of  the  Board  of  Trustees. 
Detailed  instructions  for  carrying  out 
the  Rush  Awards  program  are  in- 
cluded in  a special  kit  mailed  to  all 
counties  that  participated  last  year.  Ad- 
ditional kits  are  available  from  the 
PMS  Council  on  Public  Service.  The 
state  awards  are  presented  at  the  an- 
nual Officers’  Conference  scheduled 
for  April. 


Increased  Beds  Utilization-Cost  Reduction 
Are  Goals  of  New  Hospital  Program 


Rural  Health  Project 
Area  Selected 

The  Pennsylvania  Department  of 
Health  has  selected  a five-county  area 
in  north-central  Pennsylvania  for  a 
rural  health  demonstration  project,  but 
the  right  person  to  head  it  has  to  be 
found  first. 

The  proposed  project  will  cover  the 
counties  of  Northumberland,  Snyder, 
Union,  Montour  and  Columbia.  It 
will  run  for  two  years  and  be  financed 
by  U.S.  Public  Health  Service  funds. 

Dr.  A.  L.  Chapman,  director  of 
planning,  evaluation  and  research  for 
the  State  Health  Department,  said  the 
purpose  of  the  project  is  to  determine 
if  community  organizations  can  be 
utilized  in  the  process  of  identifying 
rural  health  problems  and  in  identify- 
ing the  resources  available  for  meeting 
these  problems.  The  project,  if  it 
proves  feasible  and  practical,  could 
be  used  in  other  parts  of  Pennsyl- 
vania and  the  nation,  Dr.  Chapman 
said. 

“Ideally,  the  project  director  should 
be  a person  who  lives  in  this  five- 
county  area,  or  who  at  least  will  be 
very  willing  to  move  there,”  Dr.  Chap- 
man said.  “Educationally,  he  must 
have  earned  a bachelor’s  degree  and 
he  must  have  had  two  years  of  ad- 
ministrative experience. 

“We  hope  that  eventually  the  project 
will  give  us  some  information  on  the 
best  methods  of  upgrading  rural  health. 
Since  there  are  differences  between 
rural  and  urban  living,  there  are  also 
differences  in  health  problems. 

“We  selected  the  Northumberland- 
Snyder-Union-Montour-Columbia  area 
because  it  is  representative  of  most 
rural  areas  of  the  state,”  Dr.  Chapman 
said. 

People  who  qualify  and  who  would 
like  to  be  interviewed  for  the  position 
of  project  director  should  contact  Dr. 
Chapman,  Pa.  Dept,  of  Health,  Har- 
risburg, Pa.  17120. 


A program  designed  to  increase  the 
utilization  of  available  hospital  beds 
and  reduce  the  cost  of  medical  care  to 
long-term  patients  has  been  launched 
by  Harrisburg  Hospital. 

The  program,  one  of  the  first  in 
Pennsylvania,  will  be  conducted  by 
the  Hospital’s  newly-formed  depart- 
ment of  community  medicine,  headed 
by  Clarence  A.  Tinsman,  M.D.,  hos- 
pital administrator  Walter  S.  Shake- 
speare said.  Until  his  appointment  to 
the  new  position.  Dr.  Tinsman  had 
been  Director  of  the  Division  of 
Chronic  Diseases  for  the  Pennsylvania 
Department  of  Health. 

Shakespeare  said  the  new  program 
will  have  the  effect  of  providing  ap- 
proximately sixty  additional  hospital 
beds. 

Reporting  Award 
Entries  Sought 

Entries  are  being  solicited  for  the 
Pennsylvania  Medical  Society’s  Walter 
F.  Donaldson  Awards  for  outstanding 
newspaper,  radio  and  TV  reporting  in 
the  health  and  medical  field  during  the 
calendar  year  1967.  Details  of  the 
awards  in  each  of  the  three  categories 
— newspapers,  radio  and  television — 
have  been  sent  to  all  media  newsmen 
in  the  state.  Each  of  the  awards  car- 
ries an  honorarium  of  $100.  County 
society  officials,  especially  public  re- 
lations or  public  service  chairmen  who 
are  aware  of  outstanding  reporting  in 
their  area  are  urged  to  contact  the 
newsman  involved  and  suggest  that 
his  or  her  work  is  worthy  of  being  sub- 
mitted for  award  consideration.  All 
entries  must  be  received  by  March  1, 
1968. 


The  community  medicine  depart-  I 
ment  will,  in  essence,  take  hospital  care 
to  people  who  do  not  need  the  total, 
hour-by-hour  care  provided  in  the  hos- 
pital, yet  are  too  ill  to  go  without  help 
from  a variety  of  hospital  services,  the 
administrator  pointed  out. 

“Home  care  is  one  facet  of  this 
program,”  Shakespeare  said,  “while 
other  facets  would  be  service  to  nurs- 
ing homes,  county  homes  and  the  like. 
This  is  a ‘customized’  program  to  fit 
the  needs  of  the  long-term  patient  into 
the  most  suitable  facilities,  assuring  all 
necessary  hospital  care  and  services  at 
minimum  expense.” 

Dr.  Tinsman  will  develop  plans  for 
the  new  department’s  operation,  and 
will  supervise  actual  implementation 
of  the  long-term  care  facilities  pro- 
gram. 

Hershey  Teaching 
Hospital  Underway 

A contract  for  $764,853  to  fabricate 
and  erect  the  structural  steel  and  sup- 
porting concrete  for  the  Teaching  Hos- 
pital at  Hershey  Medical  Center  was 
signed  Wednesday,  November  22, 
1967.  The  351 -bed  hospital  will  cover 
more  than  425,000  square  feet. 

“The  seven-story  acute  wing  contains 
252  beds  in  what  we  believe  is  the 
first  teaching  hospital  with  all  single- 
patient rooms,”  George  T.  Harrell, 
M.D.,  dean,  said.  A two-story  am- 
bulant wing  with  ninety-nine  beds 
flanks  the  acute  wing.  It  includes  a 
minimal  self-care  unit  on  the  first  floor 
with  two-bed  rooms  where  family 
members  may  stay  with  patients.  The 
psychiatric  unit  on  the  second  floor 
has  all  semi-private  rooms.  Both  floors 
will  be  decorated  in  a homelike  atmo- 
sphere using  motel-type  furniture.  Dr. 
Harrell  said. 


NEXT  MONTH 

MEDIASTINOSCOPY  IN  THE  DIAGNOSIS 
OF  THORACIC  DISEASE 

A scientific  evaluation  of  a technique  which  merits  more  attention  in  the  diagnosis  of 
many  thoracic  diseases. 


PSYCHOLOGY  OF  SMOKING 

A reasoned  and  reasonable  consideration  of  the  smoking  habit  which  leads  to  a clearer 
understanding  of  the  practice  without  offering  a panacea. 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore.  Maryland  21201 

( LTR23 ) 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 

the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


jstuartj  Division  of  /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena,  Calif. 
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ISLET  CELL  TUMOR  EPILEPSY  David  H.  Feinberg,  M.D.,  John  H.  Updegrove,  M.D. 

and  J.  Injejikian,  M.D. 

A report  of  delayed  diagnosis  of  a functioning  islet  cell  tumor  against  a background  dis- 
cussion of  hypoglycemia.  Page  53. 


SIMPLIFIED  HYPOTHERMIA  FOR 

GASTROINTESTINAL  HEMORRHAGE  Richard  S.  Weeder,  M.D..  Harry  M.  Klinger,  M.D., 

James  A.  Collins,  M.D.,  and  Thomas  J . Cahill,  M.D. 

A new  apparatus  is  described  which  is  inexpensive,  safe  and  effective  and  representative  case 
reports  are  presented.  Page  61. 


MANAGEMENT  OF  NASAL  ALLERGY: 

A COMPARATIVE  STUDY  OF  TWO  DRUGS 


A.  Arthur  Fierberg,  M.D. 


A randomized  crossover  evaluation  of  two  medications  (DisophrolH  Chronotab  and  OrnadeR) 
by  observation  of  patient  response.  Page  67. 


PNEUMOCONIOSIS 


Jan  Lieben,  M.D. 


A review  of  the  present  situation  and  the  program  for  control  of  an  extensive  health  haz- 
ard in  Pennsylvania.  Page  75. 
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Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
i Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
i early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


"The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 


controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


spm/ 


-NITROSPAN 

....  nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBP-TD  (phenformin  HCI) 


Dear  Doctor: 


We  would  like  to  send  you  50  free  reprints  o 
Medicines  and  your  family's  health  for  use  in  youi 
reception  room.  Your  patients  will  find  the  article: 
in  this  issue  factual,  educational  and  of  immediate 
personal  interest. 

Just  fill  out  the  coupon  below  and  send  it  to  us 

I — 

Order  Desk 

j Pharmaceutical  Manufacturers  Association 

| 1155  Fifteenth  St.,  N.W. 

Washington,  D.  C.  20005 

. Gentlemen: 

Please  send  me  50  free  copies  of 
Medicines  and  your  family's  health. 

Name 

Street 

City State Zip 


Wouldn't  you  like  your  patients  to  learn  more 
about  the  contributions  made  by  the  world  of 
medicine  to  their  welfare?  So  that  they  can  better 
appreciate  the  efforts  of  the  health  team  to  keep 
them  in  good  health? 

To  tell  the  stories  of  medical  and  pharmaceu- 
tical advances  to  people  throughout  the  country, 
the  Pharmaceutical  Manufacturers  Association  is 
sponsoring  a unique  “magazine  within  a magazine.” 
It  is  called  Medicines  and  your  family' s health  and  the 
first  issue  appears  in  the  November  Reader's  Digest. 
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THIS  MONTH 


Medicare  Rates 
To  Go  Up 

The  federal  government  is  planning 
to  increase  the  monthly  medicare  in- 
surance rate  for  physicians'  services 
for  next  year  and  1969. 

The  present  rate  is  $3  a month. 
The  Medicare  Law  designated  Octo- 
ber 1 as  the  deadline  for  setting  the 
rate  for  1968  and  1969  but  Congress 
approved  legislation  postponing  the 
announcement  until  December  31. 

John  W.  Gardner,  Secretary  of 
Health,  Education  and  Welfare  dis- 
closed a possible  increase  from  $3  to 
$4  in  a letter  to  Sen.  John  J.  Williams, 
Del.,  ranking  GOP  member  of  the 
Senate  Finance  Committee. 

The  monthly  premium  is  paid  by 
persons  65  and  older  who  elected  to 
get  benefits  under  Part  B of  the  Medi- 
care Program  providing  physician  ser- 
vices. 

“I  would  promulgate  a rate  of  $3.80 
for  the  two-year  period  of  1968  and 
1969,  25  cents  of  the  increase  being 
based  upon  our  evaluation  of  the 
extent  to  which  we  believe  the  pre- 
mium rate  was  below  the  actual  cost 
for  1966-67  and  55  cents  being  the 
estimated  additional  cost  to  be  e\- 
I pected  from  an  estimated  increase  in 
( utilization  and  in  physicians’  fees.” 
Gardner  said. 

Dr.  Housel  Succeeds 

| 

Dr.  Hadden  on  Medical 
Advisory  Committee 

Edward  L.  Housel,  M.D.,  Phila- 
delphia, has  been  appointed  chairman 
of  the  Pennsylvania  section  of  the 
I National  Medical  Advisory  Commit- 
tee to  succeed  Samuel  B.  Hadden. 
M.D.,  also  of  Philadelphia,  who  re- 
signed in  January,  1967.  Dr. 
Hadden's  resignation  from  the  post 
was  accompanied  by  an  assurance  that 
he  would  continue  to  serve  until  a 
successor  was  named. 

Both  physicians  are  well-known  for 
their  activity  in  Medicine;  both  are 
past-presidents  of  the  Philadelphia 
County  Medical  Society. 

In  recognition  of  his  outstanding 
achievement  as  chairman  of  the  Na- 
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tional  Medical  Advisory  Committee, 
Dr.  Hadden  on  April  1,  1967  was 
presented  with  two  citations  at  a 
luncheon  held  in  Harrisburg.  The 
State  Headquarters  of  the  U.S.  Selec- 
tive Service  System  cited  Dr.  Hadden 
with  the  Certificate  of  Merit.  A Cer- 
tificate of  Appreciation,  awarded  by 
the  President  of  the  United  States, 
notes:  “In  grateful  recognition  of 

valuable  service  rendered  to  the  Na- 
tion and  the  National  Advisory  Com- 
mittee of  the  Selective  Service  System 
in  the  administration  of  the  Universal 
Military  Training  and  Service  Act  as 
amended  April  1,  1967,”  signed  by 
Lyndon  B.  Johnson,  President,  Ray- 
mond P.  Shafer,  Governor  of  Penn- 
sylvania, James  C.  Cain,  M.D.. 
Chairman,  National  Advisory  Com- 
mittee, and  Lewis  B.  Hershev.  Direc- 
tor, Selective  Service. 

Pa.  Mental  Health 
Grants  Awarded 

Grants  totaling  more  than  $100,000 
to  finance  development  of  plans  for 
community  mental  health  and  mental 
retardation  services  have  been 
awarded  to  five  Pennsylvania  counties. 
Public  Welfare  Secretary  Thomas  W. 
Georges,  Jr.,  M.D.,  announced  today. 

The  Mental  Health  and  Mental 
Retardation  planning  grants  will  go  to 
the  county  commissioners  of  Berks, 
Crawford,  Lebanon,  Mercer  and  West- 
moreland counties. 

"These  initial  grants  will  provide  for 
area  administrators  who,  with  the  local 
boards,  will  develop  approvable  area 
plans  for  the  services  mandated  under 
the  Mental  Health  and  Mental  Retar- 
dation Act  of  1966,”  Dr.  Georges  said. 

Services  under  the  Act  are  sched- 
uled to  be  started  July  1,  1968.  The 
present  grants  are  for  preparation  of 
plans  for  the  delivery  of  services  to 
the  mentally  disabled.  Amounts 
granted  to  the  counties,  totaling 
$101,727  are: 

Berks  County  $23,054.00 

Crawford  County  ...  18,347.00 
Lebanon  County  . . . 12,919.00 
Mercer  County  ....  20,366.00 
Westmoreland  County  27,041.00 

Dr.  Georges  said  such  community 
mental  health  services  will  help  to  “de- 
tect and  treat  disabilities  in  the  early 


preventive  stages,  permit  treatment  in 
the  community  without  the  disadvan- 
tages of  institutionalization,  and  fa- 
cilitate the  outpatient  care  and  reha- 
bilitative services  former  patients  often 
need  if  their  return  to  the  community 
is  to  be  permanent.” 


More  Plaudits 
for  Dr.  Davis 


H.  Robert  Davis,  M.D.,  Boiling 
Springs,  has  been  accorded  numerous 
honors  recently  for  his  unstinting  ser- 
vice to  the  people  of  Tay  Ninh  prov- 
ince, South  Vietnam.  The  latest  of 
these  is  a Letter  of  Commendation 
from  Col.  William  A.  Boyson  of  the 
68th  Medical  Group.  The  Letter  of 
Commendation  sent  to  Dr.  Davis  reads 
in  part: 

"Realizing  the  needs  of  the  Viet- 
namese people  and  particularly  the 
local  provincial  hospital  in  Tay  Ninh 
after  your  first  tour  of  medical  care 
and  treatment,  you  at  the  expense  of 
your  own  personal  time  and  funds 
raised  approximately  $45,000  by  giv- 
ing 136  fund  raising  lectures  on  the 
needs  of  the  Vietnamese  people.  This 
money  plus  your  influence,  work,  and 
dedication  to  humanity  have  resulted 
in  many  improvements  and  projects. 
I would  like  to  recount  some  of  these 
results  in  recognition  of  the  tremen- 
dous job  that  you  have  done: 

• Establishment  of  a modern  tu- 
berculosis ward  at  the  Provincial  Hos- 
pital, Tay  Ninh. 

• Establishment  of  a dispensary 
for  Cham  (Vietnam)  village,  as  well 

(Continued  on  page  8.) 
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as  supplying  it  with  medical  equip- 
ment and  supplies  and  instructing  its 
personnel. 

• Provision  of  drugs,  surgical  in- 
struments, wheelchairs  and  other  med- 
ical equipment  to  the  Tay  Ninh  Pro- 
vincial Hospital. 

• Improvement  of  the  maternity 
and  surgical  operating  room  and 
wards  by  installing  hot  water  facilities, 
painting  the  hospital  wards  and  up- 
dating the  sewage  system. 

• Devotion  of  much  of  your  time 
educating  and  teaching  the  Vietnamese 
medical  personnel,  particularly  physi- 
cians, nurses,  and  midwives,  as  well 
as  instituting  a Candy-Striper  Program 
and  acting  as  consultant  to  the  physi- 
cians of  the  Provincial  Hospital  as 
well  as  the  45th  Surgical  Hospital. 
On  many  occasions  you  performed 
surgical  operations  in  addition  to  your 
busy  medical  practice. 


“Your  professional  competence  and 
outstanding  achievements  were  in 
keeping  with  the  highest  of  humani- 
tarian traditions,  and  reflect  great 
credit  upon  yourself,  the  American 
people,  and  the  United  States  Govern- 
ment." 

Seventeen  Hershey 
Students  Awarded 
Scholarships  and  Loans 

More  than  $11,500  in  scholarships 
and  loans  have  been  awarded  to  seven- 
teen students  in  the  first  class  of  The 
Milton  S.  Hershey  Medical  Center. 

In  announcing  the  awards,  George 
T.  Harrell.  M.D.,  dean  and  direc- 
tor. said,  “We  believe  no  qualified  stu- 
dent should  be  denied  a medical  edu- 
cation by  lack  of  funds  and  want  to 
take  this  opportunity  to  thank  the  pri- 
vate and  public  agencies  who  made  it 


possible  for  about  one-half  of  our  class 
of  forty  students  to  receive  financial 
aid." 

The  scholarships  were  awarded 
from  the  following  sources:  ten  $500 
grants  from  the  U.S.  Public  Health 
Service  Health  Professions  Student 
Scholarship  Program,  two  $390  tui- 
tion scholarships  from  the  Educational 
and  Scientific  Trust  of  the  Pennsyl- 
vania Medical  Society  and  one  from 
the  Women’s  Auxiliary  of  the  Dauphin 
County  Medical  Society,  two  $500  , 
grants  from  Pfizer  Laboratories,  a 
$1,000  scholarship  from  the  Berkshire 
District  (Massachusetts)  Medical  So- 
ciety, and  three  scholarships  totaling 
$1,740  from  private  individuals. 

Three  students  received  U.S.  Public 
Health  Service  Health  Professions  Stu- 
dent Loans  totaling  $1,000,  and  five 
students  received  loams  from  the  Edu- 
cational and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  totaling 
$665. 


Jefferson  Lectures — Judge  Albert  Levitt,  director  of  the 
Thomas  Jefferson  Society  of  the  U.S. A.  (left)  with  Dr. 
Peter  A.  Herbut,  president  of  the  Jefferson  Medical  Col- 
lege and  Medical  Center  of  Philadelphia,  chat  in  the 
president's  office  before  an  engraving  of  the  author  of 
the  Declaration  of  Independence.  This  photo  was  taken 
prior  to  the  start  of  a series  of  four  lectures  at  the 
medical  college  on  “Jefferson  and  Medicine”  by  the  jurist. 
The  institution  memorializes  the  Founding  Father  who 
had  a keen  interest  in  medicine.  Jefferson  Medical  College 
had  as  one  of  its  great  deans  Robley  Dunglison,  M.D. 
(1854-1868),  physician  to  Thomas  Jefferson  on  his  death 
bed  July  4,  1826.  The  medical  college  is  planning  to 
expand  into  a university  in  its  most  important  project 
since  its  foundation  in  1824. 


Military  Blood  Typing 
Not  Always  Accurate 

The  dog  tag  around  the  young  soldier’s  neck  identified 
him  as  a blood  group  O type. 

He  was  anything  but.  He  was,  in  fact,  an  individual 
with  a blood  group  so  rare  that  a transfusion  with  any 
blood  but  his  own  could  be  fatal.  Conversely,  a trans- 
fusion of  his  blood  could  be  equally  dangerous. 

At  the  time  of  the  initial  blood  typing,  the  soldier,  age 
20,  was  in  basic  training  at  Ft.  Dix,  New  Jersey,  and  his 
chances  of  being  sent  to  Vietnam,  where  he  might  have 
been  wounded  and  need  a transfusion,  were  great.  But 
he  was  lucky.  A call  went  out  in  the  camp  for  blood 
donations  for  the  Red  Cross  and  the  soldier  traded  a pint 
for  a weekend  pass. 

The  donated  blood  wound  up  at  Temple  University 
Hospital’s  blood  bank  in  Philadelphia  where  it  was  singled 
out  as  most  unusual. 

The  soldier  got  a new  tag,  a new  assignment,  and  more 
important,  was  made  aware  of  how  risky  it  would  be  for 
him  to  have  or  give  a transfusion. 

This  story  came  to  light  in  a scientific  paper  presented 
in  late  October  at  a meeting  of  the  American  Association 
of  Blood  Banks  by  Lyndall  Molthan,  M.D.,  director  of 
the  hospital's  blood  bank. 

Discovery  of  the  error  pointed  up  a weakness  in  the 
Army's  system  of  blood  typing  and  led  to  the  proposal 
by  Dr.  Molthan  of  a precautionary  method  which  would 
better  identify  the  various  blood  types  of  servicemen. 

Hospital  blood  banks,  which  always  reprocess  donated 
blood  for  type  accuracy,  have  learned  never  to  trust  initial 
blood  grouping.  “It's  well  documented,"  said  Dr.  Molthan. 
“that  the  military  runs  up  to  a 10  percent  estimate  of 
error  in  blood  grouping."  Corpsmen  have  been  known  to 
hurriedly  perform  blood-grouping  tests  “cook  book"  style, 
she  maintains. 
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Mans  best  friencTin  wintertime  diarrheas 


In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 
Donnagel  treats  the  whole  diarrhea 

m 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PG  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 

/bH'f^OBINS 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 
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THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 


All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Governor's  Conference  on  Air  Pollution  Draws 
Variety  of  Experts  and  Suggestions 


Senator  Albert  R.  Pechan,  chair- 
man of  the  Senate  Health  and  Wel- 
fare Committee,  called  upon  “all  seg- 
ments of  interest  ...  to  seek  out 
equitable  solutions  in  our  fight  to  ad- 
just and  perhaps  control  our  environ- 
ment while  there  is  still  time  for 
responsible  action.” 

The  veteran  Armstrong  County 
member  of  the  General  Assembly  was 
the  final  speaker  among  sixteen  au- 
thorities who  appeared  at  the  first 
Governor’s  Conference  on  Air  Pollu- 
tion, held  October  2 and  3 in  Hershey. 

Senator  Pechan  reviewed  three  pro- 
visions of  Senate  Bill  No.  515,  which 
is  now  before  the  Senate  committee 
of  which  he  is  chairman  and  which 
would  amend  the  state’s  Air  Pollution 
Control  Law.  These  are: 

• Transfer  the  handling  of  in- 
dividual cases  such  as  permits  and  en- 
forcement actions  from  the  Air  Pollu- 
tion Control  Commission  to  the  De- 
partment of  Health,  thus  freeing  the 
Commission  for  policy  adoptions, 
regulations  promulgation  and  long- 
range  program  development. 

• Correct  a present  legal  deficiency 
which  prevents  individuals  harmed  by 
air  pollution  to  seek  equity  in  the 
courts. 

• Change  the  composition  of  the 
Commission  in  such  a way  as  to  in- 
crease public  representation. 

"This  1 support  whole-heartedly,” 
the  Senator  said  of  the  last  provision. 

Speaking  on  what  he  called  “the 
dilemma  of  the  legislator,”  Senator 
Pechan  asked: 

"What  kind  of  legislative  program 
can  be  developed  that  our  industries 
can  tolerate  and  cope  with  and  at 
the  same  time  provide  maximum  pro- 
tection for  our  citizens?  It  does  little 
good  to  drive  out  of  our  state  our 
economic  contributors  with  rash,  un- 
compromising regulations  and  yet  we 
can  no  longer  tolerate  the  continua- 
tion of  contaminating  the  air  we 
breathe  ...” 

( lean  Air  Is  No  Longer  Free 

William  B.  Halladay,  vice-chairman 
of  the  Pollution  Abatement  Com- 
mittee of  the  Pennsylvania  State 
Chamber  of  Commerce,  told  the 
Governor’s  Conference  that  many 
years  of  technological  and  social 
progress  have  produced  a polluted 


environment  and  that  technology,  re- 
search, time  and  money  will  likewise 
restore  our  atmosphere. 

“It  must  be  recognized  that  air 
chemistry  is  a relatively  new  field  and 
much  more  researching  of  facts  is 
necessary,”  Halladay  said.  “Problems 
do  exist  in  the  form  of  sulfur  oxides, 
particulate  matter,  auto  exhaust,  odors 
and  possibly  other  gaseous  pollutants. 
And  industry  is  vitally  concerned  with 
these. 

“We  need  medical  and  technical 
research,  improved  methods  of  anal- 
ysis, better  instrumentation,  statistical 
and  correlative  meteorology  and  fore- 
casting work,  and  work  in  the  in- 
terpretive sciences,”  he  said. 

Halladay  outlined  ten  actions  that 
should  be  taken  in  the  fight  against 
air  pollution.  Some  of  these  are: 

• Some  type  of  meaningful  and 
equitable  reimbursement  for  “non- 
profit” facilities  used  in  curtailing 
pollution. 

• An  increase  in  qualified  pollu- 
tion control  personnel  at  state  and 
local  levels. 

• Strong  support  for  the  state  Air 
Pollution  Commission. 

• Development  of  reasonable  and 
feasible  regulations  and  standards 
which  can  show  improvement  and 
results. 

“To  enjoy  our  present  way  of  life 
and  still  attain  cleaner  air,  self-disci- 
pline must  in  part  be  responsible  for 
helping  to  effect  controls.  This  will 
cost  each  of  us  money,  and  we,  as 
individuals,  must  be  willing  to  pay 
the  price.  Clean  air  is  no  longer  free 
and  it’s  not  the  ‘other  guy’  who  should 
pay  the  bill. 

“We  each  have  a share  in  the  total 
cost  and  the  total  concept  must  be 
emphasized  in  its  true  perspective,” 
Halladay  concluded. 

Tax  on  Auto  Horsepower 

A Lehigh  Valley  air  pollution  con- 
trol official  recommended  new  taxes 
on  auto  horsepower  and  tax  write- 
offs for  industries  as  means  of  meet- 
ing the  threat  of  air  pollution  in  Penn- 
sylvania. 

R.  Emmet  Doherty,  director  of 
Lehigh  Valley  Air  Pollution  Control, 
suggested  that  the  cost  of  motor  ve- 
hicle pollution  controls  might  be 
placed  on  the  auto  owner  in  the  form 


of  a one-cent-per-year-per-horsepower  j 
tax  on  internal  combustion  engines,  i 

"This  would  mean,”  Doherty  said, 
"that  a hundred-horsepower  compact  I 
or  sports  car  would  contribute  $1 
per  year  and  a 400-horsepower  auto 
$4  per  year.  . . . The  Bureau  of  | 
Motor  Vehicles  might  readily  collect, 
at  no  additional  cost,  this  tax  in  con- 
junction with  the  motor  vehicle  regis- 
tration fees  paid  each  year  by  car 
owners. 

“Since  there  are  presently  over  5 
million  registrations,  a fund  of  $10 
million  would  be  available  if  the  aver- 
age vehicle  is  200  horsepower.  This 
annual  fund  should  be  devoted  solely 
to  the  establishment  and  operation  of 
a motor  vehicle  research  and  develop- 
ment laboratory  to  explore  reduction 
of  air  pollutants  in  modern  engines 
and  fuels  and  to  investigate  alternate 
methods  of  propelling  vehicles. 

"The  sooner  the  Keystone  State 
stops  relying  on  the  findings  of  the 
State  of  California  and  the  slow-mov- 
ing pace  of  Detroit,  the  better  off  we 
will  be  in  facing  the  automotive  prob- 
lems of  the  future,”  Doherty  said. 

Doherty  also  expressed  the  belief 
that  the  auto  owner  “also  has  a respon- 
sibility" for  paying  for  pollution  con- 
trol at  auto  disposal  yards  when  the 
vehicles  have  run  out  their  normal 
lives.  He  called  the  current  method 
of  disposing  of  obsolete  autos  as 
"wasteful”  and  said  that,  “From  an 
air  pollution  standpoint,  it  would  seem 
very  short-sighted  for  these  essential 
metals  to  go  to  the  atmosphere  as 
metal  fumes  when  auto  scrap  is  melted 
down  in  the  steel  furnace.  It  would 
seem  that  the  planned  obsolescence 
which  is  designed  into  every  auto, 
truck,  refrigerator  and  household  ap- 
pliance is  beginning  to  haunt  our  raw 
materials  economy.” 

Doherty  said  assessing  air  pollution 
control  costs  to  industry  no  longer 
seems  to  be  the  only  answer  to  who 
foots  the  bill.  Air  pollution  control 
can  be  very  costly  and  this  high  cost 
is  making  some  industries  with  old 
plants  think  long  and  hard  about 
the  purchase  of  equipment  that  would 
stop  the  emission  of  dusts,  fumes  and  I 
gases,  he  said. 

Tax  incentives,  whereby  industries  I 
would  get  tax  write-offs  for  installing 
control  equipment,  may  be  the  best  I 
means  of  getting  industry  to  instal 
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equipment,  Doherty  said.  Many  offi- 
cials in  the  minerals  industries — par- 
ticularly the  limestone  and  cement 
industries  of  the  Lehigh  Valley — lean 
toward  tax  breaks  as  means  of  paying 
for  control  equipment,  he  said. 

Except  for  clouds  of  dust  caused 
by  blasting  at  quarries,  Doherty  said, 
“there  is  no  source  of  dust  emission  in 
the  minerals  industry  that  cannot  be 
suppressed  or  collected.” 

Other  participants  at  the  Governor’s 
Conference  included: 

Abraham  Michaels,  a solid  waste 
expert  from  the  Philadelphia  Depart- 
ment of  Public  Health  who  suggested 
that  state  government  establish  guide- 
lines for  refuse  disposal  facilities  and 
organize  training  programs  for  people 
operating  them. 

The  cost  of  an  incinerator  for  a 
community  of  150,000  population  is 
between  $2,500,000  and  $4,000,000 
and  the  cost  of  operation  runs  about 
$4  to  $7  per  ton  of  refuse  burned, 
Michaels  explained.  The  per  capita 
cost  of  incineration,  including  labor, 
maintenance  and  capital  investments 
but  not  including  cost  of  refuse  collec- 
tion, runs  about  $6  to  $10  per  year, 
he  said. 

P.  Walter  Purdom,  president  of  the 
Delaware  Valley  Citizens’  Council  for 
Clean  Air.  who  called  for  a multi- 


state authority  to  control  air  pollution 
in  the  eleven  county  Delaware  Valley 
region. 

Purdom,  who  is  professor  of  en- 
vironmental engineering  and  director 
of  the  environmental  engineering  and 
science  program  of  the  Drexel  Institute 
of  Technology  of  Philadelphia,  called 
for  a three-point  augmentation  of  the 
State’s  program  for  improved  air 
quality.  The  three  points  were: 

• Creation  of  a new  post  of  Dep- 
uty Secretary  of  Health  for  Air 
Quality. 

• An  increase  in  the  membership 
of  the  State  Air  Pollution  Control 
Commission  from  eleven  to  fifteen, 
with  six  members  representing  the 
State  government  and  nine  members 
representing  the  public. 

• Increases  in  maximum  penalties 
for  air  pollution  violations  from  $300 
to  $1,000  for  summary  offenses  and 
from  $1,000  to  $5,000  for  misde- 
meanors. 

The  Delaware  Valley  group's 
spokesman  also  supported: 

• The  Department  of  Health’s  re- 
quest for  $300,000  to  provide  a state- 
wide network  of  air  monitoring  sta- 
tions. 

• State  Senate  Bill  510,  which  pro- 
vides for  inspection  of  exhaust  con- 


trol devices  of  motor  vehicles  in  semi- 
annual motor  vehicle  inspections. 

Gordon  P.  Larson,  co-chairman  of 
the  Pollution  Control  Committee  of 
the  Greater  Philadelphia  Chamber  of 
Commerce,  who  voiced  the  suggestion 
that  the  management  of  air  waste  is 
the  responsibility  of  government. 

Larson  said  that  a recent  study  made 
by  his  committee  and  others,  while 
far  from  complete,  suggested: 

• Air  pollution  regulations  for 
Philadelphia  be  revised. 

• Expenditures  for  various  con- 
trol agencies  in  the  region  are  insuffi- 
cient. 

• Overlapping  studies  need  co- 
ordination. 

• No  governmental  concept  exists 
for  dealing  with  the  regional  problem. 

“As  a corollary  to  the  committee’s 
study,”  Larson  stated,  “we  have  rec- 
ommended to  the  Governor  against 
Pennsylvania  joining  with  New  York 
and  New  Jersey  in  a compact  arrange- 
ment which  was  suggested  early  this 
spring. 

“While  recognizing  the  need  for 
regional  approaches  . . . we  suggest 
that  the  compact  joining  the  three 
states  of  Pennsylvania,  New  York  and 
New  Jersey  is  premature  . . .” 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 
get  tired  of. 
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When  I couldn't  even  smell  corned  beef  and  cabbage 
I decided  it  was  time  for  you,  Doc. 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity — physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINE  LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUi-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Institute  of  Health 
Economics  Formed 

I he  University  of  Pennsylvania  has  announced  the 
establishment  of  a multidisciplinary  institute  of  health 
economics  which,  it  is  believed,  will  be  the  first  of  its 
kind  in  the  nation. 

Gaylord  P.  Harnwell,  president  of  the  University,  in 
announcing  the  formation  of  the  Institute,  said,  “The 
nation  faces  serious  problems  relative  to  the  economic 
and  social  aspects  of  health  care.  A number  of  the  mem- 
bers of  our  faculty  have  felt  for  some  time  that  the 
University  of  Pennsylvania  could  play  a unique  role  by 
providing  a facility  through  which  diverse,  and  hitherto 
separate,  talents  within  the  University  could  be  brought 
jointly  to  bear  on  this  problem  area.” 

The  new  institute  will  be  known  as  the  Leonard  Davis 
Institute  of  Health  Economics. 

Executive  director  of  the  Institute  will  be  Robert  D. 
Eilers,  Ph.D.,  who  until  assuming  this  position  has  served 
as  executive  director  of  the  S.  S.  Huebner  Foundation 
for  Insurance  Education  in  the  Wharton  School  of  Finance 
and  Commerce.  He  has  also  served  as  assistant  vice- 
provost of  the  University.  Dan  M.  McGill,  Ph.D.,  chair- 
man of  the  department  of  insurance  at  the  Wharton  School, 
will  serve  as  chairman  of  the  governing  Board  of  the 
Institute. 

Luther  L.  Terry,  M.D.  vice  president  for  medical 
Affairs  at  the  University  and  former  surgeon  general  of 
the  United  States,  will  serve  the  Institute  as  chairman  of 
the  National  Advisory  Council. 

Dr.  Terry  said,  “More  than  six  percent  of  the  gross 
national  product  is  being  spent  today  for  medical  care 
and  health  needs.  On  an  average  day  of  the  year,  some 
seven  million  Americans  are  disabled  by  illness  and/ 
or  infirmities.  About  19  million  Americans,  nearly  11  per- 
cent of  our  population,  consult  a physician  every  week, 
either  by  office  appointment  or  at  home.  Hospital  costs 
have  risen  15  percent  during  the  past  year.” 

He  continued.  “These  are  statistics  which  clearly  focus 
on  the  need  to  understand  more  fully  the  relationship 
between  our  health  care  system  and  the  complex  of  socio- 
economic factors  which  define  it.  With  the  establishment 
of  the  Leonard  Davis  Institute  of  Health  Economics,  we 
are  now  in  a position  to  coordinate  the  various  academic 
disciplines  that  we  have  at  our  disposal  to  study  in  depth 
these  very  complex  issues. 

“Our  present  day  concept  of  community  medicine  is 
based  on  the  premise  that  superior  standards  of  com- 
prehensive medical  care  can  best  be  achieved  by  the 
planned,  effective  leadership  of  the  medical  profession 
coordinated  with  the  contributions  of  those  specialists  in 
areas  of  economics,  sociology,  political  science,  architec- 
ture and  city  planning,  psychology,  and  related  profes- 
sionals. This  is  the  kind  of  interdisciplinary  study  and 
research  that  will  be  conducted  under  the  auspices  of  the 
Leonard  Davis  Institute  of  Health  Economcis.”  Dr.  Terry 
said. 

Dr.  Eilers,  executive  director  of  the  Institute,  discussed 
several  research  and  educational  projects  which  are  among 
those  the  Institute  is  considering  undertaking.  Among  the 
research  projects  mentioned  were: 

1 . The  impact  of  and  return  on  health  care  expendi- 
tures in  the  United  States.  Dr.  Eilers  noted  that  we  do 
not  know  whether  six  percent  of  the  nation's  GNP  is  too 
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much  or  too  little  to  spend  on  health  care,  that  we  do 
not  know  what  impact  various  levels  of  expenditure  might 
have  on  mortality,  morbidity,  and  productivity. 

2.  An  optimum  procedure  for  reimbursing  skilled  nurs- 
ing homes  for  benefits  provided  under  governmental  pro- 
grams. Interest  in  this  area  is  an  outgrowth  of  a number 
of  problems  that  have  developed  under  the  nation's  medi- 
care program. 

3.  Development  of  a utilization  review  system  for  drug 
benefit  programs.  It  is  envisioned  that  several  hundred 
million  claims  for  prescription  drugs  will  be  paid  annually 
by  the  early  1970’s  through  governmental  and  private 
insurance  programs. 

4.  The  impact  of  various  operational  aspects  of  group 
practice  prepayment  plans  on  the  growth  of  such  plans. 
Phenomenal  increases  in  the  cost  of  health  care  have 
focused  renewed  interest  on  these  unique  arrangements 
for  combining  a system  for  delivering  care  with  a mechan- 
ism for  financing  the  care. 

5.  Analysis  of  the  operational  relationships  among 
governmental  levels  involved  in  Title  XIX  programs 
(medicaid).  In  New  York  State,  for  example,  hospitals 
are  currently  beset  by  many  difficulties  with  the  federal, 
state  and  local  governmental  agencies  now  attempting 
jointly  to  administer  the  program. 

6.  The  influence  of  deductible  provisions  in  insurance 
coverages  on  the  use  of  health  services,  and  hence  the 
impact  on  both  health  and  costs. 

7.  The  impact  of  cost-based  reimbursement  and  other 
payment  techniques  on  hospitals,  the  community,  patients, 
and  insurers. 

Among  the  educational  projects  under  consideration  are: 

1 . Continuing  education  programs  for  physicians,  hos- 
pital administrators,  and  other  planners  and  administrators 
in  the  health  care  field. 

2.  A degree  program  at  the  Master's  level  for  those 
planning  to  enter  the  field  of  health  care  administration. 

3.  Single-course  offerings  concerning  specific  aspects  of 
health  economics  to  be  given  by  certain  departments  for 
students  in  other  departments  or  schools  of  the  University. 

AAP  Announces  Head  Start 
Medical  Consultation  Program 

A new  partnership  between  Project  Head  Start  and  the 
pediatricians  of  America  has  been  formed  by  the  Office 
of  Economic  Opportunity  and  the  American  Academy  of 
Pediatrics. 

William  S.  Anderson,  M.D.,  president  of  the  AAP  and 
Sargent  Shriver,  director  of  OEO,  in  a joint  statement 
said  the  Academy  will  organize  and  direct  the  Medical 
Consultation  Program  of  Head  Start  child  development 
programs  in  nearly  two  thousand  communities  throughout 
the  United  States. 

The  Academy  has  chosen  Robert  S.  Mendelsohn,  M.D., 
a pediatrician  from  Chicago,  and  formerly  medical  director 
of  Project  Head  Start  in  the  Cook  County  Office  of  Eco- 
nomic Opportunity,  to  direct  the  program. 

Mr.  Shriver  stressed  that  this  contract  represents  a new 
type  of  relationship  between  an  agency  of  the  Federal 
Government  and  a voluntary  professional  organization. 
In  effect,  the  American  Academy  of  Pediatrics  has  accepted 
a major  responsibility  for  ensuring  that  the  health  services 
provided  to  Head  Start  children  adequately  meet  the  health 
needs  of  these  children,  their  families,  and  the  community 
in  which  they  live. 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  V-<  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


DECEMBER.  1967 


1 


Summary  ol  prescribing  information 

Indications:  Urinary  tract  infections  in  which  gram-negative  bacteria  are  pre- 
dominant, particularly  Proteus,  Escherichia  coli,  Aerobacter,  Klebsiella,  and 
certain  strains  of  Pseudomonas.  Gram-positive  bacteria  are  less  sensitive  to 
NegGram  but  favorable  clinical  results  have  been  observed. 

Warning:  Use  in  Pregnancy.  This  drug  is  not  recommended  in  the  first  tri- 
mester of  pregnancy.  However,  it  has  been  used  in  several  patients  during 
the  last  two  trimesters  without  producing  apparent  ill  effects  in  either  mother 
or  fetus. 

Precautions:  As  with  all  new  drugs,  periodic  blood  and  liver  function  tests 
are  advisable  during  treatment  longer  than  1 or  2 weeks.  This  drug  should  be 
used  with  caution  in  patients  with  liver  disease,  epilepsy,  severe  cerebral 
arteriosclerosis,  or  severe  impairment  of  kidney  function.  Because  photo- 
sensitivity reactions  have  been  reported  in  a small  number  of  cases,  patients 
should  be  cautioned  to  avoid  unnecessary  exposure  to  direct  sunlight  while 
receiving  NegGram,  and  if  a photosensitivity  reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Should  bacterial  resistance  develop  or  additional  nonsensitive  strains  emerge, 
other  effective  antibacterial  agents  should  be  added  to  or  substituted  for 
NegGram. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  may  give 
a false-positive  reaction. 

Adverse  reactions:  Mainly  mild  nausea,  vomiting,  and  other  gastrointestinal 
disturbances;  less  frequently,  sleepiness,  drowsiness,  weakness,  headache, 
dizziness  and  vertigo,  and  rarely  cholestasis,  paresthesia,  thrombocytopenia, 
leukopenia,  or  hemolytic  anemia  in  patients  with  a deficiency  in  activity  of 
glucose-6-phosphate  dehydrogenase.  Itching,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  photosensitivity  reactions  primarily  involving  exposed 
surfaces,  and  reversible  subjective  visual  disturbances  (overbrightness  of  lights, 
change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity 
and  double  vision),  occurred  occasionally.  Reversible  increased  intracranial 
pressure  with  bulging  anterior  fontanel,  papilledema,  and  headache  has  been 
observed  occasionally  in  infants  and  children.  Toxic  psychosis  and  brief  con- 
vulsions (the  latter  generally  in  patients  with  possible  predisposing  factors, 
and  both  usually  associated  with  excessive  dosage)  have  been  recorded  in 
rare  instances. 

Dosage  and  administration:  Adults  — Four  Gm.  daily  by  mouth  (2  Caplets®  of 
500  mg.  four  times  daily)  for  one  to  two  weeks.  Thereafter,  if  prolonged 
treatment  is  indicated,  the  dosage  may  be  reduced  to  two  Gm.  daily  (1  Caplet 
of  500  mg.  four  times  daily).  Children  — According  to  age  and  weight:  approxi- 
mately 25  mg.  per  pound  of  body  weight  per  day,  administered  in  divided  doses. 
Note:  The  dosage  recommended  above  for  adults  and  children  should  not  arbi- 
trarily be  doubled  unless  under  the  careful  supervision  of  a physician.  Until 
further  experience  is  gained,  infants  under  1 month  should  not  be  treated  with 
the  drug. 

How  supplied: 

• For  adults  - Buff-colored,  scored  Caplets  of  500  mg.,  conveniently  available 
in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles  of  1000. 

• For  children -Caplets  of  250  mg.,  available  in  bottles  of  56  and  1000. 

Before  prescribing,  please  refer  to  complete  prescribing  information. 
References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on  re- 
quest. (2)  Bush,  I.  M , Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy-1964,  Ann  Arbor,  American  Society 
for  Microbiology,  1965,  p.  722. 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 

Therapy: 

two  500  mg.  Caplets®  q.i.d 

(initial  adult  dose) 

IMegGnarr 

Brand  of 

nalidixic  acic 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  "good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


1/j/infhrof 

Winthrop  Laboratories,  New  York,  N.  Y.  1001 


|T||  M.D.’s  in 
sirJ  The  News 

Elizabeth  G.  French,  M.D.  has 

been  appointed  chief  of  the  anesthesi- 
ology department  of  Memorial  Hos- 
pital of  Chester  County.  Dr.  French 
was  associated  with  the  anesthsiology 
department  of  Temple  University  Hos- 
pital, Philadelphia,  and  the  pediatric 
department  of  Childrens  Hospital, 
Boston,  prior  to  her  appointment  at 
Memorial. 

H.  Robert  Davis,  M,D.,  Boiling 
Springs,  was  honored  recently  for  his 
performance  in  Vietnam  this  past  sum- 
mer. He  was  awarded  the  combat 
medical  badge  by  the  commanding 
officer  of  the  316th  Station  Hospital, 
Harrisburg.  The  medal  was  in  recog- 
nition of  Davis’  service  as  a civilian 
physician  working  with  Vietnamese 
civilian  medical  personnel  and  with 
American  military  physicians.  Dr. 
Davis  was  also  named  “Man  of  the 
Year”  by  the  Cumberland  County  Na- 
tional Bank  and  Trust  Company  at  the 
Bank's  annual  employees’  award  din- 
ner. He  is  chairman  of  the  Bank’s  ad- 
visory board  of  directors  for  the  Boil- 
ing Springs  office.  The  award  was 
presented  in  recognition  of  Dr.  Davis’ 
contribution  to  the  health  and  wel- 
fare of  the  civilian  citizens  of  Viet- 
nam. 

Anna  Marie  Chirico,  M.D.,  Phil- 
adelphia, is  the  recipient  of  the  Teach- 
er of  the  Year  award  conferred  by  the 
undergraduate  Medical  Association  of 
the  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania.  In  addition. 
Scope,  the  Medical  School  yearbook, 
was  dedicated  to  Dr.  Chirico  by  the 
Class  of  1967. 

Edmund  K.  Eindemuth,  M.D.,  act- 
ing medical  director  of  the  Bucks 
County  Department  of  Health,  has 
been  appointed  medical  director.  The 
four-member  health  board  picked  Dr. 
Lindemuth  at  a special  meeting  and 
his  name  was  forwarded  to  the  county 
commissioners  who  endorsed  the 
choice  at  a joint  meeting. 

Gerald  H.  Cessna,  M.D.,  Pittsburgh, 
was  awarded  the  Distinguished  Grad- 
uate Award  for  1967  at  the  annual 
homecoming  of  Saint  Francis  College, 
Portage.  Dr.  Cessna  is  chief  of  staff 
and  chairman  of  the  department  of 
obstetrics  and  gynecology  at  North 
Hills  Passavant  Hospital  and  is  as- 
sociated with  Allegheny  General  Hos- 
pital and  Sewickley  Valley  Hospital. 
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The  following  Pennsylvania  physi- 
cians have  been  elected  or  re-elected 
to  the  American  Academy  of  General 
Practice:  Ramon  B.  Molina,  M.D., 
Stroudsburg;  James  S.  Butcofski, 
M.D.,  Forty  Fort;  Daniel  D.  Ma- 
loney, M.D.,  and  Robert  N.  Moyers, 
M.D.,  Meadville;  Harry  H.  Youngs, 
Jr.,  M.D.,  Blue  Ridge  Summit. 

Harry  F.  Zinsser,  M.D.,  has  been 
named  chief  of  the  section  of  cardi- 
ology and  Richard  W.  Hyde,  M.l)., 

has  been  named  chief  of  the  section 
of  pulmonary  disease  at  Presbyterian- 
University  of  Pennsylvania  Medical 
Center,  Philadelphia. 

Matthew  T.  Moore,  M.D.,  Phila- 
delphia, was  guest  speaker  at  the  5th 
Annual  Meeting  of  the  Association  of 
General  Hospital  Psychiatrists.  His 
topic  was  Current  Appraisal  of  Psy- 
chopharmacotherapy. 

Carl  W.  Konvolinka,  Jr.,  M.D.,  has 

been  appointed  an  associate  in  the 
department  of 

DR.  KONVOLINKA  ^StO^  ^ 

pital  where  he 
was  senior  assistant  resident,  resident 
and  chief  resident  successively.  His 
residency  training  included  time  spent 
at  Children’s  Hospital  in  Columbus, 
Ohio;  Lahey  Clinic  in  Boston;  and 
the  Veterans  Administration  Hospital 
in  Manchester,  New  Hampshire.  Dr. 
Konvolinka  also  has  held  an  ap- 
pointment as  a teaching  fellow  at 
Harvard  University  Department  of 
Surgery. 

Renato  Baserga,  M.D.,  Temple  Uni- 
versity School  of  Medicine,  lectured 
on  The  Cell  Cycle  at  the  Institute  of 
Environmental  Medicine,  New  York 
University  Medical  Center  and  at  the 
Symposium  on  Developmental  Bio- 
chemistry at  the  Seventh  International 
Congress  of  Biochemistry  in  Tokyo. 

Edward  J.  Huth,  M.D.,  Bryn  Mawr, 
is  the  recently-installed  president  of 
the  American  Medical  Writers  As- 
sociation, a group  of  2,000  physicians, 
journalists,  editors,  freelance  writers, 
and  others  engaged  in  medical  com- 
munication. Dr.  Huth  is  associate 
editor  of  the  Annals  of  Internal  Medi- 
cine. 


Colin  Fox,  M.D.,  Newtown,  has 
been  appointed  acting  director  of  psy- 
chiatry at  Hunterdon  Medical  Center. 
Dr.  Fox  has  a background  in  family 
medicine  as  well  as  in  psychiatry. 

Robert  K.  Rough,  M.D.,  an  as- 
sociate in  the  department  of  internal 
medicine  at  Geisinger  Medical  Center, 
Danville,  has  been  reappointed  to  the 
PMS  Council  on  Medical  Service. 

Victor  C.  Rainbo,  M.D.,  Philadel- 
phia, plans  to  return  to  India  to  con- 
tinue his  work  there — restoring  sight. 
Retired  as  a missionary  of  the  Dis- 
ciples of  Christ,  Dr.  Rambo  has  been 
associated  with  the  Christian  Medical 
College  at  Ludhiana  in  Punjab  state. 
East  year,  in  a radius  of  two-hundred 
miles  of  Ludhiana,  he  and  his  team 
performed  6,494  eye  operations.  Dr. 
Rambo  is  seventy-three  years  old. 

Joseph  W.  Grosh,  M.D.,  Lititz,  has 
been  elected  to  membership  in  the 
American  College  of  Sports  Medicine. 
Dr.  Grosh  is  the  team  and  school 
physician  for  several  schools  in  the 
Lititz  area. 

Seven  new  psychiatrists,  neurologists 
and  a chief  of  psychology  have  been 
appointed  to  the  faculty  of  The  Wom- 
an's Medical  College  of  Pennsylvania. 
They  are:  Lily  Brunschwig,  Ph.D., 

assistant  professor  in  psychology;  Wil- 
liam Allan,  M.D.,  assistant  professor 
in  child  psychiatry;  Donald  Doren- 
camp,  M.D.,  assistant  professor  in 
neurology;  Robert  Stanton,  M.D.,  in- 
structor in  psychiatry;  Robert  Step- 
paclier,  M.D.,  instructor  in  psychiatry; 
William  Johnson,  M.D.,  instructor  in 
neurology  and  Violeta  Prats,  M.D., 
clinical  instructor  in  psychiatry. 

Carl  C.  Fischer,  M.D.,  Philadelphia, 
discussed  the  Future  of  Pediatrics  in 
the  Delaware  Valley  as  the  keynote 
speaker  when  the  Children’s  Heart 
Hospital  held  its  14th  Annual  Institute 
for  the  Care  of  Children  with  Cardiac, 
Asthmatic  and  Chronic  Illnesses  last 
month.  Dr.  Fischer  is  professor  of 
pediatrics  and  associate  director  of 
medical  affairs  at  Hahnemann  Medical 
College  and  Hospital. 

J.  George  Jonas,  M.D.,  associate 
in  the  department  of  orthopaedic  sur- 
gery at  The  Geisinger  Medical  Center, 
Danville,  was  a speaker  at  the  Sep- 
tember 30th  session  of  the  Penn- 
sylvania Orthopaedic  Society  in  Phila- 
delphia. The  meeting  was  part  of  the 
Pennsylvania  Medical  Society’s  four- 
day  “Session  ’67.”  Dr.  Jonas  spoke  on 
Harrington  Spine  Instrumentation  in 
the  Treatment  of  Scoliosis. 

( Continued  on  page  22.) 
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when  he  just  can’t  sleep 

Tuinal 


One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  ’A.T/^and  3-grain  Pulvules 


tions  occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 


Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
ered  to  anyone  with  a history  of  porphyria,  nor  should 
hey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

/Varning:  May  be  habit-forming. 

’recautions:  Tuinal  should  be  used  cautiously  in  pa- 
ients  with  decreased  liver  function,  since  prolongation 
)f  effect  may  occur. 

\dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
langover,  or  pain,  may  appear.  Hypersensitivity  reac- 


Overdosage: C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

700955 
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Samuel  Belief,  M.D.,  director  of  the 
cardiology  division  at  Philadelphia 
General  Hospital,  presented  a paper 
on  the  Detection  of  Coronary  In- 
sufficiency and  Arrhythmias  during 
the  Stress  of  Automobile  Driving  at 
the  11th  annual  meeting  of  the 
American  Association  for  Automotive 
Medicine. 

E.  K.  Koiwai,  M.D.,  Philadelphia, 
spoke  at  the  9th  National  Conference 
on  the  Medical  Aspects  of  Sports  in 
Houston.  Texas  last  month.  Dr. 
Koiwai’s  paper  was  on  Sports  Judo  as 
part  of  a discussion  on  specialized 
sports. 

The  following  Pennsylvania  physi- 
cians have  been  elected  to  member- 
ship in  the  American  College  of  Sur- 
geons: Clifford  G.  Vernick,  M.D.  and 
John  M.  YVapner,  M.D.,  Allentown; 
Janies  J.  D’Luzansky,  M.1).,  Altoona; 
Leonard  L.  Radnor,  M.D.,  Bethel 
Park;  Richard  A.  Ward,  M.I).,  Beth- 
lehem; Raif  K.  Sabeh,  M.D.,  Brad- 
dock;  Jerry  R.  Naples,  M.D.,  Bristol; 
B.  David  Grant,  M.I).,  Bryn  Mawr; 
William  L.  Cunningham,  Jr.,  M.I)., 
Charleroi;  William  A.  Coyle,  M.I)., 
and  Robert  P.  Gouldin,  M.I).,  Ches- 
ter; Gilbert  L.  Hendricks,  Jr.,  M.I)., 
Danville;  Joseph  J.  Price,  M.I)., 
Drexel  Hill;  Frank  J.  Dracos,  M.I)., 
East  Stroudsburg;  James  T.  Dorsey, 
M.D.,  Emmaus;  Alberto  C.  Flores, 
M.D.,  F.phrata;  Mehdi  L.  M.  Zadeh, 
M.D.,  Erie;  Ahmed  Mazaheri,  M.D., 
Furlong;  Robert  E.  Barto,  Jr.,  M.D., 
Ernest  I).  Helmick,  M.I).,  and  Rich- 
ard J.  Patterson,  M.D.,  Harrisburg; 
Joseph  J.  Glorioso,  M.D.,  Homestead; 
John  J.  Welsh,  M.I).,  Jenkintown; 
William  R.  Davison,  M.I).,  Johnstown; 
Melchisedec  C.  Ibanez,  M.D.,  Kane; 
Samuel  J.  Mackall,  M.D.,  Kingston; 
G.  Gary  Kirchner,  M.D.,  Lancaster; 
Bahaeddin  Safavi,  M.D.,  Lebanon; 
Floriel  P.  Diaz,  M.I).,  Lehighton; 
Kenneth  L.  Bitman,  M.D.,  Malvern; 
William  W.  McCune,  M.I).,  McKees- 
port; Diogenes  A.  Saavedra,  M.I)., 
Meadville;  Selim  F.  El-Attrache, 
M.I).,  Mount  Pleasant;  Marvin  H. 
Marz,  M.I).  and  Harry  M.  Nelson, 
Jr.,  M.D.,  Norristown;  Clyde  F. 
Barker,  M.I).,  John  P.  Cossa,  M.I)., 
Harold  Herman,  M.D.,  Dale  G.  John- 
son, M.I).,  Mojtaba  Kia-Nouri,  M.D., 
Horace  MacVaugh  III,  M.D.,  Jo  Anne 
Overleese,  M.I).,  John  R.  Prehatny, 
M.D.,  Edward  C.  Sacher,  M.I)., 
Joseph  M.  Sanderlin,  M.D.,  Philip  G. 
Spaeth,  M.D.,  Herbert  W.  Wallace, 
M.D.,  I rank  A.  Washick,  M.D.,  Phil- 
adelphia; Pedro  C.  I).  Nartatez,  M.D., 
Philipsburg;  Stanley  A.  Hirsch,  M.D., 


Henry  R.  Madoff,  M.I).,  Hugh  A. 
Raphael,  M.D.,  Eugene  A.  Scioscia, 
M.D.,  Ramthorn  Sukarochana,  M.D., 
Oliver  J.  Thoms,  M.D.,  H.  Andrew 
Wissinger,  M.D.,  and  James  G.  Zan- 
grilli,  M.D.,  Pittsburgh;  Charles  A. 
Pryor,  Jr.,  M.I).,  Sellersville;  Janies 

L.  Fawcett,  M.D.,  and  Irwin  S.  Terner, 

M. D.,  Sewickley;  Alfred  A.  Perfett, 
M.D.,  Sharon;  Robert  V.  Jacobs, 
M.I).,  Somerset;  Anthony  F.  Merlino, 
M.D.,  Springfield;  Don  A.  Westover, 
M.I).,  State  College;  Frank  S.  Bake- 
well,  Jr.,  M.I).  and  John  Pirris,  M.D., 
Washington;  Ernest  L.  McKenna,  Jr., 
M.D.,  Wayne;  Nelson  P.  Aspen,  M.D., 
West  Chester;  and  Jorge  A.  Querimit, 
M.D.,  Williamsport. 


Alberto  Vierucci,  M.I).  has  been 
named  research  physician  and  visiting 
scientist  at  The 
Institute  for  Can- 
cer Research, 
Philadelphia.  Dr. 
Vierucci  is  a pedi- 
atrician whose 
major  interest  is 
immunology.  At 
ICP  he  is  continu- 
^ ing  his  investiga- 

dr.  vierucci  t‘on  °f  immuno- 

genetics  of  human 
serum  beta-lipoproteins,  with  special 
regard  to  their  synthesis  and  inheri- 
tance, their  distribution  in  normal  and 
diseased  populations,  and  the  signifi- 
cance of  anti-beta-lipoprotein  anti- 
bodies. Dr.  Vierucci  is  a native  of 
Pisa,  Italy. 


Physician-artists  who  won  awards 
in  the  Physician's  Art  Association 
competition  in  Philadelphia,  Septem- 
ber 29  include:  Eleanor  Colosi,  M.D., 
Lillian  E.  Fredericks,  M.I).,  Kelse  M. 
Hoffman,  M.D.,  Samuel  Steinberg, 
M.I).,  Nathan  Sussman,  M.D.,  Ross  H. 
Musgrave,  M.D.,  George  H.  Ledger, 
M.I).,  R.  Philip  Custer,  M.I).,  H.  B. 
Mussina,  M.I).,  John  M.  Siegel,  M.D., 
Frances  Triboletti,  M.D.,  Mrs.  J.  Carl 
Baier,  and  William  J.  Garner,  M.D. 
Kelse  M.  Hoffman,  M.D.  of  Franklin 
was  elected  president  of  the  Associa- 
tion for  the  coming  year. 


The  gold  medal  of  The  Children's 
Hospital  of  Philadelphia — that  in- 
stitution's highest  award — was  pre- 
sented last  month  to  Joseph  Stokes, 
Jr.,  M.D.,  former  physician-in-chief 
at  Children's.  The  medal  “is  awarded 
from  time  to  time  to  a person  in  the 
fields  of  medicine  and  surgery,  psy- 
chiatry and  social  sciences,  education 
and  research  who  has  contributed 
uniquely  to  the  welfare  of  children.” 


Nicolau  A.  Balaci,  M.D.,  has  joined 
the  staff  of  The  Geisinger  Medical 
Center,  Danville,  as  an  assistant  in 
the  department  of  gynecology  and 
obstetrics.  Dr.  Balaci  is  a native  of 
Rio  de  Janeiro,  Brazil. 

John  H.  Harris,  Jr.,  M.D.,  Carlisle, 
has  been  elected  vice  president  and 
president-elect  of 
the  Pennsylvania 
Division,  Ameri- 
can Cancer  Soci- 
ety. The  e’ection 
of  Dr.  Harris  puts 
him  in  line  to  be- 
come president  of 
the  Society  next 
year,  a post  his 
father  held  in 
1948-50.  The 
senior  Dr.  Harris  currently  is  presi- 
dent of  the  Pennsylvania  Medical  So- 
ciety. The  new  vice-president  has 
served  with  the  Cumberland  Unit  and 
has  been  a member  of  the  Division 
board  of  directors  for  seven  years.  In 
addition  to  his  practice  at  the  Carlisle 
Hospital,  Dr.  Harris  is  an  instructor 
at  two  Philadelphia  medical  schools. 

The  following  physicians  served 
with  Project  HOPE  in  the  past  year: 
Eleanor  M.  Bendler,  M.D.,  Manuel 
A.  Bergnes,  M.I).,  Paul  J.  Cherney, 
M.D.,  John  P.  Decker,  M.D.,  John 
W.  liman,  M.D.,  Kalman  Faber, 
M.D.,  George  A.  Hahn,  M.D.,  How- 
ard U.  Kremer,  M.I).,  Samuel  I). 
Kron,  M.D.,  and  Howard  Rawnsley, 
M.D.,  all  from  Philadelphia  County; 
Harold  W.  Brooks,  M.I).,  Montour 
County;  William  T.  Burns,  M.D., 

Dauphin  County;  Joseph  F.  Campana, 
M.D.,  Lycoming  County;  Octavius  A. 
Capriotti,  M.I).,  Bucks  County;  Anne 
S.  Drinker,  M.D.,  Allegheny  County; 
Audrey  Krauss,  M.I).,  Montgomery 
County;  H.  J.  McLaren,  M.D.,  Erie 
County;  Pascal  D.  Spino,  M.D., 

Westmoreland  County;  Ford  H.  Clark, 
M.I).,  Morris  L.  Johnson,  M.D.  and 
Marjorie  Nelson,  M.D. 

The  Sigma  Xi  Club  of  The  Jeffer- 
son Medical  College  was  installed  as 
a chapter  of  the  Society  of  the  Sigma 
Xi,  a national  group  of  research 
scientists,  recently.  Laurence  G.  Wes- 
son, Jr.,  M.I).,  professor  of  medicine, 
is  president  of  the  new  Jefferson 

chapter,  which  numbers  110  faculty 
members.  James  J.  Kocsis,  M.D., 

associate  professor  of  pharmacology, 
is  vice  president;  Janies  O.  Brown, 
M.I).,  associate  professor  of  anatomy, 
is  treasurer;  and  Hyman  Menduke, 
M.D.,  professor  of  preventive  medi- 
cine, is  secretary. 
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Russell  R.  deAlvarez,  M.D.,  and 
Michael  J.  Daly,  M.D.,  Philadelphia, 
attended  the  annual  meeting  of  the 
American  Association  of  Obstetricians 
and  Gynecologists  at  Hot  Springs,  Va. 
Dr.  deAlvarez  discussed  Factors  Af- 
fecting Delivery  and  Uterine  Activity 
in  Eclampsia. 

Basil  M.  RuDusky,  M.D.,  Temple 
University  School  of  Medicine,  pre- 
sented a paper,  The  Myocardial  Tem- 
perature Gradient  and  Ventricular  Re- 
polarization at  a combined  meeting  of 
the  International  and  American  Col- 
leges of  Angiology  at  Las  Vegas, 
Nev.  The  paper  was  co-authored  by 
Louis  A.  Soloff,  M.D. 

Proctor  L.  Child,  M.D.,  Temple 
University  School  of  Medicine,  has 
been  appointed  visiting  scientist  on 
the  staff  of  the  Armed  Forces  In- 
stitute of  Pathology  in  Washington. 
He  will  collaborate  with  the  Geo- 
graphic Pathology-Infectious  Diseases 
Branches. 

Russell  W.  Schaedler,  M.D.,  Rocke- 
feller University,  New  York,  has  been 
named  professor  and  head  of  the  de- 
partment of  microbiology  at  the 
Jefferson  Medical  College,  Philadel- 
phia. 


James  Z.  Appel,  M.D.,  Lancaster, 
has  been  chosen  to  serve  on  the  Na- 
tional Advisory  Commission  on  Health 
Facilities.  Over  the  next  twelve  months 
the  fifteen-member  group  will  examine 
the  present  methods  of  planning  and 
financing  health  facilities;  the  eco- 
nomics of  construction;  the  design  and 
structural  factors  which  affect  the  cost; 
and  long-range  needs  for  the  entire 
system  of  health  facilities  from  hos- 
pitals to  neighborhood  health  centers. 

Thomas  A.  Kelley,  Jr.,  M.D.,  Nar- 
berth;  Raymond  L.  Milhous,  M.D., 
Media;  John  S.  Tennant,  M.D.,  Har- 
risburg; and  John  C.  McGinnis,  Jr., 
M.D.,  Washington  have  been  elected 
to  membership  in  the  American  Acad- 
emy of  Physical  Medicine  and  Re- 
habilitation. The  Academy  is  a select 
group  of  physiatrists  whose  members 
must  be  qualified  by  the  National 
Board  of  Physical  Medicine  and  Re- 
habilitation. 

William  A.  Sodeman,  M.D.  and 
William  A.  Sodeman,  Jr.,  M.D.,  are 

the  authors  of  Pathologic  Physiology: 
Mechanisms  of  Disease,  recently  pub- 
lished in  Philadelphia  by  W.  B.  Saun- 
ders Co.  Dr.  Sodeman,  Sr.  is  the  for- 
mer dean  of  Jefferson  Medical  College. 


John  F.  Huber,  M.D.,  Temple  Uni- 
versity School  of  Medicine,  spoke  on 
the  use  of  closed  circuit  television  in 
the  teaching  of  basic  science  at  the 
meeting  of  the  Canadian  Medical 
Association  and  Division  of  Post- 
graduate Medical  Education  at  the 
University  of  Toronto. 

Stanley  Schor,  M.D.,  Temple  Uni- 
versity School  of  Medicine,  was  a 
panelist  at  a workshop  sponsored  by 
the  Food  and  Drug  Administration  in 
Washington,  D.  C.  to  set  up  guide 
lines  for  new  drug  trials.  He  served 
with  a group  whose  responsibility  was 
to  determine  therapeutic  efficacy  of 
anticonvulsant  drugs. 

Joseph  A.  Hepp,  M.D.,  has  been 
appointed  director  of  the  Cervical 
Cytology  Screening  Program  at  the 
Magee-Womens  Hospital,  Pittsburgh. 

Michael  B.  Shimkin,  M.D.,  Temple 
University,  participated  in  the  Inter- 
national Union  Against  Cancer  meet- 
ing in  Vienna,  serving  as  member  of 
its  Carcinogenesis  Committee.  He  also 
lectured  on  Carcinogens  from  Na- 
tural Sources  at  the  Chester  Beatty  In- 
stitute in  London. 


A MEDICAL-SURGICAL  SYMPOSIUM 
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Primary  Needs'  Outlined  in  Battle 
Against  Heart  Disease,  Cancer,  Stroke 
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The  advisory  committee  for  the  Western  Pennsylvania 
Regional  Medical  Program  (WPRMP)  has  mapped  its 
first  steps  in  the  battle  against  heart  disease,  cancer, 
stroke,  and  related  diseases. 


Among  its  many  proposals,  the  committee  recom- 
mended emergency  coronary  care  teams  which  would  rush 
to  heart  attack  victims,  computerized  tumor  registries  for 
better  cancer  evaluation  studies,  two-way  television  con- 
sultative systems,  and  educating  youngsters  in  the  dangers 
of  smoking. 

These  recommendations  were  among  those  unanimously 
adopted  by  the  thirty-seven-member  advisory  committee 
(RMPAC).  The  proposals  included  recommendations  on 
improving  delivery  of  patient  care  in  these  three  major 
diseases,  as  well  as  recommendations  on  programs  for 
continuing  education  in  the  health  professions,  guidelines 
for  wide-scale  community  involvement,  and  criteria  for 
operational  grant  applications. 

The  WPRMP  is  part  of  the  Federal  government’s  system 
of  nationwide  regional  programs  for  prevention,  diagnosis 
and  treatment  of  the  three  killer  diseases,  and  was  launched 
here  last  February  for  Western  Pennsylvania’s  twenty-eight 
counties  with  a planning  grant  of  $669,000.  The  central 
directing  agency  in  the  major  effort  here  is  the  University 
Health  Center  of  Pittsburgh. 

The  committee  on  heart  disease,  led  by  Frederick  R. 
Franke,  M.D.,  chief  of  the  division  of  medicine,  Western 
Pennsylvania  Hospital,  said  there  is  a shortage  of  facilities 
for  care  of  acute  coronary  disease,  and  recommended 
establishment  of  a network  of  hospital-based  mobile  coro- 
nary care  teams  under  physician  supervision  which  would 
take  emergency  equipment  to  heart  victims  as  quickly  as 
possible,  for  cardio-pulmonary  resuscitation  if  necessary. 

The  cancer  committee,  chaired  by  David  W.  Clare, 
M.D.,  clinical  associate  professor  of  surgery  at  Pitt’s  School 
of  Medicine  and  chief,  department  of  surgery.  North  Hills 
Passavant  Hospital,  cited  the  need  for  additional  and  more 
meaningful  data  concerning  the  stages  of  cancer  at  the 
time  of  diagnosis,  method  of  treatment,  and  follow-up  to 
evaluate  survival.  The  committee  urged  a feasibility  study 
for  a region-wide  tumor  registry  utilizing  advanced  data 
processing  techniques  to  provide  evaluation  of  progress  in 
cancer  control  and  also  comparative  information  on  patient 
care. 

The  subcommittee  on  stroke,  led  by  Thomas  Hohmann, 
M.D.,  medical  director  of  the  department  of  physical 
medicine  and  rehabilitation,  St.  Francis  Hospital,  feels  that 
the  number  and  distribution  of  facilities  for  management 
of  stroke  in  Western  Pennsylvania  is  inadequate  and  should 
be  upgraded  with  additional  manpower  and  equipment. 

For  continuing  medical  education,  a subcommittee 
chaired  by  Campbell  Moses,  M.D..  director  of  postgradu- 
ate medical  education  at  Pitt,  recommended  clinical  fac- 
ulty appointments  for  leaders  of  educational  programs  in 
community  hospitals  with  assignments  to  University  teach- 
ing activities  as  well.  It  also  recommended  connecting 
teaching  institutions  and  community  hospitals  by  closed 
circuit  two-way  television  to  permit  exchange  of  con- 
ferences and  provide  complete  consultation  service  to  hos- 
pitals of  all  sizes.  One  of  the  subcommittee  members 
strongly  urged  construction  of  a completely  equipped  post- 
graduate medical  institute. 
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Postgraduate 
Courses 

ALLENTOWN 

Renal  Vascular  Disease:  Angioten- 
sin, Hypertension,  Malignant  Hyper- 
tension, Nephritides;  Jefferson  Medi- 
cal College  and  Pennsylvania  State 
University;  at  Allentown  Hospital; 
December  14,  1967;  10  a.m.-I  p.m.; 
AAGP  3 hours.  Contact  John  H.  Kil- 
lough,  M.D.,  1025  Walnut  Street. 
Philadelphia  19107. 

Nephrotic  Syndome:  Collagen  Dis- 
eases, Pregnancy  and  Toxemia;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Allentown 
Hospital,  January  11,  1968,  10  a.m. — 

1 p.m.;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

Obstructive  Uropathies,  Urinary 
Tract  Infections  and  Renal  Lithiasis; 

at  Allentown  Hospital,  February  8, 
1968;  10  a.m.  to  1 p.m.;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D..  Jefferson  Medical  College.  Phil- 
adelphia 19107. 

ALTOONA 

Consecutive  Case  Conference  on 
Myocardial  Infarction;  Jefferson  Med- 
ical College  and  Pennsylvania  State 
University  at  Altoona  Hospital;  De- 
cember 14,  1967;  10  a.m.— 12:30  p.m.; 
AAGP  2 hours;  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street,  Phil- 
adelphia 19107. 

Courses  in  Emergency  Department 
Techniques;  to  be  presented  by  the 
PMS  Council  on  Scientific  Advance- 
ment, in  cooperation  with  the  Hos- 
pital Association  of  Pennsylvania,  the 
Pennsylvania  Department  of  Health, 
and  the  Pennsylvania  Department  of 
Public  Welfare,  as  follows:  Allen- 

town Hospital — -March  27,  1968;  Wil- 
liamsport Hospital — April  24,  1968; 
Altoona  Hospital — April  25,  1968; 
Harrisburg  Hospital — May  9,  1968. 
Hours:  1:30-5:30  p.m.,  fee  $5.00. 

Contact  Richard  B.  Magee,  M.D.,  Co- 
ordinator, Blair  Medical  Center,  501 
Howard  Avenue,  Altoona,  Pa.  16601. 

An  Evaluation  of  the  Newer  Clini- 
cal Laboratory  Procedures;  at  Altoona 
Hospital.  February  8,  1968;  10  a.m.  to 
12:30  p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D..  Jefferson 
Medical  College,  Philadelphia  19107. 


Renal  Physiology  for  the  Clinician; 

at  Altoona  Hospital,  February  22, 
1968;  10  a.m.  to  12:30  p.m. ; AAGP 
2 hours.  Contact  John  H.  Killough. 
M.D.,  Jefferson  Medical  College.  Phil- 
adelphia 19107. 

Consecutive  Case  Conference  on 
the  Pregnant  Diabetic;  Jefferson  Medi- 
cal College  and  Pennsylvania  State 
University  at  Altoona  Hospital;  Jan- 
uary 11,  1968,  10  a.m. — 12:30  p.m.; 
2 hours  AAGP.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street, 
Philadelphia  19107. 

The  Work-up  of  the  Anemic- 
Patient;  Jefferson  Medical  College  and 
Pennsylvania  State  University  at  Al- 
toona Hospital,  January  25,  1968,  10 
a.m. — 12:30  p.m.;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street.  Philadelphia  19107. 

BETHLEHEM 

Newer  Techniques  and  Methods  in 
the  Diagnosis  of  Pulmonary  Disease; 

by  Jefferson  Medical  College  and 
Pennsylvania  State  University  at  St. 
Luke’s  Hospital,  Bethlehem;  Decem- 
ber 14,  1967;  9:30  a.m.  to  noon; 
AAGP  3 hours;  fee  $7.00.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

Approach  to  Infectious  Diseases; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  St.  Luke’s 
Hospital,  Bethlehem,  January  18. 
1968,  9:30  a.m. — noon;  fee  $7.00;  3 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  Street, 

Philadelphia  19107. 

Laboratory  Aspects  of  Infectious 
Diseases;  at  St.  Luke’s  Hospital,  Beth- 
lehem, February  15,  1968;  9:30  a.m. 
to  noon,  fee  $7.00;  AAGP  3 hours. 
Contact  John  H.  Killough,  M.D.. 
Jefferson  Medical  College.  Philadel- 
phia 19107. 

HARRISBURG 

Obstetrical  Management  of  Rh 
Sensitization;  Harrisburg  Hospital,  De- 
cember 12,  1967,  sponsored  by  Merck, 
Sharp  and  Dohme;  one-hour  lecture 
delivered  by  Carl  Pauerstein,  M.D., 
department  of  obstetrics/ gynecology. 
Sinai  Hospital  of  Baltimore. 

Graduate  Medical  Education;  Har- 
risburg Hospital,  January  9,  1968, 

sponsored  by  Merck,  Sharp  and 
Dohme;  one-hour  lecture  delivered  by 
John  C.  Nunemaker,  M.D.,  associate 
secretary.  Council  on  Medical  Educa- 


tion and  Hospitals,  American  Medical 
Association. 

Drugs  in  Anovulation;  Harrisburg 
Hospital,  January  25,  1968,  sponsored 
by  Merck,  Sharp  and  Dohme;  one- 
hour  lecture  delivered  by  Marshall 
Klavan,  M.D.,  assistant  professor  of 
obstetrics/  gynecology,  Hahnemann 
Medical  College. 

Hypertension;  Harrisburg  Hospital. 
January  30,  1968,  sponsored  by 

Merck,  Sharp  and  Dohme;  one-hour 
lecture  delivered  by  John  H.  Moyer, 
M.D.,  professor  and  chairman,  de- 
partment of  medicine,  Hahnemann 
Medical  College. 

Demyelinating  Diseases;  at  Harris- 
burg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  13,  1968; 
Joseph  Bittenbender,  M.D.,  head  of 
the  section  of  neurology  at  Harrisburg 
Hospital  will  be  the  speaker. 

Respiratory  Distress  Syndrome;  at 

Harrisburg  Hospital,  sponsored  by 
Merck,  Sharp  & Dohme,  February 
15.  1968;  Alex  J.  Schaffer,  M.D.. 
associate  professor  of  pediatrics,  Johns 
Hopkins  Hospital  will  be  the  speaker. 

Gynecological  Malignancy;  at  Har- 
risburg Hospital,  sponsored  by  Merck, 
Sharp  & Dohme,  February  28,  1968; 
George  C.  Lewis,  M.D.,  professor 
and  chairman  of  the  department  of 
obstetrics/ gynecology,  Hahnemann 
Medical  College,  will  be  the  speaker. 

JOHNSTOWN 

Aspects  of  Viruses  and  Cancer; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University;  at  Cone- 
maugh  Valley  Memorial  Hospital, 
Johnstown;  December  19,  1967;  7- 
9 p.m.;  AAGP  2 hours.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut Street,  Philadelphia  19107. 

Shock;  at  Conemaugh  Valley  Me- 
morial Hospital,  Johnstown,  February 
27,  1968;  7 to  9 p.m.;  AAGP  2 hours. 
Contact  John  H.  Killough,  M.D.,  Jef- 
ferson Medical  College,  Philadelphia 
19107. 

PHILADELPHIA 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

PITTSBURGH 

Training  in  Cardiopulmonary  Re- 
suscitation; University  of  Pittsburgh 


DECEMBER.  1967 


25 


School  of  Medicine  and  the  Penn- 
sylvania Heart  Association  at  Scaife 
Hall,  University  of  Pittsburgh,  Jan- 
uary 17  and  February  28,  1968,  fee 
$10.  Contact  Postgraduate  Medical 
Program,  University  of  Pittsburgh 
School  of  Medicine,  1188  Scaife  Hall, 
Pittsburgh,  Pennsylvania  15213. 

Selected  Topics  in  Gastrointestinal 

Disease;  The  Western  Pennsylvania 
Hospital,  February  4,  11,  18,  1968, 
2:00-5:00  p.m.;  fee  $15;  AAGP  9 
hours.  Contact  John  B.  Hill,  M.D., 
The  Western  Pennsylvania  Hospital, 
4800  Friendship  Avenue,  Pittsburgh 
15224. 

POTTSVILLE 

Postgraduate  Seminars  for  Central 
Pennsylvania  Physicians;  Jefferson 
Medical  College  and  Pennsylvania 
State  University;  at  Pottsville  Hospital; 
January  11,  February  8,  March  14, 
April  1 1,  May  9,  June  13,  1968;  11:00 
a.m.  to  2:00  p.m.;  AAGP  20  hours. 
Contact  John  H.  Killough,  M.D.,  Jef- 
ferson Medical  College,  1025  Walnut 
Street,  Philadelphia. 

Management  of  the  Patient  with 
Seizures;  by  Jefferson  Medical  College 
and  Pennsylvania  State  University;  at 
Pottsville  Hospital;  January  11,  1968; 
1 1 a.m.— 2 p.m.,-  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Use  of  Hormonal  Agents  for  Cyclic 
Gynecologic  Complaints;  at  Pottsville 
Hospital;  December  14,  1967;  11  a.m. 
to  2 p.m.;  AAGP  2 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

Heart  and  Hypertension;  at  Potts- 
ville Hospital,  February  8,  1968;  1 I 
a.m.  to  2 p.m.;  AAGP  2 hours.  Con- 
tact John  H.  Killough,  M.D.,  Jefferson 
Medical  College,  Philadelphia  19107. 

SCRANTON 

Neuropathies:  Diagnosis  and  Man- 
agement; at  Mercy  Hospital,  Scranton 
February  21,  1968;  9:30  a.m.  to  noon, 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  Jefferson  Medical 
College,  Philadelphia  19107. 

Symposium  on  Peptic  Ulcer  Dis- 
ease: The  Medical  Management  and 
Complications;  The  Indications  & Pos- 
sible Complications  of  Surgery;  Jef- 
ferson Medical  College  and  Pennsyl- 
vania State  University  at  Mercy 
Hospital,  Scranton;  January  17,  1968, 
9:30  a.m. — noon;  2 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 


Plasma  Proteins  in  Health  and  Dis- 
ease; Jefferson  Medical  College  and 
Pennsylvania  State  University;  at 
Mercy  Hospital,  Scranton;  Decem- 
ber 20,  1967;  9:30  a.m.  to  noon: 
AAGP  2 hours.  Contact  John  H. 
Killough,  M.D.,  1025  Walnut  Street. 
Philadelphia  19107. 

WILKES-BARRE 

Practical  Approach  to  the  Diagnosis 
and  Treatment  of  Anemia;  by  Jeffer- 
son Medical  College  and  Pennsyl- 
vania State  University;  at  Wilkes- 
Barre  General  Hospital;  December 
21,  1967;  9 a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  Street,  Philadel- 
phia 19107. 

Neonatal  Distress  Syndrome;  Jeffer- 
son Medical  College  and  Pennsylvania 
State  University  at  Wilkes-Barre  Gen- 
eral Hospital,  January  18,  1968,  9 a.m. 
—noon;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut 

Street,  Philadelphia  19107. 

The  Recognition  and  Management 
of  Chronic  Renal  Diseases;  at  Wilkes- 
Barre  General  Hospital,  February  15, 
1968;  9:00  a.m.  to  noon;  AAGP  3 
hours.  Contact  John  H.  Killough, 
M.D.,  Jefferson  Medical  College,  Phil- 
adelphia 19107. 

WILLIAMSPORT 

Gastrectomy  for  Peptic  Ulcer;  by 

Jefferson  Medical  College  and  Penn- 
sylvania State  University;  at  Williams- 
port Hospital;  December  20,  1967: 
10  a.m.-3:30  p.m.;  AAGP  4 hours. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Drug  Induced  Blood  Dyscrasias  and 
the  Chemotherapy  of  Malignancy; 

Jefferson  Medical  College  and  Penn- 
sylvania State  University  at  Williams- 
port Hospital,  January  17,  1968,  10 
a.m. — 3:30  p.m.;  4 hours  AAGP. 
Contact  John  H.  Killough,  M.D.,  1025 
Walnut  Street,  Philadelphia  19107. 

Renovascular  Hypertension  — Sur- 
gery for  Renovascular  Hypertension; 

at  Williamsport  Hospital,  February  21. 
1968;  10  a.m.  to  3:30  p.m.;  AAGP  4 
hours.  Contact  John  H.  Killough. 
M.D.,  Jefferson  Medical  College.  Phil- 
adelphia 19107. 

YORK 

Current  Concepts  of  Secondary 
Anemias;  at  York  Hospital;  Decem- 


ber 7,  1967;  8 a.m.  to  noon;  fee 
$8.00;  AAGP  3 hours.  Contact  The 
Jefferson  Medical  College,  Philadel- 
phia 19107. 

OUT  OF  STATE 

Advances  in  Medical  Oncology; 

University  of  Texas  Medical  Center, 
Houston,  sponsored  by  the  American 
College  of  Physicians,  December  1 1 - 
15,  1967.  Contact  Edward  C.  Rose- 
now,  M.D.,  Executive  Director,  Amer- 
ican College  of  Physicians,  4200  Pine 
Street,  Philadelphia  19104. 

Fifth  Annual  Postgraduate  Seminar; 

American  Society  of  Anesthesiologists, 
and  the  University  of  Miami  and  the 
University  of  Florida,  Miami  Beach. 
Fla.,  January  4-7,  1968. 

New  Concepts  in  Problems  of  Com- 
pleted Stroke;  sponsored  by  the  Amer- 
ican Rehabilitation  Foundation,  Jan- 
uary 19-20,  1968;  16  hours  AAGP. 
Contact  Thomas  P.  Anderson,  M.D., 
Kenny  Rehabilitation  Institute,  1800 
Chicago  Avenue,  Minneapolis.  Minne- 
sota 55404. 

Neurology  and  the  Internist;  at  the 

University  of  Miami  School  of  Medi- 
cine, Los  Angeles,  Calif.,  sponsored 
by  the  American  College  of  Physi- 
cians, January  15-19,  1968,  fee  $60 
members,  $100  non-members.  Contact 
Edward  C.  Rosenow,  Jr.,  M.D.,  Exec- 
utive Director,  American  College  of 
Physicians,  4200  Pine  Street.  Philadel- 
phia, Pa.  19104. 

Thirteenth  Annual  Postgraduate 
Anesthesiology  Course;  University  of 
Utah  College  of  Medicine,  Salt  Lake 
City,  Utah,  February  17-20,  1968. 
Contact  American  Society  of  Anes- 
thesiologists, 515  Busse  Highway.  Park 
Ridge.  Illinois  60068. 

Clinical  Application  of  Cardiopul- 
monary Physiology;  at  Ambassador 
Hotel,  Los  Angeles,  sponsored  by  the 
American  College  of  Chest  Physicians, 
February  12-16,  1968.  Contact  Amer-  ; 
ican  College  of  Chest  Physicians,  112 
E.  Chestnut  Street.  Chicago.  Illinois 
60611. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 
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Deaths 

Q Indicates  membership  in  the  Pennsylvania 

Medical  Society  at  time  of  death. 

O John  P.  Ferri,  Yeadon;  Jefferson 
Medical  College,  1957;  age  45;  died 
September  1,  1967.  Dr.  Ferri  was  on 
the  staff  of  Fitzgerald  Mercy  Hospital 
and  the  Delaware  County  Memorial 
Hospital  and  medical  director  of  Fair 
Acres  Farm,  Lima.  Survivors  include 
his  wife,  two  sons,  a daughter,  his 
father  and  three  sisters. 

J.  Elmer  Croop,  Waterford;  Jef- 
ferson Medical  College,  1911;  age 
80;  died  September  6,  1967.  During 
World  War  I Dr.  Croop  was  attached 
to  the  British  Army  and  received  the 
Military  Cross  from  King  George  VI 
in  1919.  We  have  received  no  in- 
formation regarding  survivors. 

O Joseph  A.  Balm,  Chester;  Hahne- 
mann Medical  College,  1936;  age  57; 
died  September  14,  1967.  Dr.  Balin 
was  a fellow  of  the  International 
Academy  of  Proctology.  He  is  sur- 
vived by  his  wife  and  two  brothers. 

William  L.  Brohm,  Punxsutawney; 
University  of  Louisville  School  of 
Medicine,  1926;  age  65;  died  Sep- 
tember 30.  1967.  Dr.  Brohm  was  a 
member  of  the  American  Board  of 
Abdominal  Surgery  and  a Fellow  of 
the  International  College  of  Surgeons. 
He  was  president-elect  of  the  Inter- 
national Academy  of  Proctology  at 
the  time  of  his  death.  Survivors  in- 
clude his  wife,  a daughter,  a son,  his 
mother,  a brother  and  a sister. 

O Harry  S.  Midgley,  Pittsburgh; 
Jefferson  Medical  College,  1902;  age 
87;  died  October  2,  1967.  Dr.  Midg- 
ley was  chief  of  staff  of  McKees- 
port Hospital  and  on  the  staff  of  Mercy 
Hospital.  He  is  survived  by  his  wife, 
a daughter,  a son  and  seven  grand- 
children. 

O P.  Ray  Meikrantz,  Pottsville; 
University  of  Pennsylvania  School  of 
Medicine,  1913;  age  77;  died  Sep- 
tember 27,  1967.  Dr.  Meikrantz  was 
on  the  staffs  of  Good  Samaritan  and 
Pottsville  Hospitals  and  a recipient  of 
the  PMS  Fifty-year  Award  for  his 
many  years  of  service  in  the  medical 
profession. 

Joseph  W.  Messey,  Philadelphia; 
Hahnemann  Medical  College,  1933; 
age  67;  died  October  6,  1967.  Dr. 
Messey  served  as  associate  professor 
of  pharmacology  at  Hahnemann.  Sur- 
viving are  his  wife,  a daughter,  four 


brothers,  three  sisters  and  three  grand- 
children. 

William  H.  Perkins,  Philadelphia; 
Jefferson  Medical  College,  1917;  age 
73;  died  October  22,  1967.  Dr.  Per- 
kins was  emeritus  professor  of  pre- 
ventive medicine  at  Jefferson,  a Fel- 
low of  the  American  College  of  Phy- 
sicians, the  College  of  Physicians  of 
Philadelphia,  and  a member  of  the 
American  Society  for  Tropical  Medi- 
cine. He  was  dean  of  Jefferson  dur- 
ing the  critical  war  years.  Survivors 
include  his  wife,  two  daughters  and 
ten  grandchildren. 

O Raymond  Shettel,  Allentown; 
Hahnemann  Medical  College,  1938; 
age  54;  died  October  5,  1967.  Dr. 
Shettel  was  president  of  the  Homeo- 
pathic Medical  Society  of  Pennsyl- 
vania, a member  of  the  American 
Psychiatric  Association,  the  Pennsyl- 
vania Psychiatric  Association  and  the 
Lehigh  Valley  Neuro-Psychiatric  As- 
sociation. He  is  survived  by  his  wife, 
a daughter  and  two  sisters. 

John  J.  Schmidt,  Abington;  Hahne- 
mann Medical  College,  1956;  age  39; 
died  September  24,  1967.  Dr.  Schmidt 
was  associated  with  the  pathology  de- 
partment of  Bryn  Mawr  Hospital. 
Surviving  are  a son,  two  daughters, 
his  mother,  a brother  and  a sister. 

O Lloyd  D.  Rugh,  Tarentum;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1939;  age  51;  died  September 
27,  1967.  Dr.  Rugh  was  on  the  staff 
of  Allegheny  Valley  Hospital  and  a 
Fellow  of  the  American  College  of 
Surgeons.  Surviving  are  his  wife,  three 
sons,  three  daughters,  a brother  and 
a sister. 

William  J.  McGovern,  M.I).,  Ocala, 
Fla.;  University  of  Maryland  School 
of  Medicine,  1932;  age  62;  died 
August  16,  1967.  Dr.  McGovern,  a 
former  Pittsburgh  resident,  was  on  the 
staff  of  Monroe  Memorial  Hospital 
in  Ocala.  He  is  survived  by  his  wife 
and  a son. 

O Harry  L.  Masters,  White  Mills; 
University  of  Pennsylvania  School  of 
Medicine,  1919;  age  78;  died  October 
13,  1967.  Dr.  Masters  served  on  the 
Board  of  Directors  and  Board  of 
Censors  of  the  Wayne-Pike  County 
Medical  Society.  Surviving  are  four 
sons  and  a daughter. 

Curtis  F.  Henning,  Drexel  Hill; 
Jefferson  Medical  College,  1938;  age 
55;  died  September  26,  1967.  Dr. 
Henning  was  on  the  staff  of  Fitzgerald 
Mercy  Hospital,  Upper  Darby.  He 
is  survived  by  his  wife,  two  sons,  a 
sister  and  two  grandchildren. 


Buy  Bonds 
where  you  work. 

She  does. 


Dorothy  Jungerman  works  in  Long 
Binh,  Republic  of  South  Vietnam.  As 
a nurse  with  the  U.  S.  Army,  she  serves 
her  country’s  soldiers  — and  also 
Vietnamese  civilians  like  young 
Ngoc.  Dorothy  invests  regularly  in 
U.  S.  Savings  Bonds,  too  (as  do  more 
than  seven  out  of  ten  of  our  military 
personnel  in  Vietnam).  There’s  a 
good  way  for  you  to  show  brave 
Americans  like  Dorothy  you’re  with 
them:  Buy  Savings  Bonds  where  you 
bank  or  join  the  Payroll  Savings  Plan 
where  you  work. 

New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Sav- 
ings Plan  or  the  Bond-a-Month  Plan, 
you  are  eligible  to  purchase  new  U.  S. 
Savings  Notes,  "Freedom  Shares,"  as 
a bonus  opportunity.  Freedom  Shares 
pay  4.74%  when  held  to  maturity  of 
just  four-and-a-half  years  (redeem- 
able after  one  year) , and  are  available 
on  a one-for-one  basis  with  Savings 
Bonds.  Get  the  facts  where  you  work 
or  bank. 

Join  up.  America  needs  your  help. 


U.S.  Savings  Bonds, 
new  Freedom  Shares 
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Philadelphia  General  Has  New 
Psychiatric  Programs  Structure 

Psychiatric  patient  treatment  programs  and  training  of 
psychiatric  residents  and  interns  at  Philadelphia  General 
Hospital  will  be  the  responsibility  of  Hahnemann  Hospital. 
Jefferson  Hospital  and  the  University  of  Pennsylvania  Hos- 
pital under  the  1967  medical  schools  contracts,  as  an- 
nounced by  Norman  R.  Ingraham.  M.D.,  secretary  of  the 
Board  of  Trustees  of  P.G.H. 

“Each  service  will  receive  patients  for  in-patient  treat- 
ment from  their  respective  catchment  areas  as  well  as 
other  areas  within  the  city,”  said  Dr.  Ingraham. 

Under  the  new  organizational  structure,  Stanford 
Bazilian,  M.D..  remains  as  Administrator  of  the  Psychi- 
atric Department  at  P.G.H.  A graduate  of  the  University 
of  Pennsylvania  School  of  Medicine,  he  served  as  chief  of 
the  Army  Mental  Hygiene  Clinic  at  Ft.  Hood,  Texas  for 
two  years. 

Three  new  chiefs  of  psychiatry  have  been  named  for 
the  services  at  P.G.H.:  John  Mock,  M.D.,  Jefferson  Ser- 
vice, who  was  formerly  Director  of  Out-Patient  Psychiatric 
Services  at  the  hospital:  Harold  Dillon,  M.D.,  University 
of  Pennsylvania  Service,  who  is  currently  assistant  profes- 
sor of  clinical  psychiatry.  University  of  Pennsylvania 
School  of  Medicine,  and  Morris  J.  Goldman,  M.D.. 
Hahnemann  Service,  who  is  an  assistant  professor  of  clini- 
cal psychiatry,  Hahnemann  Medical  College  and  director 
of  psychiatric  in-patient  services  at  Hahnemann  Mental 
Health  Center. 


m 

Write 

Booklets:  Lead  Poisoning  in  Children,  single  copies  avail- 
able from  the  U.S.  Government  Printing  Office,  Washing- 
ton. D.  C.  20402  at  $.15  per  copy.  . . . Project  Head 
Start,  Health  Services:  A Guide  for  Project  Directors 

and  Health  Personnel,  available  at  no  charge  from  Proj- 
ect Head  Start,  Office  of  Economic  Opportunity.  1 200 
19th  Street,  Northwest,  Washington,  D.  C.  20506.  . . . 
'heating  Cancer.  PHS  Publication  No.  690,  available  with- 
out charge  from  the  Public  Health  Service,  Washington. 
D.  C.  20201;  may  be  bought  in  quantity  from  the  U.  S. 
Government  Printing  Office.  Washington.  D.  C.  20402  at 
$.20  per  copy.  . . . Uses  of  Wine  in  Medical  Practice. 
sent  gratis  to  members  of  the  medical  profession  from  the 
Wine  Advisory  Board,  717  Market  Street,  San  Francisco. 
California  94103.  . . . Establishing  a Volunteer  Depart- 
ment in  a Rehabilitation  Center,  $2.50  per  copy  from  the 
Publication  Office,  Institute  of  Rehabilitation  Medicine. 
400  E.  34th  Street,  New  York.  N.Y.  10016;  checks  should 
be  made  payable  to  New  York  University  Medical  Cen- 
ter. . . . Selected  Mental  Health  Films,  1967  PHS  film 
catalog,  $.75  from  the  U.S.  Government  Printing  Office. 
Washington,  D.  C.  20402. 

Pamphlets:  Immunization  for  All,  available  for  $.25  from 
the  Public  Affairs  Committee.  381  Park  Avenue  South. 
New  York,  N.Y.  10016.  . . . National  Institute  of  Mental 
Health  Support  Programs,  single  free  copies  of  the  guide 
are  available  from  the  NIMH.  5454  Wisconsin  Avenue. 
Chevy  Chase,  Maryland  20203. 
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Meetings 


JANUARY 

American  College  of  Surgeons  Sectional  Meeting,  January 
15-17,  1968,  Vancouver,  British  Columbia. 

Society  for  Cyro-Ophthalmology,  January  14-18,  1968, 
Statler  Hilton  Plaza  Hotel,  Miami  Beach,  Florida. 
Contact  John  Bellows,  M.D.,  30  North  Michigan 
Avenue,  Chicago,  Illinois  60602. 

American  Rheumatism  Association,  13th  Interim  Scientific 
Session,  January  19-20,  1968,  Sheraton-Belvedere  Ho- 
tel, Baltimore,  Maryland.  Contact  Miss  Margaret  M. 
Walsh,  1212  Avenue  of  the  Americas,  New  York,  N.Y. 

Phlebology  Society  of  America  Annual  Meeting,  January 
12-14,  1968,  Las  Vegas,  Nevada.  Contact  W.  R.  Bal- 
ash,  M.D.,  1623  Union  Avenue,  Natrona  Heights, 
Pennsylvania  15065. 

FEBRUARY 

American  College  of  Surgeons  Annual  Four-day  Sectional 
Meeting  for  Doctors  and  Graduate  Nurses,  February 
19-22,  1968,  Dallas,  Texas. 

Twentieth  Annual  Clinical  Conference  of  the  Wills  Eye 
Hospital,  February  8-10,  1968,  Bellevue  Stratford 
Hotel,  Philadelphia,  Pennsylvania. 

American  College  of  Physicians  (Ohio,  Western  Pennsyl- 
vania, West  Virginia  Regional),  February  23-24,  1968, 
Cincinnati,  Ohio. 

Temple  Announces  New  Program 
in  Health  Education  Research 

A new  program  to  conduct  research  in  health  science 
education  and  to  integrate  and  coordinate  existing  educa- 
tional programs  is  being  started  at  Temple  University 
Health  Sciences  Center. 

Aim  of  the  program,  said  L.  E.  Burney,  M.D.,  vice 
president  for  health  sciences,  is  to  produce  an  even  better 
physician  and  allied  health  worker  than  is  produced  by 
current  methods  of  education. 

The  project  will  he  conducted  by  the  newly  created 
Center  for  Health  Education  Studies  whose  director  will 
be  Daniel  S.  Fleisher,  M.D..  a pediatrician  who  also  has 
a master’s  degree  in  education. 

The  new  program  is  prompted  by  the  knowledge  that 
today's  physicians  find  it  extremely  difficult  to  stay  abreast 
of  the  exciting  advances  occurring  in  medicine. 

“We  want  to  develop  an  individual  who,  of  his  own 
accord,  will  give  real  meaning  to  the  word  commence- 
ment and  will  view  his  graduation  as  the  starting  point 
of  a lifetime  of  learning,"  Dr.  Fleisher  said. 

Wherever  possible,  he  said,  the  education  of  the  health 
professional  should  be  based  on  factual  data  rather  than 
on  individual  opinion. 

In  line  with  this,  Temple's  School  of  Medicine  will 
begin  next  year  to  change  its  curriculum — a process  that 
will  involve  several  years.  Curricula  changes  now  are  in 
the  planning  stages  for  the  School  of  Dentistry. 
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removes  the  mental  blur 


that  clouds  vision 


S01F0I0N 

© 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Construed ve  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  ( yellow , uncoated  tablets  “P") 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Washington 

Report 


AMA  Calls  for  Definition  of  "Public  Health  Services' 


The  AMA  urged  that  Congress  pre- 
cisely define  “public  health  services” 
to  prevent  the  so-called  “Partnership 
in  Health”  legislation  from  being  used 
as  authority  for  unlimited  expansion 
of  government  medicine. 

In  a letter  to  Chairman  Lister  Hill 
(D.-Ala.)  of  the  Senate  Committee  on 
Labor  and  Public  Welfare,  F.  J.  L. 
Blasingame,  M.D.,  executive  vice  presi- 
dent of  the  AMA,  said: 

“We  are  especially  concerned  with 
a lack  of  definition  with  respect  to 
comprehensive  public  health  services. 
Neither  ‘comprehensive’  nor  ‘public 
health  services’  is  defined  in  the  law 
or  the  bill.  While  we  recognize  there 
is  supportable  advantage  in  removing 
strict  categorization  of  grant  funds,  we 
are  concerned  that  the  categorical 
identification  having  been  removed. 


there  will  no  longer  be  any  limitation 
on  the  health  care  which  may  be  pro- 
vided. Indeed,  from  testimony  on  this 
legislation  by  government  officials,  it 
would  appear  that  our  concern  is  justi- 
fied. It  is  the  intent  that  the  Congress 
is  authorizing  a program  of  individual 
treatment  for  unidentified  patients  for 
unspecified  conditions  for  unlimited 
services.  It  is  clear  that  the  lack  of 
definition  of  ‘public  health  services’  is, 
in  effect,  an  invitation  from  Congress 
to  unlimited  expansion  of  ‘public 
health’  beyond  its  traditional  role  in 
the  community. 

“The  AMA  has  supported,  and  con- 
tinues to  support  the  furnishing  of 
public  health  services.  We  have  also 
supported  flexibility  of  operation  with- 
in the  state  and  local  health  depart- 
ments as  an  effective  tool  for  com- 


munity health.  We  feel,  however,  that 
the  distinction  between  the  public  and 
private  health  sectors  should  be  deline- 
ated ...  in  more  positive  terms  than 
the  mere  prohibition  against  interfer- 
ence with  the  existing  patterns  of  pri- 
vate professional  practice.  . . . Ac- 
cordingly, the  Association  finds  itself 
unable  to  support  this  portion  of  the 
legislation  providing  for  an  undefined 
program  of  comprehensive  public 
health  services.” 

The  AMA  also  opposed  a provision 
for  federal  licensure  of  clinical  labora- 
tories on  the  ground  that  licensing  of 
such  facilities  traditionally  has  been  a 
state  matter. 

“We  believe  that  federal  licensure 
of  these  facilities  would  establish  an 
undesirable  precedent,”  Dr.  Blasin- 
game said. 


Pennsylvania 

Generic'  Resolution  Sent  to  Congress 


In  October,  John  H.  Harris,  Sr., 
M.D.,  President  of  PMS,  forwarded 
to  key  members  of  Congress  the  So- 
ciety’s House  of  Delegates-passed 
Resolution  on  Generic  Prescribing. 
In  his  covering  letter  to  members 
of  the  Pennsylvania  Delegation  in 
the  House  and  Senate,  members  of 
the  House  Ways  and  Means  Com- 
mittee, the  Finance  Committee  of 
the  United  States  Senate,  as  well  as 
the  Subcommittee  on  Monopoly  in 
the  Senate,  Dr.  Harris  said  “The 
House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society,  meeting  in  their 
118th  official  session  in  Philadelphia, 
expressed  concern  that  there  may  be  a 
lack  of  understanding  on  the  part  of 
Congress  and  the  public  in  the  matter 
of  generic  prescribing  of  drugs.  To 
this  point,  the  House  adopted  the  at- 
tached resolution  and  requested  me  to 
forward  it  to  you.” 

Text  of  the  Resolution  is  as  follows  : 
Whereas,  The  generic  or  non- 
proprietary  name  of  a drug  refers  to 
the  active  chemical  ingredient  of  the 
drug  and  not  the  finished  product 
which  is  supplied  to  the  patient,  and 
Whereas,  In  order  that  it  may  be 
dispensed,  the  trade  name  manufac- 


turer, by  way  of  a specific  formula- 
tion, processes  the  drug  to  its  final 
form,  and 

Whereas,  A manufacturer’s  prep- 
aration of  a tablet  form  of  a drug 
may  contain  many  variables  such  as 
the  crystalline  size,  the  nature  of  the 
excipients,  the  color-agents  and 
flavors,  the  tableting  pressures,  coat- 
ing films  and  the  orientation  within 
the  tablet,  and 

Whereas,  The  same  generic  chemi- 
cal classification  of  a compound  may 
emerge  in  any  one  of  several  forms, 
it  becomes  apparent  that  a generic- 
named  drug  supplied  by  one  manu- 
facturer may  differ  to  a significant 
degree  from  the  same  generic-named 
drug  supplied  by  another,  and 

Whereas,  If  the  physician  is  com- 
pelled to  prescribe  by  generic  name, 
he  would  have  no  control  as  to  which 
drug  is  used  by  the  pharmacist  in  fill- 
ing the  prescription,  and 

Whereas,  The  coating,  the  disinte- 
gration time,  the  solubility,  the  choice 
of  vehicle  or  base,  and  other  factors 
may  be  extremely  important  to  the 
physician  who  selects  a drug  for  spe- 
cific reaction  in  his  patient,  and 


Whereas,  The  myth  of  “generic 
equivalence"  was  exploded  long  ago 
and  there  is  as  much  difference  be- 
tween drugs  with  the  same  generic 
name  as  there  is  between  people  with 
the  same  family  name,  and  in  the 
market  place  there  are  high  quality 
products  and  low  quality  products  and 
many  grades  in  between,  and 

Whereas,  Medical,  pharmaceutical, 
and  other  scientific  annals,  extending 
back  more  than  twenty  years,  contain 
many  convincing  reports  of  investiga- 
tions which  persistently  support  the 
contention  that  generic  identity  does 
not  necessarily  assure  equal  thera- 
peutic effectiveness,  and 

Whereas,  Successive  refills  of  the 
same  prescription  with  products  of 
different  manufacturers  could  lead  to 
variations  in  therapeutic  response 
which  may  mislead  the  doctor  and 
not  be  in  the  best  interest  of  the 
patient,  and 

Whereas,  Patients  may  attempt  to 
hold  physicians  responsible  for  reac- 
tions to  drugs  which  were  substituted 
for  the  original  prescribed  drugs,  now 
therefore  be  it 

Resolved,  That  the  treating  physi- 
cian should  have  the  choice  (in  all 

(Continued  on  page  35.) 


30 


PENNSYLVANIA  MEDICINE 


after 

SHIFTY 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B(,  (Pyridoxine  HCI)  2 mg 

Vitamin  B ij  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6—3613 


When  the 


agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his  \ 
outbursts.! 


for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 
25  mg.  t.i.d.  A 


SAN  DOZ 


meal  a nightmare 


^ His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


His  slovenly  room 
and  habits  create 
more  tension. 


His  disturbances  at 
the  table  make  every 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 


Mellaril" 

(thioridazine) 
25  mg.  t.i.d. 


SAN  DOZ 


lruidJiane 


or 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


is 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


private  paid,  insurance  paid  and 
government  paid  programs)  of  decid- 
ing whether  or  not  to  prescribe  generi- 
cally  or  by  brand  name,  and  be  it 
further 

Resolved,  That  the  Pennsylvania 
Medical  Society  adopt  this  stand  of 
freedom  of  choice  to  be  able  to  best 
serve  its  patients,  and  be  it  further 

Resolved,  That  copies  of  this  Reso- 
lution be  sent  to  the  Pennsylvania 
Delegation  in  the  House  of  Represen- 
tatives and  Senate  of  the  United  States, 
members  of  the  Ways  and  Means 
Committee  of  the  United  States  House 
of  Representatives  and  to  the  mem- 
bers of  the  Finance  Committee  of  the 
United  States  Senate. 

Implied  Consent  to 
Intoxication  Test' 

Measure  Released 

The  House  Committee  on  Judiciary 
released  H-197,  the  measure  to  pro- 
vide that  operation  of  a motor  vehicle 
or  tractor  in  this  Commonwealth  shall 
constitute  implied  consent  to  chemical 
tests  to  determine  intoxication,  and 
authorize  the  suspension  of  operators' 
licenses  of  persons  refusing  to  submit 
to  chemical  tests.  In  addition,  the 
measure  changes  the  percentage  of 
alcohol  in  the  blood  which  “may  give 
rise  to  presumptions  relating  to  in- 
toxication,” and  further  provides  for 
chemical  analysis  of  the  blood  in  those 
cases.  The  reduction  of  the  level  of 
blood  alcohol  from  0.15%  to  0.10%, 
as  the  allowable  level  for  the  presump- 
tion of  being  under  the  influence,  is  a 
change  long  recommended  by  the 
State  Society. 

County  Boards  of 
Health  Bill  Moving 

The  measure  to  create  boards  of 
health  in  counties  of  the  third  class 
was  reported  from  the  Committee  on 
Counties  with  amendments  offered  by 
the  Pennsylvania  Medical  Society. 
The  amendments  would  have  the  fol- 
lowing effects:  (1)  Prohibit  the 

county  commissioners  themselves 
from  sitting  as  a board  of  health  in 
case  they  didn’t  appoint  one  accord- 
ing to  the  “letter  of  the  law” — (2) 
Have  the  jurisdiction  of  the  county 
health  board  extend  to  all  parts  of  the 
county.  Language  placed  in  the  bill 
in  the  Senate  would  have  exempted 


cities,  boroughs  and  townships  which 
had  existing  boards  of  health — (3) 
Require  the  county  commissioners  to 
appoint  at  least  two  physicians  to  the 
board — (4)  Require  that  the  “recruit- 
ing, selection,  tenure,  removal,  and 
working  conditions  of  all  personnel 
employed  by  the  board  shall  conform 
to  standards  of  personnel  administra- 
tion formulated  by  the  State  Depart- 
ment of  Health.”  The  chief  health 
officer’s  credentials  would  have  to  re- 
ceive approval  of  the  State  Secretary 
of  Health — (5)  Eliminate  from  the 
language  of  the  act  the  provision  that 
the  county  commissioners  could  retain 
an  existing  corporation  to  perform  as 
the  health  agency — (6)  Eliminate  the 
provision  that  the  county  commis- 
sioners themselves  would  be  eligible 
for  membership  of  the  board — -(7) 
Remove  the  clause  stating  that  no 
compensation  shall  be  paid  to  mem- 
bers who  serve  on  the  board.  The 
measure  incorporating  the  above 
amendments  is  on  the  House  first- 
reading  calendar  where  it  may  be 
taken  up  upon  their  return. 


Laboratory  Licensing 
Amendment  Introduced 

This  week  saw  the  introduction  of 
H-1946,  the  measure  to  amend  the 
“Analytical,  Biochemical,  Biological 
Laboratory  Act”  to  have  it  apply  to 
all  “clinical”  laboratories.  The  bill 
would  require  licensing  of  laboratories 
instead  of  having  permits  obtained 
from  the  Department  of  Health.  The 
measure  would  require  that  clinical 
laboratories  be  under  the  direct  and 
personal  supervision  of  qualified  per- 
sons, that  is,  “doctors  of  medicine" 
and  others,  which  previously  had  not 
been  included  in  the  old  law.  Elimi- 
nated from  the  law  would  be  the  pro- 
vision that  any  individual  having  a 
minimum  of  ten  years  of  experience 
in  a laboratory  could  act  as  a super- 
visor. The  measure  also  adds  a $200 
annual  license  fee.  Also  eliminated 
from  the  “exemption  section”  of  the 
old  law  would  be  laboratories  operated 
by  “a  physician  licensed  to  practice 
in  this  Commonwealth,  provided  such 
laboratory  is  operated  solely  in  con- 
nection with  the  diagnosis  and  treat- 
ment of  his  own  patients" — and  “to 
laboratories  maintained  and  operated 
in  hospitals.”  A new  section  (13.1) 
entitled  “Unlawful  Conduct”  is  added, 
as  follows:  “It  shall  be  unlawful  for 
any  person  to  solicit,  receive,  accept, 
deliver,  or  transmit,  by  mail  or  other- 


wise, material  originating  from  the 
human  body  on  behalf  of  any  person 
operating  a laboratory  not  in  posses- 
sion of  a license  under  this  act,  regard- 
less of  whether  such  laboratory  is 
located  in  this  Commonwealth.  The 
provisions  of  this  section  shall  not 
apply  to  transactions  with  any  person 
in  possession  of  a valid  license  or  per- 
mit from  another  state  to  operate  a 
laboratory  within  that  state,  if  such 
state  grants  persons  operating  labora- 
tories within  this  Commonwealth,  in 
conformity  with  the  provisions  of  this 
act,  like  privileges,  and  so  long  as 
the  standards  of  such  other  states  are 
at  least  equal  to  those  in  effect  in 
Pennsylvania.  Nor  shall  this  section 
apply  to  transactions  with  laboratories 
operated  in  this  state  which  are  exempt 
from  the  license  requirements  of  this 
act.”  A special  committee  of  the  State 
Medical  Society  previously  agreed  on 
many  of  the  provisions  in  the  bill. 
However,  they  did  not  agree  to  having 
included  laboratories  operated  by  in- 
dividual physicians  for  their  own  pa- 
tients. The  Society  will  offer  amend- 
ments to  continue  the  exclusion  of 
physicians’  own  laboratories. 


WERE 

SPECIALISTS 
IN  FITTING 
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Orthopedic  Fitting  and 
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Philadelphia  Community  Health  Week 


The  first  Community  Health  Week 
in  Philadelphia,  sponsored  by  the  Phil- 
adelphia County  Medical  Society,  en- 
joyed a high  degree  of  success  through- 
out the  week  of  October  15th.  Seven- 
teen thousand  health  screening  tests 
were  administered  and  400,000  pieces 
of  literature  were  distributed. 

The  varied  health  program  for  the 
week  demonstrated  a display  of  co- 
operative effort  by  the  “Health  Team" 
of  Philadelphia:  physicians,  nurses, 

hospital  officials,  pharmacists,  dentists, 
medical  school  officials,  and  voluntary 
agencies  who  combined  capabilities, 
strength  and  resources  to  promote 
health  education  as  a means  to  better 
medical  care. 

In  Philadelphia,  the  “Health  Team"' 
developed  a Community  Health  Week 
into  a city-wide  demonstration  of  the 


many  faces  of  health  education.  Free 
health  screening  tests  were  emphasized 
so  that  citizens  could  learn  to  take 
health  precautions.  Immunizations 
were  made  available  to  remind  people 
that  measles,  polio,  smallpox  and  other 
afflictions  will  be  prevented  as  long 
as  the  proper  protective  measures  are 
taken. 

Hospitals  offered  tours  to  those  who 
wanted  to  know  more  about  worth- 
while careers  in  health.  Tours,  with 
and  without  lobby  displays  and  dis- 
tribution of  literature,  were  conducted 
at  Misericordia  Hospital.  Children's 
Heart  Hospital.  Pennsylvania  Hospital, 
Philadelphia  Association  for  Retarded 
Children.  Inc.,  Hahnemann  Medical 
College,  School  of  Nursing  and 
School  of  Medical  Technology,  Lan- 
kenau  Hospital  and  Metropolitan  Hos- 


pital. 

Medical  schools  opened  their  doors 
for  visiting  groups.  Some  of  the  avail- 
able tests  included  glaucoma  and  vis- 
ual acuity,  x-ray,  Pap  smears,  dental 
exams,  blood  plasma  tests  and  screen- 
ing tests  for  diabetes,  anemia,  hearing 
and  blood  pressure.  Special  educa- 
tional programs  were  included  at  sev- 
eral locations  during  the  week-long 
celebration. 

In  addition  to  sponsorship  of  the 
Health  Week  by  PCMS,  co-sponsors 
included:  Delaware  Valley  Hospital 

Council,  Foundation  for  Community 
Health,  Philadelphia  County  Dental 
Society.  Philadelphia  Department  of 
Public  Health,  Philadelphia  Pharmacy 
Health  Council,  United  Health  Ser- 
vices— supported  by  United  Fund 
Torch  Drive. 


Ready  for  Health-O-Rama. — Miss 
Torch  of  the  1968  United  Fund  Torch 
Drive,  Miss  Heddy  Jethon,  prepares 
to  drive  the  last  stake  for  the  tent  of 
the  Health-O-Rama  with  three  physi- 
cians lending  hands. 

Edmund  L.  House l,  M.D.,  Chair- 
man of  the  Health-O-Rama,  kneels 
and  checks  the  rope.  Millard  N.  Croll, 
M.D.  (left),  Chairman  of  the  Week, 
and  John  V.  Blady,  M.D.,  President 
of  the  Philadelphia  County  Medical 
Society,  stand  by  to  help. 


Mayor's  Proclamation. — Lewis  D. 
Polk,  M.D.  (left),  Deputy  Health  Com- 
missioner for  Philadelphia’s  Depart- 
ment of  Health,  issues  Mayor  James 
H.  3 . Tate’s  Proclamation  of  Commu- 
nity Health  Week,  Oct.  15-21,  1967. 

Receiving  the  Proclamation  (left  to 
right)  are  John  V . Blady,  M.D.,  Presi- 
dent of  the  Philadelphia  County  Medi- 
cal Society,  Millard  N.  Croll,  M.D.. 
Chairman  of  the  Week,  and  Miss  Bev- 
erly Barton,  President  of  the  Student 
Nurse  Association  of  the  Hospital  of 
the  University  of  Pennsylvania. 


Weighing  in. — During  opening  cere-  j 
monies  at  the  Health-O-Rama,  Jeffrey 
Reisman  (center)  tries  out  the  weight 
scales  with  the  help  of  John  V.  Blady.  \ 
M.D.,  President  of  the  Philadelphia 
County  Medical  Society,  and  Miss 
Linda  Peoples,  one  of  the  Court  for 
Miss  Torch  for  the  1968  United  Fund 
Drive. 

A leading  feature  of  Philadelphia's 
Community  Health  Week,  the  Health- 
O-Rama  was  supported  by  the  United 
Health  Services  of  the  United  Fund. 
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Highly  Successful 


Review  Panel. — A distinguished  pane I prepares  for  a 
"Review  of  Health ” for  Philadelphia’s  part  of  the  opening 
luncheon  October  16.  ( left  to  right)  Samuel  X.  Radbill, 
M.D..  Vice  President,  Medical  Society;  Lewis  D.  Polk, 
M.D.,  deputy  health  commissioner,  Philadelphia  Depart- 
ment of  Health;  Marie  E.  C.  Frey,  M.D.,  director,  division 
of  medical  services,  School  District  of  Philadelphia;  Mil- 
lard N . Croll,  M.D.,  chairman,  Community  Health  Week; 
Helen  C.  Conway,  executive  director,  Southeastern  Penn- 
sylvania League  for  Nursing;  L.  E.  Burney,  M.D.,  vice 
president  for  health  sciences,  Temple  University,  and  presi- 
dent, United  Health  Services;  Daniel  E.  Gay,  executive 
vice  president,  Delaware  Valiev  Hospital  Council. 


to  the  Philadelphia  County  Medical  Society  begin  the  pack- 
ing of  more  than  400,000  pieces  of  literature  which  were 
distributed  during  the  Society’s  Community  Health  Week, 
Oct.  15-21. 

Auxiliary  President  Mrs.  J.  Stauffer  Lehman  (right)  di- 
rects the  activity  with  the  help  of  ( left  to  right)  Mrs.  John 
Burkhardt,  Jr.,  Mrs.  Carl  C.  Fischer,  and  Mrs.  Donald 
F.  Lyle. 

A special  program  of  more  than  100  activities  for  the 
Week,  health  tips  on  measles  and  other  immunizations, 
and  advice  on  selecting  a physician  were  included  in 
bundles  which  members  of  the  Woman's  Auxiliary  de- 
livered to  Philadelphia's  hospitals  and  which  were  sent  to 
800  pharmacists  throughout  the  city. 


EDUCATION 


ADVANCED  ANNOUNCEMENT 
POSTGRADUATE  COURSES 
HEMATOLOGY 

January  10,  1968  to  March  13,  1968 

ADVANCED 

ELECTROCARDIOGRAPHY 

February  21,  1968  to  April  24,  1968 

DIAGNOSIS  AND  THERAPY  OF 
CHRONIC  KIDNEY  DISEASE 

One  Day  Session 
February  28,  1968 

DIAGNOSIS  AND  MANAGEMENT 
OF  CHRONIC  LUNG  DISEASE 

March  6,  1968  to  April  24,  1968 
ENROLL  NOW: 

For  information  and  application.  Write  to: 

ALBERT  EINSTEIN  MEDICAL  CENTER 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
York  and  Tabor  Roads 
Philadelphia,  Penna.  19141 


EDUCATION 


ALBERT  EINSTEIN 
MEDICAL  CENTER 

ANNOUNCES  A POSTGRADUATE  COURSE  IN 

HEMATOLOGY 

IRVING  WOLDOW,  M.D. 

Director 

AT  ITS 

NORTHERN  DIVISION 

ON 

WEDNESDAY  AFTERNOONS 

From  1 to  4 p.m. 

January  10,  1968  Through  March  13,  1968 

This  course  in  Hematology  will  aim  to  present  a systematic 
approach  to  the  diagnosis  and  treatment  of  hematologic  disorders. 
Actual  case  records  will  serve  as  the  basis  of  demonstrating 
diagnostic  “work-ups”,  the  natural  course  of  these  diseases  and 
response  to  treatment.  The  anemias,  hemorrhagic  disorders, 
polycythemia  and  the  myeloproliferative  disorders,  leukemia  and 
lymphomata  will  be  covered.  The  material  for  study  will  include, 
in  addition  to  the  case  histories,  kodachrome  slides  of  appropriate 
peripheral  smears  and  bone  marrows  as  well  as  actual  glass  slides 
of  peripheral  blood  smears  and  bone  marrows.  All  of  these  will 
be  issued  at  the  beginning  of  the  course  and  most  of  this  material 
will  be  kept  by  the  student  for  his  permanent  file. 

Emphasis  will  be  on  practical  clinical  problems.  Each  session 
will  be  divided  into  two  parts.  First,  the  clinical  case  material 
will  be  discussed  and  analyzed.  Next  a formal  lecture  will  cover 
the  current  concepts  of  the  particular  subject  being  presented. 
This  course  is  acceptable  for  Credit  by  The  American  Academy 
of  General  Practice. 

For  brochure  and  application  form,  write  to 
ALBERT  EINSTEIN  MEDICAL  CENTER 
DEPARTMENT  OF  POSTGRADUATE  MEDICAL  EDUCATION 
York  and  Tabor  Roads 
Philadelphia,  Penna.  19141 
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September  Board  Meeting  Highlights 


The  following  are  significant  ac- 
tions taken  by  the  Board  of  Trustees 
and  Councilors  of  the  Pennsylvania 
Medical  Society  at  its  meetings  held 
September  26  and  September  29, 
1967: 

• Approved  a recommendation 
that  1.33  percent,  or  $1.00  in  the  case 
of  full-dues  paying  members,  be  al- 
located to  the  Medical  Defense  Fund 
in  1968. 

• Approved  a recommendation 
that  1.33  percent,  or  $1.00  in  the  case 
of  full-dues  paying  members,  of  the 
1968  dues  be  allocated  to  the  Medi- 
cal Benevolence  Fund. 

• Approved  tentatively  the  1968 
budget  which  provides  for  an  esti- 
mated income  of  $857,569  and  ex- 
penses of  $855,286. 

• Approved  the  recommendation 
of  the  Finance  Committee  that  the 
1968  annual  assessment  for  the  full- 
dues  paying  members  of  the  Society 
be  $75. 

• Approved  the  Finance  Commit- 
tee’s recommendation  that  10.667  per- 
cent of  the  annual  assessment  be  al- 
located to  the  Educational  Fund  of 
the  Educational  and  Scientific  Trust. 

• Rescinded  the  previous  action 
to  retain  all  of  the  AMA  dues  rebate 
in  favor  of  continuing  the  AMA  dues 
rebate  to  the  county  medical  societies 
in  1967  at  the  previously-established 
figure  per  member. 

• Directed  the  Advisory  Commit- 
tee to  the  Executive  Director  and 
representatives  of  the  Council  on 
Public  Service  to  meet  with  represen- 
tatives of  the  Educational  and  Scien- 
tific Trust  to  determine,  with  the  ad- 
vice of  Legal  Counsel,  various  pro- 
gram areas  to  be  developed  by  the 
Trust. 

• Reiterated  approval  of  the  con- 
cept of  paying  physicians  serving  on 
review  committees  dealing  with  Part 
B medicare  disputed  claims  at  a mini- 
mum rate  of  $25  per  hour  plus  ex- 
penses incurred  in  connection  with  at- 
tending review  committees. 

• Reaffirmed  the  Society’s  posi- 
tion with  regard  to  the  implementation 
of  Title  XIX  in  Pennsylvania  and  di- 
rected that  this  reaffirmation  be  for- 
warded to  the  Secretary  of  Welfare 
and  to  the  Governor. 
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• Authorized  a program  designed 
to  attract  non-member  physicians  to 
Society  membership. 

• Elected  William  A.  Limberger. 
M.D.  and  Joseph  A.  Walsh,  M.D. 
Chairman  and  Vice  Chairman  of  the 
Board  of  Trustees,  respectively. 

• Appointed  Carl  B.  Lechner, 
M.D.  Medical  Editor  of  Pennsyl- 
vania Medicine. 

• Appointed  Pepper,  Flamilton  and 
Scheetz  the  Society’s  Legal  Counsel 
for  1968. 

• Elected  Lester  H.  Perry  Treas- 
urer for  1968. 

• Appointed  Committee  on  Aid 
to  Education  as  follows:  W.  Benson 
Harer,  M.D.,  William  S.  Brennan, 
M.D..  and  Robert  S.  Sanford,  M.D. 
(Committee  elects  own  Chairman.) 

• Appointed  Flerman  A.  Fischer, 
Jr.,  M.D.,  Park  M.  Horton,  M.D., 
and  William  B.  West,  M.D.  members 
of  the  Committee  on  Medical  Benev- 


olence. Allen  W.  Cowley,  M.D.,  PMS 
Secretary,  serves  by  virtue  of  his  of- 
fice. 

• Reappointed  all  present  mem- 
bers of  the  Committee  on  General 
Practice  for  1968. 

• Approved  the  budget  for  1968. 

• Approved  a resolution  authoriz- 
ing the  Treasurer  to  transfer  10.667 
percent  of  the  1968  annual  assessment 
paid  by  each  active  member  to  the 
Educational  Fund  of  the  Educational 
and  Scientific  Trust. 

• Authorized  the  Treasurer  to 
transfer  1.33  percent  of  the  1968  an- 
nual assessment  paid  by  each  active 
member  to  the  Medical  Benevolence 
Fund  and  to  the  Medical  Defense 
Fund. 

• Authorized  the  Chairman  to  re- 
fer to  the  appropriate  unit  all  House 
of  Delegates  actions  referred  to  the 
Board  of  Trustees.  Referrals  are  to 
take  place  within  one  month  following 
the  session  of  the  House  of  Delegates. 


Health  Award  Presented — The  1967  Occupational  Health  Award  was  presented 
to  Merck  Sharp  & Dohtne.  William  Limberger,  M.D.  (left).  Chairman  of  the 
PMS  Board  of  Trustees  made  the  presentation.  Standing  next  to  Dr.  Limberger 
are  Carniela  F.  de  Rivas,  M.D.,  President  of  the  Montgomery  County  Medical 
Society  and  Wallace  L.  Davidson,  M.D..  Director  of  Medical  Affairs  for  Merck 
Sharp  & Dohme. 
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Testing  for  Glaucoma 

General  practitioners,  urologists,  in- 
ternists and  ophthalmologists  report  a 
rising  case  load  of  patients  since  the 
introduction  of  medicare.  These  four 
fields  of  medicine  are  among  those 
reportedly  now  seeing  the  largest  num- 
bers of  elderly  patients  according  to 
a survey  made  by  the  National  Dis- 
ease and  Therapeutic  Index  on  the 
first  six  months  of  medicare  operation. 

The  increased  incidence  of  patients 
over  sixty-five  provides  an  opportunity 
for  physicians  in  three  of  these  fields 
to  detect  early  glaucoma. 

The  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 
urges  all  physicians  to  seize  every 
opportunity  to  aid  in  glaucoma  detec- 
tion. Testing  assumes  great  impor- 
tance since,  if  found  early,  progress 
of  the  disease  can  usually  be  arrested. 
If  discovered  when  the  patient  begins 
to  notice  its  effects — blurring,  loss  of 
peripheral  vision — it  is  usually  ad- 
vanced and  often  uncontrollable. 

Although  some  of  the  tests  and 
glaucoma  treatment  are  in  the  realm 
of  the  ophthalmologist  because  of 
their  specialized  character,  a simple 
test  can  be  given  by  any  M.D.  who 
has  the  proper  testing  equipment — 
essentially  a tonometer.  The  Academy 
emphasizes  that  medical  knowledge  is 
essential  to  interpret  the  tests  for  glau- 
coma. It  is  not  a cut-and-dried  evalu- 
ation. 

A quick  run-down  of  the  types  of 
glaucoma  and  the  methods  of  testing 
are  appropriate  at  a time  when  an  in- 
: creasing  population,  especially  of  eld- 
I erly  patients,  brings  more  and  more 
incipient  or  early  cases  to  the  physi- 
; cian’s  office. 

Types  of  Glaucoma 

There  are  two  basic  types  of  glau- 
coma: Primary  and  Secondary. 

There  are  two  types  of  primary 
glaucoma:  open  angle  and  closed 

angle.  Open  angle  glaucoma,  also 
known  as  chronic  simple  glaucoma,  is 
the  most  common  type  and  is  charac- 
terized by  indefinite  and  slow  onset, 
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white  eye,  lack  of  pain.  There  are  no 
symptoms  until  a gradual  loss  of 
peripheral  vision  occurs.  This  pro- 
gresses until  all  vision  is  finally  lost. 

Closed  angle  glaucoma,  (acute  con- 
gestive glaucoma),  is  relatively  rare. 
This  type  presents  sudden  onset,  con- 
siderable pain,  red  eye  and  loss  of 
vision  within  hours,  unless  the  greatly 
increased  intra-ocular  pressure  is 
quickly  controlled. 

Secondary  glaucoma  is  caused  by 
another  intra-ocular  disease — perhaps 
a tumor,  infection,  or  vascular  occlu- 
sion. Its  symptoms  are  red  eye,  pain, 
and  poor  vision.  It  is  found  less  fre- 
quently than  primary  glaucoma. 

To  the  busy  doctor  carrying  the 
extra  medicare  case  load,  testing  every 
elderly  patient  for  glaucoma  may  seem 
burdensome.  Actually,  it’s  a service 
that  takes  but  a short  time  to  perform 
and  often  yields  invaluable  rewards  to 
the  patient. 

Tests  for  Glaucoma 

Tonometry — Simple  tonometry  is 
usually  the  test  of  choice.  The  physi- 
cian drops  anesthetic  in  the  patient’s 
eye  and  then  places  a tonometer  on 
the  cornea.  The  tonometer  registers 
intra-ocular  pressure.  Too  high  a 
pressure  (5  scale  deviations  or  lower) 
with  the  7.5  gm.  wt.  strongly  suggests 
glaucoma,  although  sometimes  the  test 
is  normal  by  this  method  when  glau- 
coma actually  exists.  This  may  be 
caused  by  the  vagaries  of  the  disease 
itself.  Sometimes  the  pressure  in  a 
glaucomatous  eye  is  normal  during  a 
part  of  the  day,  especially  in  the  early 
stages.  If  the  test  is  normal,  the  physi- 
cian should  repeat  it  at  a later  time 
if  glaucoma  is  suspected. 

Tonography — A more  specialized 
technique,  used  to  measure  rate  of 
fluid  outflow  from  the  eye.  This  is 
usually  best  given  by  an  ophthalmolo- 
gist. 

Ophthalmoscopy — Direct  examina- 
tion of  the  optic  nerve  through  an 
ophthalmoscope.  The  condition  of  the 


optic  nerve  may  help  indicate  whether 
or  not  glaucoma  is  present.  Chief  find- 
ing is  cupping  of  the  nerve  head.  The 
size  of  the  cup  depends  upon  the  level 
and  duration  of  the  pressure.  As 
cupping  begins,  visual  field  defects 
appear.  As  pressure  continues  to  build 
up  within  the  eye  and  cupping  ad- 
vances, the  visual  field  becomes  in- 
creasingly narrowed. 

Gonioscopy — This  is  done  by  the 
ophthalmologist  who  examines  the 
angle  of  the  anterior  chamber  with  a 
special  type  of  lens. 

Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 

A Post-Medicare 
Viewpoint 

I suggest  that  the  enclosed  “Presidents 
Page’’  be  reprinted  in  Pennsylvania 
Medicine. 

Faithfully, 

Patrick  J.  McDonough,  M.D. 

Pittsburgh,  Pennsylvania 

The  medical  profession  offered  ser- 
vice free  or  at  reduced  rates  to  in- 
digents to  forestall  the  need  for  com- 
pulsory health  insurance  with  its  at- 
tendant evils.  Enactment  of  PL  89-97 
over  the  vigorous  and  almost  universal 
opposition  of  the  profession  released 
us  from  our  side  of  the  bargain  in 
my  opinion. 

How  should  this  revolution  affect 
the  doctor’s  behavior  in  the  fee-set- 
ting  process?  There  are  two  aspects: 
organizational  and  personal. 

Our  organizations,  state,  county, 
regional,  national,  specialty,  general 
and  all  others  should  withdraw  com- 
pletely from  fee  setting,  fee  schedule 
making,  relative  value  scales,  fee 
policing,  and  the  like.  As  more  third 
parties  become  involved  in  the  pay- 
ment of  medicosts,  published  fee 
schedules  will  shortly  become  an  eco- 
(Continued  on  page  42.) 
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WELCOME,  NEW  MEMBERS 

These  M.D.’s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

Allen  C.  Johnson,  M.D.,  Mercy  Hospital,  Pittsburgh 
15219. 

Rene  A.  Gonzales,  M.D.,  16  Brilliant  Avenue,  Pittsburgh 
15215. 

Martin  A.  Cohen.  M.D.,  534  Sunnyfield  Drive,  Monroe- 
ville 15146. 

Jerry  Edd  King,  M.D.,  Veterans  Administration  Hospital, 
Pittsburgh  15240. 

Theodore  Maravich,  M.D.,  I 101  Forbes  Avenue,  Pitts- 
burgh 15219. 

Victor  R.  Marquez,  M.D.,  McKeesport  Hospital,  Mc- 
Keesport 15132. 

Salvatore  J.  Orlando,  M.D.,  3515  Fifth  Avenue,  Pitts- 
burgh 15213. 

David  L.  Ravella,  Jr.,  M.D.,  4615  Fifth  Avenue,  Pitts- 
burgh 15213. 

Homer  F.  Ray,  Jr.,  M.D.,  660  Lincoln  Avenue.  Pittsburgh 
15202. 

Philip  P.  Ripepi,  M.D.,  1501  Locust  Street,  Pittsburgh 
15219. 

Nathaniel  Silon,  M.D..  Allegheny  General  Hospital, 
Pittsburgh  15212. 

Marc  Vincent,  M.D.,  238  McKnight  Circle,  Pittsburgh 
15237. 

BEAVER  COUNTY: 

Edward  W.  Heinle,  Jr.,  M.D.,  1400  Seventh  Avenue, 
Beaver  Falls  15010. 

BLAIR  COUNTY: 

Thomas  F.  O’Leary,  M.D.,  Ebensburg  State  School  and 
Hospital,  Ebensburg  15931. 

LEHIGH  COUNTY: 

James  W.  Esler.  Jr.,  M.D.,  421  Chew  Street,  Allentown 
18101. 

LUZERNE  COUNTY: 

Milford  E.  Barnes,  Jr.,  M.D.,  335  S.  Franklin  Street, 
Wilkes-Barre  18702. 

MONTGOMERY  COUNTY: 

Donald  Z.  Sokol,  M.D.,  933  N.  Charlotte  Street.  Potts- 
town  19464. 


Take  five... 


Labstix  " provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 

AMES  COMPANY  A, 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  AmeS 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  <o«) 
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...Plus  one 

You  can  extend  your  testing  scope  by  includ- 
ing Ictotest"'  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY  (JR) 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514  Ames 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  «<m7 


Dave  B.  Olim,  M.D.,  5000  Woodbine  Avenue,  Philadel- 
phia 19131. 

Dieter  E.  Peltz,  M.D.,  Bryn  Mawr  Medical  Building. 
Bryn  Mawr  19010. 

Paul  A.  Manolukas,  M.D.,  936  County  Line  Road,  Bryn 
Mawr  19010. 

Norman  C.  Jablon,  M.D.,  7805  Cohden  Road,  Laverock 
19118. 

Richard  D.  Brobyn,  M.D..  902  Bell  Lane,  Maple  Glen 
19002. 

James  D.  Cozzarelli,  M.D.,  South  Broad  and  Allentown 
Road.  Lansdale  19446. 

Ralph  L.  Derstine,  M.D.,  Main  and  Maple  Avenues, 
Harleysville  19438. 

David  R.  Faringer,  Jr.,  M.D.,  Salfordville  18958. 

NORTHAMPTON  COUNTY: 

Howard  C.  Pieper,  M.D.,  Student  Health  Center,  Lehigh 
University,  Bethlehem  18015. 

NORTHUMBERLAND 

John  O'Carroll,  M.D.,  335  West  Spruce  Street.  Sha- 
mokin  17872. 

PHILADELPHIA  COUNTY: 

Leonard  D.  Policoff,  M.D.,  Moss  Rehabilitation  Center. 
1 2th  Street  and  Tabor  Road,  Philadelphia  19141. 

Nelson  B.  Schiller,  M.D.,  415  South  Van  Pelt  Street. 
Philadelphia  19146. 

Frederick  H.  Roever,  M.D.,  523  South  48th  Street. 
Philadelphia  19143. 

Kenneth  D.  Serkes,  M.D.,  Albert  Einstein  Medical  Cen- 
ter, Northern  Division,  York  and  Tabor  Roads,  Phil- 
adelphia 19141. 

Willie  E.  Young,  M.D.,  5235  Walnut  Street,  Philadelphia 
19139. 

Robison  D.  Harley,  M.D.,  Alden  Park  Manor,  Phil- 
adelphia 19144. 

Milton  Ivker.  M.D..  419  South  19th  Street,  Philadelphia 
19146. 

Gerald  Margolis,  M.D.,  Department  of  Psychiatry. 
Mercy  Douglass  Hospital,  Philadelphia  19143. 

Morton  D.  Pareira,  M.D.,  York  and  Tabor  Roads,  Phil- 
adelphia 19141. 

Robert  W.  Sour,  M.D.,  U.S.  Army  Hospital,  Ft.  Jackson. 
South  Carolina  29207. 

Benito  Tancor,  M.D.,  Sycamore  14-W,  2991  School 
House  Lane,  Philadelphia  19144. 

Raul  H.  Vispo,  M.D.,  201  Evergreen  Avenue,  Apartment 
812,  Philadelphia  19118. 

WESTMORELAND  COUNTY: 

Howard  P.  Monsour.  M.D.,  R.  D.  6,  Greensburg  15601. 

Julian  Eligator.  M.D.,  1260  Martin  Avenue,  New  Kens- 
ington 15068. 

Jay  B.  Peterson,  Jr.,  M.D.,  28  Windihill  Drive.  Greens- 
burg 15601. 
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(Continued  from  page  39.) 
nomic  trap  for  the  practicing  physi- 
cian. Fee  schedules  will  ultimately  as- 
sume a quasi  official  status.  The 
hazard  lies  in  inflation. 

Raising  fees  to  cover  rising  costs 
might  be  extremely  difficult  when 
schedules  must  he  renegotiated  in 
much  the  same  manner  as  labor- 
management  agreements.  If  the 
schedules  have  originated  within  our 
own  organization  we  have  mired  our- 
selves in  the  ponderous  process  of  big 
organization  negotiation. 

Individually,  I believe  we  should 
withdraw  from  all  third  party  agree- 
ments including  Blue  Shield  and  wel- 
fare departments  of  all  levels  of  gov- 
ernment. The  service  benefit  is  passe. 
The  public  doesn't  want  our  charity. 
PL  89-97  made  charity  care  by  physi- 
cians obsolete  by  providing  fee  for 
service,  private  practice-type  care  for 
vast  segments  of  the  population.  This 
action  relieved  us  of  the  compulsion 
to  extend  charity  as  a matter  of  our 
obligation.  Certainly  there  is  no  rea- 
son whatever  to  extend  a discount  to 
any  level  of  government.  No  one  else 
does. 

I believe  this  is  the  way  to  do  busi- 
ness in  this  modern  medicare  age. 

• Set  your  own  fees. 

• Resign  from  Blue  Shield. 

• Accept  nothing  less  than  full 
payment  from  various  welfare 
departments. 

• Work  diligently  against  fee 
schedules  in  all  our  organiza- 
tions. 

• Ignore  third  party  fee  surveys. 

• Explain  fees  fully  to  patients, 
execute  insurance  forms  prompt- 
ly, accept  no  assignments,  and 
let  the  patient  assume  responsi- 
bility for  his  obligations. 

• Reserve  the  right  to  reduce  fees 
as  you  see  fit. 

How  will  third  parties  know  fees 
are  fair  and  reasonable?  By  market 
surveys  such  as  are  done  to  determine 
the  price  of  groceries  in  Dubuque  or 
housing  in  Dallas.  Value  of  service, 
time  involved,  skill,  competition  of 
colleagues,  etc.,  will  keep  medical  fees 
reasonable. 

PI-  89-97  rejected  the  charity  of 
the  American  physician  and  made  fee 
for  service  public  policy.  Why  should 
we  fight  it? 

E.  W.  J.  Pearce,  M.D. 

Reprinted  from  the  Greater 
Kansas  City  Medical  Bulle- 
tin, Kansas  City,  Missouri. 
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Mail  Call 

Measles  Vaccine 
Cost  Correction 

I refer  you  to  our  conversation  on 
November  2 concerning  the  Measles 
Immunization  Program  article  appear- 
ing in  the  November  issue  of  Penn- 
sylvania Medicine.  Consequently,  I 
am  submitting  for  your  consideration 
a possible  correction  for  that  article. 
For  your  background  information, 
however,  allow  me  to  add  the  follow- 
ing statements. 

The  Vaccination  Assistance  Act  of 
1962,  PL-868,  originally  read  in  Sec- 
tion 317,  “.  . . grants  may  be  used 
to  pay  that  portion  of  the  cost  of 
intensive  community  vaccination  pro- 
grams against  poliomyelitis,  diphtheria, 
whooping  cough  and  tetanus  which  is 
reasonably  attributable  to  ( 1 ) pur- 
chase of  vaccines  needed  to  protect 
children  under  the  age  of  five 
years.  . . .”  In  August  of  1965,  this 
law  was  amended  by  striking  ‘and 
tetanus’  and  inserting  in  lieu  thereof 
‘tetanus,  and  measles,’  and  by  strik- 
ing out  ‘under  the  age  of  five  years’ 
and  inserting  in  lieu  thereof  ‘of  pre- 
school age.’  ” 

Your  correction  may  then  read: 
measles  vaccine  is  available  free  of 
cost  for  the  immunization  of  pre- 
school children  only.  The  cost  of  vac- 
cine for  school  age  children  will  be 


born  by  a.  contributions  at  the  clinic, 
b.  county  medical  society  funds  where 
available,  c.  state  funds. 

Sincerely  yours, 

D.  A.  Hall 
I & E Advisor 

Community  Vaccination  Project 
Department  of  Health 
Commonwealth  of  Pennsylvania 

Boswell  Clinic  Correction 

I have  been  reading  the  article  in 
Pennsylvania  Medicine  (August, 
September,  October)  with  interest 
about  the  education  in  medicine  and 
the  provision  of  health  services.  How- 
ever, in  your  description  of  the  Sears 
Roebuck  Plans  you  must  have  received 
some  mistaken  information.  On  pages 
103  and  110  (Pa.  Med.  October, 
1967)  you  list  the  functioning  clinics 
which  were  erected  under  the  Sears 
Roebuck  Foundation  auspices.  Erro- 
neously, the  Boswell  Clinic  has  been 
mentioned  as  those  that  were  still 
under  construction  by  April  4,  1967. 
In  effect,  the  construction  of  that 
Clinic  was  finished  in  March  1962 
and  I myself  started  practice  in  the 
building  on  July  15,  1962.  For  a few 
years  I have  been  actively  looking  for 
a partner,  and  it  looks  as  if  by  August 
1968  we  will  have  a second  doctor 
working  in  this  facility.  It  certainly 
has  shown  to  fulfill  an  urgent  need 
for  rural  health  services. 

Sincerely  yours, 

Jan  R.  J.  deVries,  M.D. 

Boswell.  Pennsylvania 


Library  Service  Offered 

One  service  available  to  every  mem- 
ber is  the  library  service.  Up  until 
1966,  the  State  Society  operated  its 
own  reference  library  service  at  the 
Headquarters  Building.  In  1966  the 
Board  of  Trustees  contracted  with  the 
Milton  S.  Hershey  Medical  Center  to 
provide  this  service  for  our  members. 

The  search  of  specific  articles  or 
factual  data  relating  to  recent  develop- 
ments in  the  field  of  medicine  will  be 
made  by  the  Hershey  Medical  Center 
Library,  and  photocopies  will  be 
mailed  to  you  for  your  own  scientific 
file. 

If  you  want  a specific  article,  gen- 
eral information,  or  diagnostic  or 
therapeutic  information  about  a spe- 
cific disease,  write  directly  to: 

Pennsylvania  Medical  Society 

Library  Service 

Hershey  Medical  Center  Library 

Hershey,  Pennsylvania  17033 


The  State  Board  of  Medical 
Education  and  Licensure  in  co- 
operation with  the  State  Board 
of  Pharmacy  passed  the  follow- 
ing resolution  that  PHYSI- 
CIANS are  not  permitted  to 
allow  their  Nurses,  Secretaries. 
Receptionists  or  other  personnel 
to  phone  prescriptions  to  phar- 
macies. This  must  be  accom- 
plished by  the  physician  himself. 

Your  attention  is  called  to  the 
fact  that  the  Regulations  of  the 
Pharmacy  Board  states  a written 
prescription  shall  be  forwarded 
to  the  pharmacists  within  a 
seventy-two  hour  period  follow- 
ing the  telephone  order  for  nar- 
cotic drugs  or  legend  drugs,  the 
exception  being  Class  A Nar- 
cotics cannot  be  ordered  by  tele- 
phone. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”3 


^ethocarban 

750  mg 


,r>  cod»  tpMc-t 


HGOt  "A  very  valuable 
method  of  applying 
iJr  heat  at  home  is  a prolonged 

hot  bath...”5 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine...”4 

ndicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
lypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 

Irowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
'osage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
terature  for  further  details.  Also  available:  Robaxin®  Tablets 
methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
eferences:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
A.:  GP  33.91 , 1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-21 9,  1960. 

4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

'led.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

2:1 42, 1 962.  (7) . Feuer,  S.G.,  et  a/.:  New  York  J.  Med.  62:1 985, 1 962. 


t|Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 


AH 


ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


'EMPIRIN'® COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 

SM  Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

-L&  BURROUGHS  WELLCOME  &CO.(U.S.A.)  iNC.,Tuckahoe,  N.Y. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  &re  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidenc 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  change 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increas 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatk 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect  1 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  an 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  functio 
tests,  coagulation  tests  (increase  in. 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  it 
PBI  and  butanol  extractable  protein 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


(norethindrone  lmg.  < 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 
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cortisone  1 .0%.The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

Synalar  o.or» 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.012—15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01 2 — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.52  (0.352  neomycin  base] , fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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Cardiovascular  Briefs 


The  Coronary  Drug  Project 


What  is  the  coronary  drug  project? 

The  coronary  drug  project  is  a large 
scale,  cooperative  clinical  trial  sup- 
ported by  research  grants  awarded  by 
the  National  Heart  Institute.  Partici- 
pants will  involve  55  medical  centers 
throughout  the  continental  United 
States,  Hawaii  and  Puerto  Rico. 

What  is  its  object? 

The  principal  aim  of  this  study  is 
to  evaluate  the  effectiveness  of  several 
lipid-lowering  drugs  in  the  long-term 
therapy  of  men  who  have  previously 
sustained  heart  attacks.  In  other  words, 
a long-term  study  will  be  made  to 
determine  the  relationship  between 
these  drugs,  if  any,  on  the  blood  lipid 
levels  and  their  effect  on  morbidity 
and  mortality  rates.  These  various 
special  centers  will  also  study  control 
groups  just  as  intensively  as  the  treat- 
ment groups.  In  this  manner  it  is 
hoped  that  further  information  regard- 
ing the  long-term  prognosis  of  myo- 
cardial infarction  will  be  gained. 

Does  the  state  of  our  current  knowl- 
edge regarding  these  drugs  justify  this 
effort? 

Yes.  It  is  clear  that  we  are  dealing 
with  many  variable  factors  in  every 
patient  each  time  we  approach  prog- 
nosis. The  long-term  outlook  of 
patients  who  have  survived  a myo- 
cardial infarction  is  considered  by 
some  to  be  much  less  favorable  than 
that  of  the  unaffected  group.  Con- 
sequently, it  becomes  most  important 
to  learn  if  the  lowering  of  the  blood 
lipids,  particularly  cholesterol,  may 
improve  prognosis.  If  so,  this  should 
bring  about  a substantial  saving  of  life 
and  so  become  a valuable  addition  to 
the  management  of  coronary  heart 
disease  patients. 


In  general,  what  are  the  plans  of  this 
special  study? 

To  be  valuable,  the  project  will  re- 
quire a careful  evaluation  of  approxi- 
mately 8,500  patients.  This  will  be 
carried  out  in  the  55  participating 
centers.  Each  of  these  centers  will  be 
expected  to  recruit  150  to  160  pa- 
tients. 

What  patients  will  be  eligible  for  in- 
clusion in  the  coronary  drug  project? 

Patients  eligible  will  be  males  aged 
30  through  64  who  have  had  one  or 
more  documented  myocardial  infarc- 
tions. These  groups  must  be  free  of 
other  life-threatening  diseases  and  must 
live  within  a reasonable  distance  of 
one  of  the  special  study  centers.  All 
patients  must  be  class  I or  II  in  the 
functional  classification  now  in  use. 

What  patients  will  be  excluded  from 
the  study? 

Specifically  excluded  are  women, 
patients  under  age  30  and  over  age 
64,  diabetic  patients  requiring  insulin 
therapy  and  those  receiving  anti- 
coagulant therapy.  However,  those  re- 
ceiving anticoagulant  drugs  become 
eligible  for  the  study  when  their  anti- 
coagulants are  discontinued. 

What  drugs  are  being  evaluated  by  the 
coronary  drug  project  at  this  time? 

These  include  four  agents  previously 
shown  to  reduce  blood  lipid  levels  and 
to  be  free  of  serious  toxicity.  They 
are: 

1.  Conjugated  equine  estrogens  at 
two  dosage  schedules  of  2.5  mg.  and 
5.0  mg.  per  day. 

2.  Dextrothyroxine  at  6.0  mg.  per 
day. 

3.  Ethyl  chlorphenoxy-isobutrate 
(CPIB)  at  1.8  gr.  per  day. 

4.  Nicotinic  acid  at  3.0  per  day. 


It  is  proposed  that  the  drug  pro- 
grams should  be  begun  at  one-third 
of  the  above  dosage  and  subsequently 
increased  by  equal  increments  at  one 
and  two  months  to  attain  maximum 
levels.  The  control  patients  will  re- 
ceive a placebo  rather  than  drugs  but 
will  otherwise  obtain  the  same  care 
as  the  treated  groups.  Incidentally, 
all  of  the  drugs  to  be  evaluated  (as 
listed  above)  have  been  reviewed  and 
approved  by  the  F.D.A.  for  use  by 
practicing  physicians.  All  will  be 
stored  and  subsequently  distributed 
through  a central  facility  located  at 
the  Public  Health  Service  Supply 
Center,  Perry  Point,  Maryland. 

How  may  a qualified  patient  be  ad- 
mitted to  this  coronary  drug  project? 

The  patients  should  be  referred  by 
their  personal  physicians  or  should 
obtain  their  consent.  Ail  patients  will 
remain  under  the  care  of  their  per- 
sonal physicians  dunng  their  participa- 
tion in  the  study. 

(This  project  certainly  warrants  the 
attention  of  all  physicians  in  the  state. 
For  additional  information,  contact 
the  Coronary  Drug  Project,  National 
Heart  Institute,  Bethesda,  Maryland, 
20014.  Ed.) 


■ M.  Price  Margolies,  M.D.  ques- 
tions William  G.  Leanian,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
Union ville,  Pennsylvania  19375. 

■ William  G.  Leanian,  Jr.,  M.D., 
prepared  this  Brief  for  the  Council  on 
Scientific  Advancement  in  coopera- 
tion with  the  Pennsylvania  Heart 
Association. 


DECEMBER,  1967 


51 


• i 

I 

easy 

does 

it! 


tear,  moisten,  compare-that’s  all! 


ORIGINAL  PAPERS 


Islet  Cell  Tumor  Epilepsy 

A discussion  of  hypoglyemia  with  a report  of  de- 
layed diagnosis  of  a functioning  islet-cell  tumor 

DAVID  H.  FEINBERG,  M.D..  JOHN  H.  UPDEGROVE,  M.D.  and  J.  INJEJIKIAN,  M.D. 


Easton,  Pennsylvania 

Hypoglycemic  symptoms  induced 
by  an  islet  cell  tumor  can  be 
frequently  mistaken  for  epil- 
epsy, idiopathic  or  secondary.  The 
case  to  be  reported  represents  such  a 
masquerade. 

The  ability  of  certain  tumors  to  se- 
crete hormones  which  alter  body 
metabolism  is  one  of  the  most  unusual 
and  interesting  facets  of  oncology. 
Hyperfunctioning  tumors  of  the  islets 
of  Langerhans  represent  such  an  en- 
tity and  were  first  described  as  a caus- 
itive  factor  of  hypoglycemia  in  1 927 A 
A sufficient  number  of  cases  have 
been  followed  to  indicate  that  the  ma- 
jority of  these  tumors  are  benign  ade- 
nomata that  neither  metastasize  nor 
tend  to  recur  following  removal.  Car- 
cinomas constitute  approximately  12 
percent  of  the  cases.  The  presence  of 
metastases  is  necessary  to  establish  the 
diagnosis.  They  are  rapidly  growing 
lesions  and  have  a short  clinical 
course.2-  3 

Feldman,  Weinberg  and  Feldman 
recorded  fourteen  cases  of  islet  cell 
adenomata  in  1319  adult  autopsies  (an 
incidence  of  1 percent,  while  Winters, 
Gottardo,  and  McNealy  * discovered 
none  in  13,000  autopsies.  Palumbo 
and  Greco  5 state  that  the  incidence  is 
less  than  1 percent  in  over  27.000 
cases  studied  at  necropsy.  There  is  no 
apparent  difference  in  the  incidence 
of  islet  cell  tumors  between  males  and 
females.  The  tumor  may  occur  at  any 
age  but  most  frequently  is  found  in 
the  fifth  decade  and  next  most  fre- 
quently in  the  fourth  and  sixth  decades 

)■  At  Easton  Hospital  Dr.  Feinberg  is 
chief  of  medicine,  Dr.  Updegrove  is 
chief  of  surgery  and  Dr.  Injejikian  is 
resident  in  surgery. 
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of  life  regardless  of  pathologic  classifi- 
cation.0 

A functioning  islet  cell  tumor  may 
be  located  in  any  portion  of  the  pan- 
creas as  well  as  in  the  ectopic  sites. 
There  is  a slight  preponderance  (32.5 
percent)  of  such  tumors  in  the  tail  of 
the  pancreas;  26.8  percent  are  found 
in  the  head  of  the  pancreas;  24.6  per- 
cent in  the  body;  4.2  percent  in  the 
uncinate  process;  and  3.3  percent  in 
the  ectopic  pancreatic  tissue.2’  6 

The  vast  majority  of  tumors  are 
small,  between  1.0  and  3.0  cm.  in 
diameter;  however,  Peyster  and  Gil- 
christ 7 state  that  the  tumor  may  be 
as  large  as  15  cm.  in  diameter.  Four- 
teen percent  of  the  cases  reported  in- 
cluded multiple  tumors. 

The  relationship  of  hypoglycemia 
to  islet  cell  tumors  is  an  inconstant 
one — certainly  not  all  instances  of  hy- 
poglycemia are  associated  with  tumors 
which  produce  hyperinsulinism  and 
hyperinsulinism  is  but  one  cause  of 
hypoglycemia. 

Hypoglycemia,  in  fact,  has  many 
causes.  Tables  of  classification  of  this 
disorder  are  legion.  A good  physio- 
logically oriented  classification  is  given 
in  Williams.8  He  lists  five  major  cate- 
gories: inadequate  intake,  disorders 

of  the  liver,  insulin  over-production, 
hypoglycemia  secondary  to  insulin  an- 
tagonists and  hypoglycemia  secondary 
to  drugs  or  compounds  having  toxic 
or  pharmacologic  action. 

In  a discussion  of  pharmacogenic 
or  toxic  compounds,  ethanol,  especial- 
ly because  of  its  common  usage,  must 
be  considered  in  some  detail.  Many 
authors  have  commented  on  the  fact 
that  alcohol  is  a primary  exogenous 
hypoglycemic  agent.0’ 10  Others  point 
out  that  hypoglycemia  is  due  to  eth- 
anol alone  and  not  to  cogeners  or  ad- 


ditives. Neither  chronic  alcoholism 
nor  chronic  malnutrition  is  an  essential 
prelude  to  hypoglycemia  and  blood 
ethanol  levels  just  sufficient  to  cause 
mild  intoxication  may  cause  hypogly- 
cemia in  susceptible  subjects.  It  is 
believed  that  alcohol  causes  “an  in- 
creased release  of  catecholamines  and 
serotonin  from  perfused  tissues,  and 
since  repletion  is  not  immediate  many 
authors  considered  that  this  depletion 
may  be  a factor  in  causing  hypogly- 
cemia by  disturbing  the  normal  home- 
ostatic mechanisms.”  9 Others  11  have 
shown  that  a marked  decrease  in 
hepatic  glucose  output  resulted  in  the 
hypoglycemia  following  ethanol  alco- 
hol ingestion.  Some  investigators  have 
noted  12  that  patients  with  “alcoholism 
and  hypoglycemia  may  have  the  usual 
findings  suggestive  of  a functioning  is- 
let cell  tumor,  that  is,  sustained  hypo- 
glycemia following  tolbutamide  ad- 
ministration and  after  prolonged  fast- 
ing.” 

A recent  report  on  alcohol  hypo- 
glycemia emphasizes  the  confusion 
that  may  exist  between  this  and  islet 
cell  tumor  including  the  tolbutamide 
response.  The  absence  of  a unifying 
pattern  of  carbohydrate  metabolism 
is  stressed.13 

Some  additional  clinical  states  as- 
sociated with  hyperinsulinism  not  in- 
cluded in  the  classification  noted  above 
are: 

A)  Functional  hyperinsulinism  due 
to  excessive  response  to  the 
normal  stimulus  for  insulin  se- 
cretion by  hypersensitive  histo- 
logically normal  islet  cells. 
This  state  has  been  discussed  by 
many  authors.10-  11 

B)  Hyperinsulinism  produced  by 
certain  types  of  nonpancreatic 
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tumors.9’15-10  About  sixty 
cases  have  been  reported  to  date 
of  large  nonpancreatic  tumors 
of  undetermined  origin  which 
are  the  apparent  cause  of  hypo- 
glycemia. In  most  instances 
these  tumors  are  mesenchymal 
and  usually  retroperiton- 
eal.15’ 16>  17,  18  The  common  de- 
nominators in  the  reported  cases 
appear  to  be: 

a)  the  large  size  of  the  tumor 

b)  the  displacement  of  viscera 
by  the  tumor  mass,  and 

c)  the  presence  of  pressure 
against  the  posterior  wall  of 
the  abdomen  or  thorax. 

Tumors  associated  with  hypogly- 
cemia have  been  noted  to  include  tu- 
mors arising  from: 

A)  Glandular  structure  such  as  ne- 
oplasia of  the  adrenals 

B ) Epithelial  structures  such  as  car- 
cinoma of  the  liver  or  bile  ducts 

C)  Tumors  arising  from  mesen- 
chymal structure  such  as  meso- 
thelioma, fibrosarcoma,  etc.9 

An  example  of  organic  hyperinsulin- 
ism  by  islet  cell  adenoma  is  presented 
below. 

Case  Report 

A fifty-eight  year  old  white  male 
was  admitted  to  Easton  Hospital  on 
August  15,  1965,  complaining  of  pe- 
riodic episodes  of  generalized  weak- 
ness. 

His  first  admission  to  this  hospital 
was  on  March  10,  1959,  for  treatment 
of  injuries  suffered  in  October  1958, 
in  an  automobile  accident.  There- 
after he  complained  of  pain  in  his  back 
and  neck. 

Examination  had  revealed  only  local 
tenderness  over  the  cervical  spine  and 
tenderness  over  the  left  suprascapular 
notch.  The  urinalysis  was  completely 
normal.  The  fasting  blood  sugar  was 
reported  as  81  mg.%,  uric  acid  5.6 
mgm.%,  sedimentation  rate  10  mm. 
per  hour,  hematocrit  56%,  hemoglo- 
bin 18.6  gm.%.  The  patient  improved 
on  physiotherapy  and  was  discharged 
four  days  later. 

On  September  17,  1961,  the  patient 
was  admitted  to  a nearby  hospital  be- 
cause of  repeated  convulsive  seizures. 
The  first  attack  occurred  July  27, 
1961,  when  he  fell  from  his  bed  and 
did  not  regain  consciousness  until  after 
his  arrival  at  the  hospital  a few  hours 
later.  When  there  he  had  rather  in- 
appropriate responses  — he  remem- 
bered no  auditory,  visual  or  olefactory 


hallucinations.  He  had  no  headaches. 
Neurologic  examination  was  totally 
normal.  There  were  no  meningeal 
signs  and  no  evidence  of  increased  in- 
tracranial pressure.  A small  air  re- 
placement pneumocephalogram  was 
performed  which  showed  a slight  di- 
latation of  the  left  lateral  ventricle 
without  evidence  of  any  tumor.  The 
cerebrospinal  fluid  contained  a protein 
of  88  mgm.%.  An  electroencephalo- 
gram was  done  and  repeated.  It 
showed  a left  temporal  3-6  per  second 
slow  wave  focus.  It  was  the  impres- 
sion of  the  attending  neurosurgeon  at 
that  time  that  those  findings  were  in 
keeping  with  a degenerative  process  in 
the  left  hemisphere.  He  was  dis- 
charged on  anticonculsant  medication 
(Dilantin®)*  which  he  discontinued 
after  an  unknown  interval. 

During  the  succeeding  four  year 
interval  the  patient  continued  to  have 
spells  of  weakness  in  the  morning,  par- 
ticularly upon  arising.  The  weakness 
involved  both  the  upper  and  lower  ex- 
tremities. He  would  awake  and  find 
himself  unable  to  speak,  unable  to  get 
out  of  bed  or  to  move.  He  would 
have  great  difficulty  in  finally  forcing 
himself  to  move  sufficiently  to  get  out 
of  bed  or  to  call  his  wife  for  assist- 
ance. At  this  time  he  would  attempt 
to  walk  and  would  have  a staggering 
gait;  feeling  dizzy,  he  would  occa- 
sionally fall  back  upon  the  bed.  These 
spells  had  become  progressively  worse 
until  the  time  of  admission.  He  would 
note  that  after  he  forced  himself  to 
ambulate,  his  symptoms  would  disap- 
pear with  the  ingestion  of  the  morning 
meal.  On  occasion  he  would  awaken 
and  find  himself  perspiring,  weak  and 
faint.  Again  eating  would  restore  his 
strength.  By  evening  he  would  feel 
better.  He  had  been  seen  by  several 
physicians  and  various  forms  of  ther- 
apy including  oral  cerebral  “vaso-di- 
lating”  drugs,  sedation,  and  psycho- 
therapy had  been  prescribed  without 
relief. 

Upon  admission  to  the  hospital,  the 
patient  appeared  older  than  his  stated 
age.  He  was  conscious,  coherent  and 
in  no  acute  distress.  The  blood  pres- 
sure was  100/60  mm.  Hg.  and  pulse, 
80  beats  per  minute.  A complete 
physical  examination  revealed  only  an 
irregular  cardiac  rhythm  (atrial  fibril- 
lation). The  remainder  of  the  phys- 
ical examination  and  the  neurologic 
examination  was  completely  normal. 

The  following  laboratory  data  were 
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obtained  and  were  within  normal 
limits;  blood  urea  nitrogen  (BUN), 
sodium,  potassium,  chlorides,  C02, 
hematocrit,  hemoglobin,  white  blood 
count.  A fasting  blood  sugar  was  30 
mg.  % (Somogyi-true  glucose).  The 
VDRL  was  negative.  The  urine  was 
negative  both  grossly  and  microscopic- 
ally. The  albumin,  globulin,  twenty- 
four  hour  urine  for  Hydrocortico-ster- 
oids,  and  bromsulphalein  (BSP)  de- 
termination were  found  to  be  normal. 

A non-traumatic  spinal  tap  revealed 
an  opening  pressure  of  95  cm.  of  water 
and  a closing  pressure  of  55  cm.  of 
water  after  15  cc.  of  fluid  had  been 
removed.  The  VDRL  and  Kolmer 
were  negative.  The  cells,  proteins, 
chlorides  and  sugar  were  normal.  The 
sugar  was  40  mg.%. 

On  two  successive  mornings  the  pa- 
tient was  found  in  a confused  state. 
On  both  occasions  blood  was  drawn 
for  analysis  and  intravenous  glucose 
administered  with  prompt  clinical  im- 
provement. On  the  two  occasions  the 
true  blood  sugar  subsequently  reported 
was  23  mg.%  and  30  mg.%. 

X-rays  of  the  skull  and  chest  were 
found  to  be  normal.  An  upper  gastro- 
intestinal series  suggested  a large  epi- 
gastric mass  displacing  the  stomach. 

It  was  suspected  that  this  was  probably 
pancreatic  in  origin. 

An  electroencephalogram  taken  two 
days  after  admission  showed  bursts  of 
4-6  cycle-per-second  waves  occurring 
in  both  right  and  left  fronto-temporal 
areas.  High  voltage  3-per-second 
waves  were  mixed  with  the  theta 
rhythm.  The  record  was  interpreted 
as  showing  a paroxysmal  abnormality, 
probably  centrencephalic  in  origin. 

A liver  scan  utilizing  radioactive 
rose  bengal  was  reported  as  being  with- 
in normal  limits  as  was  a brain  scan 
utilizing  radioactive  mercury. 

The  diagnosis  of  functioning  islet 
cell  tumor  was  made  and  surgical  con- 
sultation obtained.  Laparatomy  was 
recommended. 

Further  diagnostic  studies  were  not 
done  because  it  was  felt  that  the  re- 
action of  the  patient  at  the  time  of 
hypoglycemia  was  so  characteristic  and 
the  response  to  glucose  so  complete 
that  the  diagnosis  was  well  established. 

Exploration  of  the  abdomen  was  I 
carried  out.  The  liver  was  found  to  | 
be  multi-nodular  and  shrunken.  A 
biopsy  was  taken  and  frozen  section  i 
diagnosis  of  chronic  fibrosis  only  was  < 
obtained.  The  head  of  the  pancreas  I 
was  elevated  and  the  entire  length  of 
the  pancreas  was  exposed.  The  tail 
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was  carefully  palpated  and  no  indica- 
tion of  the  tumor  was  apparent.  Upon 
examination  of  the  mid-portion  of  the 
pancreas,  a small  nodule  on  its  anter- 
ior aspect  was  excised  and  felt  to  rep- 
resent a lymph  node  by  frozen  section 
study.  Beneath  the  head  of  the  pan- 
creas above  the  inferior  vena  cava, 
a large  lymph  node  was  excised  and 
upon  examination  found  to  contain  no 
tumor.  On  the  anterior  aspect  of  the 
uncinate  process  beneath  the  vena 
cava,  a tumor  approximately  1 .5  cm. 
in  diameter  was  identified  and  enu- 
cleated. The  tumor  was  examined  by 
frozen  section  and  was  interpreted  as 
a beta  cell  tumor  of  the  pancreas. 
Further  search  in  the  pancreas  re- 
vealed no  evidence  of  additional  ade- 
noma. 

No  explanation  for  radiographic 
impression  of  a stomach — displacing 
mass  was  found. 

Microscopic  examination  of  the  spe- 
cimens was  as  follows:  Grossly  the 
tumor  was  oval,  reddish  purple  and 
measured  1.8  x 1.5  cm.  It  was  well 
circumscribed  and  appeared  encap- 
sulated. Microscopically  the  tumor 
grew  in  an  organoid  and  endocrine 
pattern.  The  cells  were  medium,  fair- 
ly cuboidal  and  of  the  islet  cell  type. 
The  cell  masses  were  separated  by 
numerous  small  blood  vessels  and  cap- 
illaries. The  mass  appeared  to  be 
completely  encapsulated  and  there  was 
no  evidence  of  vascular  invasion  (see 
Figs.  1-3). 

Submitted  lymph  nodes  showed  re- 
active hyperplasia  and  fatty  granulo- 
mata.  A liver  biopsy  revealed  portal 
fibrosis. 

Following  surgery,  the  patient  made 
an  uneventful  recovery.  His  post- 
operative blood  sugar  rose  to  a maxi- 
mum of  250  mg.%  and  then  subsided 
to  a fasting  blood  sugar  of  66  mg.%. 
His  serum  amylase  post-operatively 
rose  to  200  units  and  then  returned  to 
100  units. 

Twenty  days  after  admission  the 
patient  was  discharged.  He  has  re- 
mained well  with  no  evidence  of  recur- 
rence to  date. 

Discussion 

The  symptomatology  of  the  func- 
tioning islet  cell  tumor  is  explained 
by  the  fact  that  the  tumor  secretes 
insulin  in  excessive  quantities,  pro- 
ducing hypoglycemia  and  a decrease 
in  the  supply  of  glucose  reaching  the 
arain.  Electroencephalographic  stud- 
es  on  patients  in  insulin  shock  have 
ihown  the  brain  frequencies  to  slow 
iteadily  as  the  hypoglycemia  de- 
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Fig.  1 . The  organoid  pattern  of  the  tumor  mass  forming  islet-like  structure. 
(Hematoxylin.  Phloxine,  Safron  X 100). 


veloped.  Eventually  a low  frequency 
pattern  of  about  three  cycles  per  sec- 
ond develops.  When  glucose  is  given 
intravenously  the  electroencephalo- 
gram (EEG)  usually  improves  rapid- 
ly, often  returning  to  normal  within 
ten  minutes.  The  phylogenetically 
newer  areas  of  the  brain  (cerebral  cor- 
tex and  neopallium)  are  the  most 
vulnerable  and  are  the  first  to  react 
to  a decreased  glucose  supply. 

The  brain  cannot  store  glucose 
either  as  such  or  in  the  form  of  gly- 
cogen, in  large  amounts.  Kety  and 
his  co-workers  have  presented  evidence 
which  indicated  that  during  hypogly- 


cemia the  brain  can  utilize  non-glyco- 
lytic  metabolism  for  approximately  one 
hour.  Irreversible  damage  is  likely 
to  occur  if  hypoglycemia  continues  be- 
yond this  level. 

However,  prolonged  periods  of 
hypoglycemia  may  produce  neuronal 
damage  so  that  restoration  of  normal 
blood  sugar  levels  does  not  lead  to  cor- 
responding improvement  in  cerebral 
function.  Cells  damaged  by  anoxia 
may  no  longer  be  able  to  utilize  avail- 
able glucose.  The  phenomenon  of 
prolonged  and  often  irreversible  coma 
after  severe  insulin  shock,  even  with 
glucose  infusions  and  high  blood  sugar 


Fig.  2.  Tumor  composed  of  beta  cells  showing  vascular  endocrine  growth 
pattern.  (Hematoxylin,  Phloxine,  Safron  X 100). 


levels,  was  commonly  known  in  the 
period  of  enthusiastic  insulin  shock 
treatment  of  schizophrenia.  The  elec- 
troencephalogram reflects  this  damage 
in  the  slow'  rhythms  associated  with 
cerebral  depression.  The  depression 
may  be  focal  or  generalized  19  and  is 
particularly  apt  to  be  seen  in  juvenile 
“brittle"  diabetics.  It  appears  the  rate 
and  extent  of  fall  in  the  blood  sugar  is 
a more  important  determining  factor  in 
the  production  of  brain  injury  than  the 
absolute  value  of  the  blood  sugar.20 
A precipitous  fall  from  hyperglycemia 
to  normal  levels  may  initiate  severe 
symptoms  of  glucose  deprivation. 


A history  of  the  following  should 
make  one  suspicious  of  hypoglycemia. 

A)  “weak  spells” 

a)  prior  to  breakfast 

b)  after  absence  of  food  such 
as  just  before  meals  (especi- 
ally if  the  feeding  time  is 
somewhat  delayed) 

B ) increased  frequency  of  attacks 

after  exercise. 

These  historical  facts  above  com- 
bine with  the  following  to  make  the 
diagnosis  without  other  evidence  of 
disease.21 

a)  A fasting  blood  sugar  of  be- 
low 45  mg.%  (true  glucose) 

b)  A value  of  30  mg.  or  lower 
during  attacks 

c)  Prompt  relief  with  intraven- 
ous glucose 

Making  the  diagnosis  of  hypogly- 
cemia may  be  complicated  by  the  pa- 


tient taking  food  during  the  testing 
procedure  because  he  knows  that  this 
makes  him  feel  better,21  or  by  the  fact 
that  in  some  cases,  the  fasting  blood 
sugar  has  been  normal. 

Provocative  tests  may  be  of  value. 
One  procedure  recommended 21  re- 
stricts the  caloric  intake  and  carbo- 
hydrate intake  by  the  use  of  a diet 
containing  50  gms.  protein,  50  gms. 
carbohydrate,  and  88  gms.  fat.  Daily 
fasting  sugars  are  obtained  for  three 
days.  If  the  level  is  below  40  mg.%, 
the  probabilities  are  that  a functioning 
islet  cell  tumor  is  present.  However, 
if  these  values  are  not  reached  and 


the  individual  is  able  to  tolerate  the 
procedure,  one  should  then  proceed 
to  the  second  stage.  Food  is  omitted 
for  the  next  twenty-four  hours  (fourth 
day).  Again  repeated  sugar  deter- 
minations are  made  to  see  if  hypo- 
glycemia develops.  If  none  develops 
and  the  clinical  suspicion  is  strong 
enough  an  additional  twenty-four 
hours  of  fasting  is  undertaken  com- 
bined with  an  hour  of  vigorous  exer- 
cise in  the  morning  hours.  If  under 
these  circumstances  diagnostic  hypo- 
glycemia does  not  develop  hy  noon 
of  the  fifth  day,  insulinoma  can  be 
ruled  out  with  some  degree  of  certain- 
ty.21 Menstruating  women  are  said 
to  be  especially  sensitive  to  provoca- 
tive tests  of  this  type.  Functional  hy- 
poglycemic patients  apparently  toler- 
ate the  procedures  without  the  de- 
velopment of  severe  hypoglycemia. 

If  one  elects  to  utilize  the  six  hour 
glucose  tolerance  test  as  a diagnostic 
procedure,  several  precautions  must  he 


taken.  Prior  to  the  test,  the  patient 
must  he  prepared  for  three  to  five  days 
with  a high  carbohydrate  diet  (450- 
500  gms.).21  In  the  presence  of  an 
insulinoma,  the  function  of  the  normal 
islet  cells  is  markedly  depressed  by  the 
large  amounts  of  insulin  or  insulin-like 
material  produced  by  the  functioning 
tumor.  It  requires  several  days  of  a 
diet  high  in  carbohydrate  to  restore 
their  normal  responsiveness  to  stimula- 
tion by  hyperglycemia.  Once  this  has 
been  accomplished,  a relatively  low 
flat  type  of  curve  is  usually  obtained. 

The  presence  of  flat  hypoglycemic 
values  in  the  fourth-fifth-sixth  speci- 
men is  characteristic  of  insulinoma. 

Many  authors  feel  the  tolbutamide 
tolerance  test  is  the  most  reliable  di- 
agnostic aid  for  the  detection  of  in- 
sulin secreting  tumors.  This  test  is 
dependent  upon  the  opinion  that  tol- 
butamide stimulates  the  pancreatic  B 
cells  with  a resultant  immediate  re- 
lease into  the  circulation  of  the  pre- 
formed intracellular  insulin  existing  at 
that  time.22’  23>  24-  2S- 26 

The  test  is  done  in  this  fashion: 

a)  Three  days  prior  to  the  test  a 
diet  high  in  carbohydrate  (300 
gm.  or  more)  is  given 

b)  the  patient  fasts  for  a twelve 
hour  period 

c)  a sample  of  blood  is  drawn  and 
immediately  thereafter  1 gm.  of 
tolbutamide  is  given  intraven- 
ously over  a 2-3  minute  interval 

d)  again  samples  of  blood  are 
drawn  at  Vi -1-3  hour  intervals 
following  the  injection  of  the 
tolbutamide 

e)  the  specimens  drawn  before  are 
analyzed  for  true  blood  glucose 

Care  must  be  taken  during  the  test, 
especially  in  the  initial  hour,  to  prevent 
the  development  of  severe  hypogly- 
cemia in  the  patient.  This  is  partic- 
ularly true  in  the  presence  of  an  in- 
sulinoma and  is  due  to  the  excessive 
release  of  large  amounts  of  insulin  or 
insulin-like  material  from  the  ade- 
noma. The  hypoglycemia  can  be  re- 
lieved by  the  rapid  injection  of  50 
percent  glucose  and/or  the  ingestion 
immediately  of  a high  carbohydrate 
substance,  particularly  one  that  is 
rapidly  absorbable.21 

Criteria  for  the  diagnosis  using  the 
intravenous  tolbutamide  test  are  as 
follows:  The  fasting  blood  sugar 

should  be  reduced  by  40  percent  or 
more  at  30-60  minutes  and  30  percent 
or  more  at  180  minutes.  These  values 
are  considered  to  he  diagnostic  of  a 


Fig.  3.  High  power  view  showing  the  regularity  of  the  cell  growth  pattern 
and  the  absence  of  mitotic  activity.  (Hematoxylin,  Phloxine,  Safron  X 450). 
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functioning  islet  cell  tumor.  False 
positives  may  occur,  however,  in  the 
presence  of  severe  liver  disease.  Thus, 
patients  with  alcoholism  and  hypo- 
glycemia may  have  the  usual  findings 
suggestive  of  a functioning  islet  cell 
tumor,  that  is,  sustained  hypoglycemia 
following  tolbutamide  administration 
and  after  prolonged  fasting.  A similar 
response  may  be  noted  when  this  drug 
is  used  in  subjects  with  sarcomas,  pro- 
found undernutrition,  azotemia,  or 
post-alcoholic  hypoglycemia.12 

An  additional  test  useful  in  the  diag- 
nosis of  hypoglycemia  due  to  islet  cell 
tumor  is  the  Glucagon  Test.  Here  the 
ability  of  glucagon  to  cause  the  release 
of  glucose  from  the  liver  within  a 
short  period  of  time  after  injection  is 
the  basis  of  the  test.  Thus,  “in  the 
presence  of  a functioning  insulinoma 
an  initial  increase  in  the  blood  sugar, 
as  in  the  normal  subjects,  follows  with- 
in thirty  minutes  after  the  administra- 
tion of  1 mg.  of  glucagon  intramus- 
cularly. Within  the  next  90-180 
minutes,  a marked  hypoglycemia  with 
values  below  40  does  occur.”21-  27-  28-  29 

The  bioassay  of  insulin  in  the  plas- 
ma is  a difficult  procedure  not  likely 
to  be  found  of  practical  value  outside 
of  a teaching  center.  These  procedures 
make  use  of  a)  whole  animal  prepara- 
tions and  b)  isolated  tissue  prepara- 
. tions. 

In  the  whole  animal  preparation, 
the  B cells  are  destroyed  by  giving  the 
animal  alloxan  and  the  sensitivity  to 
insulin  increased  by  adrenalectomy 
and  hypophysectomy.  The  insulin  an- 
tagonists, cortisol,  epinephrine  and 
growth  hormone,  respectively  are  thus 
reduced. 

Two  types  of  tissue  preparations  are 
in  use: 

a)  Portions  of  rat  diaphragm 
bathed  in  a buffer  glucose  mix- 
ture are  used,  and  the  ability  of 
this  preparation  to  take  up  in- 
creased amounts  of  glucose  after 
exposure  to  insulin  or  insulin- 
like materials  is  determined. 

bf  The  second  of  these  tissue  prep- 
arations is  dependent  upon  the 
ability  of  insulin  to  increase  the 
glucose  uptake  and  metabolism 
of  the  rat  epididymal  fat  pad. 

Human  insulin  has  the  ability  to 
bind  competitively  beef  anti-insulin 
antibody  produced  in  guinea  pigs. 
i This  forms  the  basis  for  the  radio- 
immunoassay of  insulin  in  human  plas- 
ma.20 

The  levels  of  insulin  in  the  plasma 


of  fasting  subjects  range  from  zero 
to  sixty-six  with  an  average  of  twenty- 
one  microunits  per  milliliter  when  de- 
termined with  the  radioimmunassay 
technique.30  Insulin-like  activity  es- 
timates determined  by  the  fat  pad 
method  are  generally  higher  and  tend 
to  vary  more. 

Pertinent  papers  detailing  many 
aspects  of  insulin  assay  are  avail- 
able 31,  32,  33,  34,  35,  36 

Some  individuals  have  combined 
the  tolbutamide  stimulation  with  de- 
termination of  insulin  assays  following 
the  administration  of  tolbutamide 
rather  than  the  indirect  methods  noted 
above.  On  the  basis  of  experience 
gained  from  thirteen  patients  with 
proven  functioning  islet  cell  tumors, 
Floyd,  Fajens,  Knoff,  Conn,  et  al., 
point  out  "the  tolbutamide  test  is  the 
most  sensitive  and  potent  stimulus  for 
insulin  release  in  patients  with  insulin- 
oma.” 37 

Treatment 

The  treatment  for  this  disorder  may 
be  surgical,  medical  or  both.  Most 
commonly  the  approach  is  surgical. 

If  a localized  tumor  is  found  at 
operation,  excision  or  simple  enuclea- 
tion is  recommended.  If  multiple 
tumors  are  present,  particularly  in  the 
body  and  the  tail,  or  if  no  tumor  can 
be  detected,  the  procedure  increasing- 
ly advocated  is  partial  or  subtotal  re- 
section of  the  pancreas. 

The  overall  mortality  for  the  oper- 
ative removal  of  a localized  islet  cell 
tumor  was  8.2  percent:  the  operative 
mortality  for  subtotal  or  partial  resec- 
tion of  the  pancreas  was  9.6  percent.21 
Ninety-two  percent  of  survivors  are 
cured  by  definitive  surgery.3 

Following  the  removal  of  an  insul- 
inoma, hyperglycemia  commonly  oc- 
curs. Although  the  cause  is  not  fully 
understood,  it  has  been  suggested  that 
it  results  from  the  long — standing  hy- 
perinsulinism  and  the  subsequent  de- 
pression of  the  beta  cells  in  the  re- 
mainder of  the  pancreas.  Also  sug- 
gested is  that  resistance  to  the  action 
of  insulin  may  have  developed  and 
that  time  is  required  for  this  to  dissi- 
pate following  surgery.36 

Recently  the  availability  of  a new 
method  of  non-surgical  treatment  and 
management  of  islet  cell  adenomas  has 
appeared.  It  is  based  upon  the  use  of 
Diazoxide  ( Benzothiadiazine ) . 

Diazoxide  is  a thiazide  derivative 
and  a member  of  the  benzothiadiazine 
diuretic  group  related  to  chlorothiazide 
in  that  the  HL,NSOL»  group  on  position 


7 has  been  replaced  by  a chloride  and 
that  a methyl  group  had  been  added 
to  position  3. 38 

Among  its  side  effects  are  water 
and  electrolyte  retention  and  hyper- 
glycemia. It  is  this  latter  effect  that 
makes  it  of  value  in  the  management 
of  hypoglycemic  disorders.  Its  action 
is  potentiated  by  combining  it  with 
either  growth  hormone  and/or  chlor- 
othiazide.38 

Control  of  hypoglycemia  with  hu- 
man growth  hormone  has  been  re- 
ported. A case  of  histologically  proved 
islet  cell  carcinoma  presenting  as  a 
non-resectable  mass  in  the  tail  of  the 
pancreas  was  managed  by  a combina- 
tion of  diazoxide  potentiated  by  other 
benzothiadiazine  preparations  as  well 
as  with  growth  hormones.  It  was  felt 
to  have  been  of  value  in  this  inoper- 
able situation  in  that  normal  blood 
glucose  levels  were  maintained  while 
the  patient  was  on  a regular  diet.39 

Others  have  reported  the  treatment 
of  inoperable  insulinomas  with  a va- 
riety of  substances.  Glucagon  was 
used  to  treat  a metastasizing  insul- 
inoma.27 Others  attempted  to  man- 
age a case  of  islet  cell  tumor  associ- 
ated with  hepatic  metastases  and  thy- 
rotoxic myopathy  by  using  alloxan.40 

Summary 

A case  of  islet  cell  tumor  masquer- 
ading for  four  years  as  episodic  con- 
vulsive seizures  has  been  presented. 
Diagnostic  procedures  and  non-surg- 
ical management  have  been  outlined. 
Excision  is  the  procedure  of  choice. 
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Simplified  Hypothermia  for 
Gastrointestinal  Hemorrhage 

A new  apparatus  which  has  proved  inexpensive,  safe  and  effec- 
tive is  described  and  representative  case  reports  are  presented 

RICHARD  S.  WEEDER,  M.D.,  HARRY  M.  KLINGER.  M.D.,  JAMES  A.  COLLINS,  M.D.  and 
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Massive  bleeding  from  the  upper 
gastrointestinal  tract  has  been 
a perplexing  and  life-threaten- 
ing problem.  Regardless  of  the  dis- 
ease entity  causing  hemorrhage,  the 
blood  loss  must  be  stopped  both  to  save 
life  and  to  permit  definitive  treatment. 

Credit  must  be  given  to  Dr.  O.  H. 
Wangensteen  and  his  group  for  the 
original  work  in  this  field.  They  have 
demonstrated  several  effects  of  gastric 
hypothermia  which  act  in  controlling 
hemorrhage.1’  2 These  effects  include 
decreased  acid  peptic  activity,  de- 
creased secretion  of  gastric  juice,  de- 
creased gastric  motility  and,  probably 
most  important,  decreased  gastric  and 
intestinal  blood  flow.  It  should  be 
noted  here  that  we  are  not  referring 
to  Dr.  Wagensteen’s  work  regarding 
gastric  freezing  for  the  chronic  ulcer 
diathesis.3 

Another  important  effect  in  the 
treatment  of  bleeding  from  the  stom- 
ach is  the  tamponade  effect  exerted  by 
the  cooling  balloon  on  the  stomach 
wall.4 

Gastric  hypothermia  is  not  a defini- 
tive form  of  treatment  for  any  specific 
disease  process,  but  rather  it  is  an 
emergency  measure  to  control  life- 
threatening  hemorrhage  secondary  to 
the  existing  disease.  As  such,  it  has 
been  credited  by  many  groups  of  in- 
vestigators with  effectiveness  in  con- 
trolling the  bleeding  of  those  who  do 
not  respond  to  the  usual  medical  regi- 
men.5 It  would  appear  that  gastric 
cooling  also  lowers  the  high  operative 
mortality  reported  from  emergency 
surgery  for  massive  hemorrhage.6  This 
is  to  be  expected  because  one  is  able 
to  perform  surgery  on  such  patients 
after  their  blood  loss  has  been  brought 
under  control.  Our  experience  agrees 
with  that  of  these  investigators.  The 

■ The  authors  are  associated  with  the 
Geisinger  Medical  Center , Danville. 


procedure  is  easily  performed,  effec- 
tive, and  safe.  Only  a few  complica- 
tions have  been  reported  in  the  past.7 
We  have  had  no  complications  at- 
tributed to  cooling  itself.  Some  inves- 
tigators have  reported  that  gastric  cool- 
ing has  been  useful  in  lowering  body 
temperature  preparatory  to  cardiac 
surgery.8  We  have  seen  gastric  hypo- 
thermia lower  the  rectal  temperature 
below  94  degrees  F.  in  a small  child 
treated  for  massive  bleeding.  This  sug- 
gests its  possible  use  in  pediatrics  as  a 
measure  to  control  fever.  We  have 
also  used  it  to  control  bleeding  from 
esophageal  varices. 

In  order  to  cool  the  upper  gastro- 
intestinal tract,  we  have  used  one  or 


the  other  of  two  different  types  of 
hypothermia  apparatus.  The  first  ap- 
paratus is  that  described  by  Small  and 
Brick,9  and  consists  simply  of  an  intra- 
gastric  balloon  connected  to  a double- 
lumen tube  through  which  iced  saline 
is  run.  This  unit  has  the  primary  dis- 
advantage of  variable  balloon  content 
resulting  in  ineffective  gastric  tampon- 
ade as  well  as  variable  cooling  surface 
area.  The  unit  also  requires  frequent 
filling  with  ice  and  salt  by  the  nursing 
service.  Flow  sometimes  stops  because 
of  tube  blockage  by  salt  or  ice  parti- 
cles and  therefore  requires  readjust- 
ment. It  is  quite  inexpensive,  however, 
and  seemed  to  be  effective  in  four  of 
the  five  patients  so  treated. 
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A New  Hypothermia  Apparatus 

The  disadvantages  of  the  Small  and 
Brick  unit  led  us  to  attempt  develop- 
ment of  a more  sophisticated  but  still 
relatively  inexpensive  unit.10  This  ap- 
paratus utilizes  a closed  circuit  of 
cooled  saline  with  resultant  fixed  bal- 
loon content  and  constant  temperature 
levels  (Fig.  1).  The  cooling  chamber 
itself  consists  of  a cooper  coil  inside 
a bucket  filled  with  ice  (Fig.  2). 
The  double-lumen  tube  and  gastric 
balloon  are  the  same  as  that  described 
for  the  Small  and  Brick  apparatus 
(Fig.  3).  Circulation  is  maintained 
by  a valve  and  centrifugal  pump  placed 
on  the  outflow  side  of  the  double-lu- 
men tube.  Two  problems  known  to 
cause  gastric  rupture  by  the  more  ex- 
pensive units  are  easily  prevented. 


First,  air  accumulation  is  prevented  by 
an  air  trap.  Second,  dangerously  high 
inflow  pressures  are  avoided  by  the 
“gravity  feed”  aspect  of  the  system 
(Fig.  4). 

The  inflow  and  outflow  tempera- 
tures of  this  system  are  comparable  to 
those  maintained  by  commercially 
available  units,  and  are  well  within  the 
therapeutic  range  outlined  by  Wangen- 
steen’s group.  Our  general  treatment 
plan  regarding  indication  for  cooling, 
length  of  cooling,  sedation,  and  sub- 
sequent antacid  therapy  is  similar  to 
those  plans  described  by  other  groups. 
We  have  had  a fairly  rapid  response  to 
therapy  in  most  cases  and  have  ap- 
proached an  arbitrary  time  limit  of 
seventy-two  hours  of  cooling  on  only 
one  occasion.  The  unit  as  built  by  us 
and  the  engineering  department  of  the 


Fig.  2.  Saline  cooling  unit  connected 
to  double-lumen  tube  and  balloon 
(condom). 


Fig.  4.  Unit  set  up 
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Geisinger  Medical  Center  has  proved 
altogether  inexpensive,  safe,  effective, 
and  easy  to  use.  It  has  been  acceptable 
to  both  the  nursing  and  the  medical 
staffs  and  has  been  used  on  the  average 
of  once  a month  since  its  introduction. 

Case  Presentation 

Two  case  histories  are  now  pre- 
sented illustrating  the  operation  of 
each  unit.  A twelve-year-old  boy  had 
suffered  30  percent  body  burns.  He 
was  treated  at  Geisinger  Medical  Cen- 
ter by  the  Silicone  Immersion  Treat- 
ment System.11-  12  About  three  weeks 
after  admission,  and  just  as  grafting 
was  contemplated,  the  patient  began 
to  bleed  from  a Curling’s  ulcer  as  evi- 
denced by  a falling  blood  count,  guaiac 
positive  stools,  and  massive  hema- 
temesis.  After  two  days  of  unsuccess- 
ful therapy  with  antacids  and  trans- 
fusion, gastric  cooling  was  initiated 
with  the  Small  and  Brick  apparatus. 
Bleeding  apparently  stopped  within 
twenty-four  hours  and  cooling  was  dis- 
continued. Thirty  hours  later,  how- 
ever, bleeding  began  again  and  cooling 
was  reinstituted.  Again,  control  was 
obtained  in  several  hours,  but  the  pa- 
tient bled  a third  time  forty-eight  hours 
later.  At  this  time  the  patient  was 
operated  upon,  and  pyloroplasty  and 
vagotomy  were  performed.  A portion 
of  the  operative  incision  was  neces- 
sarily made  through  third-degree  burn. 
This  case  illustrates,  we  believe,  the 
fact  that  hypothermia  may  act  in  con- 
trolling hemorrhage  so  that  surgery 
may  be  performed  despite  other  threat- 
ening conditions.  Certainly  this  pa- 
tient’s survival  is  remarkable  consider- 
ing the  very  high  mortality  from  an  in- 
tractable, bleeding  Curling's  ulcer.13 


A second  patient  illustrates  the  use 
of  the  described  apparatus  in  a less 
complicated  patient.  A sixty-year-old 
male  presented  with  the  complaint  of 
unrelieved  epigastric  burning,  melena, 
and  weakness.  On  the  day  prior  to 
admission  he  had  been  in  severe  shock 
which  was  treated  by  his  family  doctor 
with  Aramine.*  On  the  day  of  ad- 
mission he  was  given  five  pints  of 
blood  and  still  had  a systolic  blood 
pressure  of  less  than  100  millimeters 
of  mercury.  X-ray  examination  of  the 
upper  gastrointestinal  tract  on  the  sec- 
ond day  of  hospitalization  suggested  a 
diagnosis  of  hypertrophic  gastritis.  By 
the  third  day  he  had  received  nine 
pints  of  blood,  but  his  hemoglobin  re- 
mained 8 grams  and  hematocrit  about 
26  percent.  Gastric  cooling  was  there- 
fore begun.  Within  five  hours  there 
was  complete  cessation  of  bleeding, 
with  resultant  elevation  in  the  blood 
count  after  subsequent  transfusion. 
Cooling  was  discontinued  after  thirty- 
six  hours  and  an  antacid  regimen  in- 
stituted. The  subsequent  hospital 
course  was  unremarkable.  In  retro- 
spect, this  patient  would  probably  have 
gone  to  surgery  and  would  have  under- 
gone surgery  in  poor  condition  had 
gastric  cooling  been  unsuccessful. 

Notes  on  Other  Patients 

Let  us  now  examine  these  two  series 
of  patients  individually.  TABLE  I re- 
fers to  patients  treated  with  the  Small 
and  Brick  apparatus.  Although  this 
series  is  in  itself  quite  small,  we  are 
convinced  that  the  apparatus  was  of 
benefit  to  some  critically  ill  patients. 
One  may  note  the  large  blood  loss  sus- 
tained by  each  patient. 

* Merck,  Sharp  & Dohme. 


TABLES  II,  III,  IV,  and  V repre- 
sent patients  treated  with  the  described 
apparatus,  divided  into  four  separate 
groups  for  convenience. 

Patient  No.  7 does  not  represent  an 
adequate  trial  of  the  therapy.  He  had 
previously  had  a diagnosis  of  Laen- 
nec’s  cirrhosis  with  portal  hyperten- 
sion and  esophageal  varices.  At  a 
prior  admission  two  months  previously, 
he  had  undergone  a portacaval  shunt 
procedure.  On  the  basis  of  this  his- 
tory the  bleeding  episode  was  treated 
with  cooling  of  the  esophagus  rather 
than  the  stomach,  and  further  bleeding 
was  not  apparent.  Within  a few  hours, 
however,  he  exsanguinated  and  ex- 
pired. Continued  blood  loss  went  un- 
recognized in  this  case  because  of  the 
position  of  the  balloon  in  the  esopha- 
gus. Since  this  experience  we  have 
recommended  that  when  bleeding 
esophageal  varices  are  suspected  and 
x-ray  diagnosis  is  inconclusive,  the 
stomach  be  cooled  first.  In  this  way 
any  further  esophageal  bleeding  should 
be  readily  apparent  and  a cooling  bal- 
loon appropriately  placed  in  the  esoph- 
agus. 

Patients  No.  10  and  13  deserve  men- 
tion because  of  the  effectiveness  of 
therapy  in  each  case  despite  low  pro- 
thrombin times  and  difficult  types  of 
bleeding.  Both  had  severe  cerebral  di- 
sease, which  caused  the  death  of  No. 
10.  No.  13  recovered  from  his  bleed- 
ing episode  only  to  expire  six  weeks 
later  of  unrelated  causes.  If  these 
patients  had  not  had  coincident  disease, 
they  probably  would  have  survived. 

Patient  No.  18  also  represents  an 
inadequate  trial  of  cooling.  This  criti- 
cally ill  boy  was  treated  for  only  three 
hours  in  an  effort  to  control  massive 


TABLE  I 

Patients  Treated  with  Small  and  Brick  Apparatus 


Patient 

Age  & Sex  Dx  & Complications 

How  Dx  Made 

Blood  Loss  cc 
Prior  to  Cooling* 

Control  ** 

Recurrent 

Bleeding*** 

Definitive  Therapy 
or  Expired 

1 

32 

M 

Alcoholic  gastritis 

Presumptive 

(x  ray  neg.) 

8500 

100% 

No 

Medical 

2 

61 

F 

Duodenal  ulcer 

Surgery 

6000 

50% 

Yes 

Medical  & 
Surgery 

3 

12 

M 

Hemorrhagic  gastritis 
30%  body  burns 

Surgery 

5000 

100% 

Yes 

Medical 

Recurrent  bleeding 

500 

100% 

Yes 

Surgery 

4 

66 

M 

Hemorrhagic  gastritis  Post-mortem 
Perforated  gastric  ulcer 

4500 

0% 

Yes 

Expired 

5 

30 

M 

Duodenal  ulcer 

X ray 

6500 

100% 

No 

Medical 

* Blood  loss 

prior  to  cooling  represents  amount 

of  blood  necessary 

to  restore  blood  count 

to  normal. 

**  Control  expressed  as  percentage,  0 representing  no  notable  effect,  100  representing  apparently  complete  cessation  of  bleeding. 
***  Recurrent  bleeding  considered  positive  if  patient  has  evidence  of  increased  blood  loss  over  previous  level  of  control  during  cooling 
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TABLE  II 


Patient 

Age  & Sex  Dx  & Complications 

How  Dx  Made 

Blood  Loss  cc 
Prior  to  Cooling 

Control 

Recurrent  Definitive  Therapy 
Bleeding  or  Expired 

6 

66 

M 

Duodenal  ulcer 

X ray 

2500 

100% 

No 

Medical 

7 

57 

M 

Hemorrhagic  gastritis* 
Laennec’s  cirrhosis 

Post-mortem 

2000 

* 

* 

Expired 

8 

64 

M 

Hiatal  hernia 
Hypoparathyroidism 

X ray 

2000 

100% 

No 

Medical 

9 

60 

M 

Hypertrophic  gastritis 

X ray 

6500 

100% 

No 

Medical 

10 

82 

F 

Gastric  ulcer, 
hemorrhagic  gastritis, 
Laennec’s  cirrhosis. 
Pro.  time,  29% 
Cerebrovascular 
accident 
(cause  of  death) 

Post-mortem 

1000 

100% 

Yes 

Expired 

11 

40 

M 

Duodenal  ulcer 
(arterial  bleeding 
in  ulcer  crater) 

Surgery 

4000 

75% 

Yes 

Medical 

Recurrent  bleeding 

1500 

50% 

Yes 

Surgery 

12 

83 

F 

Gastric  ulcer 

Surgery 

2500 

50% 

Yes 

Surgery 

13 

57 

M 

Stress  ulcer 
Pro.  time,  10% 
Steroid  therapy 
Bleeding  cerebral 
aneurysm 

Presumptive 
(x  ray  neg.) 

4500 

100% 

Yes 

Medical 

Notes  referring  to  Table  I also  refer  to  this  table. 
* See  text  for  description. 

TABLE  HI 

Patient 

Age  & Sex  Dx  & Complications 

How  Dx  Made 

Blood  loss  cc 

Control 

Recurrent 

Definitive  Therapy 

Prior  to  Cooling 

Bleeding 

or  Expired 

14 

69 

F 

Hemorrhagic  gastritis 

Presumptive 

4500 

100% 

Yes 

Medical 

Recurrent  bleeding 

1500 

100% 

No 

Medical 

15 

IV2 

M 

Stress  ulcer 
Encephalitis 

Surgery 

1580 

100% 

Yes 

Medical 

Recurrent  bleeding 

1720 

50% 

Yes 

Surgery 

16 

67 

M 

Duodenal  ulcer 

X ray 

3000 

100% 

Yes 

Medical 

17 

53 

M 

Duodenal  ulcer 

Surgery 

2000 

100% 

*> 

Medical  & 
Surgical 

18 

15 

M 

Hemorrhagic  gastritis 
Hodgkin’s  disease 
Massive  hepatic 

Post-mortem 

* 

* 

* 

Expired 

necrosis 

(Infectious  hepatitis). 
Pro.  time,  65.3  sec. 

19 

49 

M 

Bleeding  esophageal 

X rav 

4000 

50% 

— 

Expired 

varices 

Laennec’s  cirrhosis 
Hepatic  coma 
Pro.  time,  34-47% 

Notes  referring  to  Table  1 refer  also  to  this  table. 

* Inadequate  trial  of  cooling — discontinued  after  only  three  hours  because  of  severe  respiratory  distress. 
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TABLE  IV 


Patient  Age  & Sex  Dx  & Complications  How  Dx  Made  Blood  loss  ce  Control  Recurrent  Definitive  Therapy 

Prior  to  Cooling  Bleeding  or  Expired 


Carcinoma  lung.  Surgery 

6000 

Inadequate  No 

Medical 

erosion  into  esophagus 

trial 

(Expired) 

with  hemorrhage 

21 

57 

M 

Hemorrhagic  gastritis 

Gastroscopy 

5000 

75% 

Yes 

Medical 

22 

61 

M 

Hiatal  hernia,  gastritis 
(taking  salicylates) 

X ray 

4500 

100% 

No 

Medical 

23 

40 

M 

Perforating  duodenal 
ulcer,  bilateral  lobar 
pneumonia  (open 
arterial  bleeding) 

Surgery 

6500 

0 

Surgery 

(Expired) 

24 

42 

F 

Laennec’s  cirrhosis 
Esophageal  varices 

Surgery 

5500 

75% 

Yes 

Medical 

25 

33 

M 

Marginal  ulcer 

Surgery 

6000 

Inadequate 

trial 

No 

Surgery 

26 

64 

M 

Gastric  ulcer 
Anthrasilkosis 
Massive  emphysema 
Bilateral  pneumonia 

Post-mortem 

5500 

100% 

(?) 

Yes 

Medical 

(Expired) 

TABLE  V 

Patient 

Age  & Sex 

Dx  & Complications 

How  Dx  Made 

Blood  loss  cc 
Prior  to  Cooling 

Control 

Recurrent 

Bleeding 

Definitive  Therapy 
or  Expired 

27 

60 

F 

Gastric  ulcer 

X ray 

5000 

100% 

No 

Medical 

28 

54 

F 

Duodenal  ulcer 

X ray 

5000 

100% 

No 

Medical 

29 

59 

M 

Duodenal  ulcer 

Surgery 

5500 

100% 

No 

Surgery 

(Expired) 

30 

58 

M 

Gastric  ulcer 
(open  artery) 

Surgery 

4000 

0% 

No 

Surgery 

31 

3 

M 

Esophageal  varices 
Portal  hypertension 

X ray  & 
Surgery 

1000 

100% 

No 

Surgery 

32 

66 

M 

Duodenal  ulcer 

X ray 

8000 

100% 

No 

Medical 

33 

72 

M 

Gastritis 

Surgery 

4000 

100% 

Yes 

Surgery 

(Expired) 

bleeding  in  the  face  of  hepatic  coma. 
Respiratory  distress  and  a very  rapid 
downhill  course  forced  discontinua- 
tion of  cooling  before  any  impression 
could  be  gained  concerning  the  ef- 
fectiveness of  cooling  therapy. 

Patient  No.  19  died  of  hepatic  coma 
after  massive  bleeding  was  partially 
controlled  by  esophageal  cooling.  This 
patient  had  been  in  liver  failure  with- 
out hemorrhage  on  a least  two  previ- 
ous occasions,  being  hospitalized  else- 
where. Immediately  on  referral  to  the 
Geisinger  Medical  Center,  gastric  and 
esophageal  cooling  was  commenced 
with  gratifying  results.  Within  twenty- 
four  to  thirty-six  hours,  however, 
hepatic  coma  intervened  and  death  oc- 


curred in  about  seventy-two  hours  des- 
pite therapy.  In  the  last  twenty-four 
hours  before  death  there  was  evidence 
of  recurrent  but  very  slow  bleeding. 

Discussion 

It  is  notable  that,  of  the  patients  who 
had  recurrent  bleeding  while  in  the 
hospital,  most  responded  to  hypo- 
thermia a second  time,  but  usually  with 
poorer  control  than  during  the  previ- 
ous cooling. 

Twelve  patients  in  this  series  under- 
went surgery  as  definitive  therapy  for 
the  disease  process  underlying  their 
hemorrhage,  and  there  were  three 
deaths  in  those  operated.  Two  of  these 
three  who  died  were  operated  on  as 


emergency  procedures  for  secondary 
bleeding.  We  believe  that  cooling  has 
decreased  the  number  of  patients  that 
we  have  had  to  operate  on  as  emer- 
gencies. We  have  had  no  patient  ade- 
quately cooled  die  of  massive  hemor- 
rhage alone.  One  patient  treated  suc- 
cessfully was  only  eighteen  months  of 
age,  and  he  represents,  to  the  best  of 
our  knowledge,  one  of  the  youngest 
patients  on  record  treated  with  gastric 
hypothermia. 

Summary  and  Conclusions 

In  summary,33  patients  are  pre- 
sented, all  of  whom  were  treated  with 
one  of  two  types  of  hypothermia  ap- 
paratus. A new  apparatus  is  described 
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which  has  proved  inexpensive,  safe,  ef- 
fective, and  easy  to  use.  Representa- 
tive patients  are  described  and  dis- 
cussed. There  have  been  no  deaths 
attributable  to  uncontrolled  hemor- 
rhage alone.  The  apparatus  is  pre- 
sented as  a useful  aid  in  control  of 
massive  hemorrhage  but  not  as  defin- 
itive therapy  for  the  disease  process 
causing  hemorrhage.  The  apparatus 
can  be  easily  built  at  a cost  between 
one  and  two  hundred  dollars.  The 
authors  believe  that  its  reasonable  cost 
and  proved  effectiveness  should  make 
it  an  attractive  investment  for  many 
hospitals  not  presently  so  equipped. 
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Navy,  Penn  State 
Initiate  Computerized 
Course  for  Physicians 

Spurred  by  a marked  increase  in 
malaria,  a computerized  course  is  be- 
ing developed  to  train  physicians  and 
lab  technicians  to  recognize  the  dis- 
ease. 

Joining  forces  in  this  effort  are  The 
Pennsylvania  State  University  and  the 
U.S.  Navy  Medical  School  in 
Bethesda,  Md.  Penn  State  will  provide 
its  technological  and  developmental 
know-how  in  computer-assisted  in- 
struction (CAI),  the  Navy  Medical 
School  will  supply  subject  matter  for 
the  course. 

"Not  only  has  malaria  attacked 
American  forces  in  Vietnam,  but  it 
has  also  greatly  increased  among  the 
civilian  population  of  this  country,” 
explains  Dr.  Harold  E.  Mitzel,  assis- 
tant dean  for  research  in  the  College 
of  Education  at  Penn  State.  "Diag- 
nosis of  the  disease  is  critical  since 
treatment  varies  according  to  its  stage 
and  type. 

“Today  in  order  to  teach  the  labora- 
tory diagnosis  of  malaria  in  the  hu- 
man blood,  the  Navy  must  first  try 
to  round  up  enough  corpsmen  or 
medical  officers  to  fill  a class.  Then 
an  instructor  must  be  secured  to  spend 
the  30  or  40  hours  which  will  be 
necessary  to  complete  the  work. 

“A  program  of  instruction  stored  in 
a computer,  however,  can  adapt  to  the 
varying  interests,  aptitudes  and  back- 
grounds of  the  students,  as  their 
schedules  are  readily  adjusted  to  fit 
their  needs.” 

Successful  development  of  the 
course,  which  is  now  at  mid-point. 


may  demonstrate  the  feasibility  of 
CAI  in  training  navy  personnel  at 
their  duty  posts  around  the  globe. 
This  contrasts  with  the  present  prac- 
tice of  removing  men  from  duty  and 
shipping  them  back  to  training  centers 
at  considerable  cost. 

While  Dr.  Mitzel  heads  up  the  Penn 
State  side  of  the  project.  Commander 
Margaret  Linicome,  a biologist  in  the 
Navy  Medical  School,  and  Dr.  Richard 
Beaudoin,  a parasitologist  with  the 
Naval  Medical  Research  Institute,  are 
supplying  the  necessary  scientific 
knowledge. 

A student  station,  connected  into 
the  University’s  computer,  has  been 
established  at  Bethesda. 

Temple  Researchers 
Develop  Non-clotting 
Heart  Valve 

Science  has  taken  another  step  to- 
ward the  day  when  replacement  of 
worn-out  or  damaged  parts  of  the  body 
may  become  as  commonplace  as  re- 
placing parts  of  an  old  car. 

A non-clotting  heart  valve  has  been 
developed  and  tested  successfully  by 
a Temple  University  research  team. 
The  valve  is  the  first  to  be  developed 
that  does  not  cause  clotting  and  does 
not  necessitate  the  use  of  sometimes 
dangerous  anti-coagulant  drugs. 

Julio  C.  Davila,  M.D.,  professor 
of  surgery  and  the  valve's  developer, 
has  used  the  new  device  on  thirteen 
critically  ill  patients.  Seven  of  the 
patients  have  survived,  one  of  whom 
has  gone  for  a year  and  four  months 
and  another  for  almost  a year  with- 
out any  evidence  of  clotting.  The 
deaths  were  caused  by  complications 


not  related  to  clotting  or  the  surgery. 

Through  repeated  use  of  many  pre- 
viously developed  valves,  the  Temple 
research  team  found  that  thrombosis 
(blood  clotting)  occurred  where  ma- 
terial foreign  to  the  body  came  in  con- 
tact with  growing  scar  tissue.  Though 
the  scar  tissue  partially  healed,  it 
formed  thrombi  and  failed  to  heal 
completely. 

Efforts  by  other  researchers  were 
directed  toward  finding  materials 
which  would  prevent  clotting  on  arti- 
ficial devices.  Dr.  Davila,  however, 
concentrated  his  research  by  first 
determining  why  clots  should  form  be- 
tween the  valve  and  the  imperfect  scar 
tissue.  He  found  the  tissue’s  healing 
efforts  were  being  frustrated  because 
it  could  not  encapsulate  or  grow  over 
the  foreign  material. 

The  research  also  indicated  there  is 
less  chance  of  clotting  when  the  blood 
is  exposed  to  living  tissue  covered  over 
by  endothelium,  the  layer  of  cells 
which  normally  lines  the  circulatory 
system. 

With  this  knowledge  of  the  cause 
of  clotting,  Davila  then  set  about  find- 
ing a material  and  designing  a valve 
that  would  encourage  endothelium- 
covered  scar  tissue  to  encapsulate  it. 

Out  of  this  came  the  development 
of  a two-piece  device.  One  part  is 
made  of  fine,  monafilament  fibers  of 
Dacron  felt  in  a ring-like  cuff,  a ma- 
terial that  can  be  sutured  to  the  tissue. 
The  other  part  is  a solid,  smooth 
plastic  occluder  or  valve  which  moves 
up  and  down  with  the  beat  of  the 
heart  to  regulate  blood  flow.  The  felt 
cuff  allows  the  formation  of  a well- 
healed  tissue  capsule.  And  because  of 
the  material's  porosity,  a good  blood 
supply  is  ensured  for  the  valve  cap- 
sule. 
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Management  of  Nasal  Allergy 
A Comparative  Study  of  Two  Drugs 

A randomized  crossover  evaluation  of  two  medications  (Diso- 
phrol  Chronotab  and  Ornade)  by  observation  of  patient  response 


TABLE  I 

Comparative  Effectiveness  of  Treatment  According 
to  Order  of  Administration  of  Drugs 

No. 

Trials 

Relief  of  Nasal  Congestion  * 
Excellent  Good  Fair  None  to  Slight 

Test-Drug  Given 

Initially  54 

13 

25 

15 

i 

Reference-Drug  Given 
Subsequently  54 

7 

16 

29 

2 

Reference-Drug  Given 
Initially  49 

9 

11 

27 

2 

Test-Drug  Given 
Subsequently  49 

13 

16 

18 

2 

* 100%.  relief  = “Excellent” 

67-75% 

relief  = “Good” 

33-50%  relief  = “Fair"  0-25%  relief  = “None  lo  Slight” 


A.  ARTHUR  FIERBERG,  M.D. 
Hartford.  Connecticut 

The  management  of  symptoms  of 
nasal  allergy  often  requires  the 
use  of  oral  antihistamines  and 
vasoconstrictors  alone  or  combined. 
The  potent  antihistamines  and  vaso- 
constrictors that  are  available  have 
added  much  to  the  clinician’s  arma- 
mentarium. As  more  effective  drugs 
have  been  developed,  attention  has 
been  directed  to  minimizing  unwanted 
side  effects  which  so  often  may  add 
to  the  discomfort  of  the  patient,  a 
not  unimportant  consideration  in  a 
condition  in  which  comfort  is  usually 
a principal  concern  of  therapy.  The 
purpose  of  this  study  was  to  evaluate 
further  the  usefulness  of  a new  sus- 
tained-action tablet  combining  the  an- 
tihistamine, dexbrompheniramine,  and 
a vasoconstrictor,  d-isoephedrine,*  in 
the  relief  of  nasal  congestion  and  dis- 
charge of  allergic  origin. 

Dexbrompheniramine  is  an  effec- 
tive antihistamine  in  low  dosage,  pro- 
ducing less  sedative  and  anticholinergic 
side  actions  than  many  other  available 
antihistamines.15  The  d-isoephedrine 
component  produces  adrenergic  effects 
qualitatively  similar  to  those  of  other 
ephedrine  alkaloids,  but  causes  rela- 
tively less  cardiovascular  and  central 
stimulant  actions.6-8  Reports  of  con- 
trolled clinical  studies  indicate  that 
the  sustained-action  combination  of 
dexbrompheniramine  and  d-isoephed- 
rine  is  effective  and  relatively  well 
tolerated  in  the  symptomatic  treat- 
ment of  upper  respiratory  mucosal 
congestion  of  allergic  and  non-allergic 
origins.0 12 

Material  and  Method 

This  report  deals  with  a controlled 
evaluation  of  the  combined  dexbrom- 
pheniramine with  d-isoephedrine  in  a 
group  of  103  patients  compris- 

■ Dr.  Fierberg  is  chief  of  the  allergy 
section  at  the  Veterans  Administra- 
tion Hospital,  Newlington , Conn,  and 
current  president  of  the  Connecticut 
State  Allergy  Society. 


ing  approximately  half  males  and  half 
females,  varying  in  age  from  twelve 
to  seventy  years  and  presenting  with 
symptoms  of  nasal  congestion  of  al- 
lergic origin.  Perennial  rhinitis  was 
diagnosed  in  approximately  70  percent 
of  the  patients  studied  and  seasonal 
pollinosis  in  the  remainder. 

The  test-drug  * was  a tablet  con- 
taining 6 mg.  of  dexbrompheniramine 
maleate  and  120  mg.  of  d-isoephedrine 
sulfate,  the  tablet  content  of  both  ac- 
tive ingredients  distributed  equally  be- 
tween the  outer  coating  and  a sus- 
tained-release inner  core.  The  refer- 
ence-drug **  was  a capsule  containing 
8 mg.  of  chlorpheniramine  maleate 
and  50  mg.  of  phenylpropanolamine 
hydrochloride  in  sustained-release 
form,  and  2.5  mg.  isopropamide  io- 
dide, an  inherently  long-acting  com- 
ponent. Since  test  and  reference  drugs 
could  not  be  made  identical  in  appear- 
ance, they  were  supplied  in  randomly 


* Disophrol®  Chronotab,  White  Laboratories, 
Inc. 

**  Ornade®  Spansule,  Smith  Kline  and 
French. 


coded  bottles  that  were  prescribed  and 
dispensed  by  code-number  providing 
for  a randomized  crossover  sequence 
of  administration.  At  no  time  during 
the  study  was  the  identity  of  either 
prescribed  drug  known  to  the  patient 
or  the  investigator. 

The  dosage  uniformly  employed  for 
all  trials  was  one  tablet  (or  capsule) 
twice  daily.  Each  of  the  two  trial 
periods  in  every  patient  consisted  of 
a two-week  course  of  therapy.  Prior 
to  treatment,  and  again  at  the  end 
of  each  trial-period,  the  severity  of 
nasal  congestion  was  numerically 
scored  as  0,  1,  2,  3 or  4.  Pretreat- 
ment severity  of  nasal  congestion  was 
graded  as  "moderate”  or  “severe” 
(with  a score  of  “2”  or  "3”)  in  over 
85  percent  of  the  patients  studied,  and 
"mild”  (with  a score  of  "1”)  in  only 
2 percent  of  the  group.  The  percent 
remission  of  nasal  congestion  was  cal- 
culated according  to  the  formula  at 
the  top  of  the  next  page. 

Concomitant  therapy  consisting  of 
hyposensitization  was  employed  in  ap- 
proximately 60  percent  of  the  patients. 


Pretreatment  Score  — Post-treatment  Score  X 100  =Percent  Remission  of 


Pretreatment  Score 

Occasionally,  bronchodilators  were 
used  concomitantly  in  patients  with  as- 
sociated asthma. 

Results 

Upon  conclusion  of  the  study,  it  was 
determined  that  fifty-four  patients  had 
been  treated  initially  with  the  test-drug 
and  subsequently  with  the  reference- 
drug,  while  forty-nine  had  received 
the  reference-drug  during  the  first 
trial-period,  and  the  test-drug  during 
the  second  trial-period.  Of  the  fifty- 
four  patients  who  had  been  given  the 
test-drug  first,  thirty-eight  (70  percent) 
had  “excellent”  to  “good”  responses, 
while  one  patient  was  not  benefited. 
After  these  patients  were  crossed-over 
to  the  reference-drug,  twenty-three 
(43  percent)  had  “excellent”  to  “good” 
relief  of  nasal  congestion,  and  two  ob- 
tained no  relief.  Of  the  forty-nine  pa- 
tients who  were  given  the  reference- 
drug  first  twenty  (41  percent)  had 
“excellent”  to  “good”  responses,  and 
two  did  not  respond  to  treatment. 
When  these  forty-nine  patients  were 
crossed-over  to  the  test-drug,  twenty- 
nine  (59  percent)  experienced  “excel- 
lent” to  “good”  relief  of  nasal  con- 
gestion and  two  failed  to  respond. 

Of  the  total  of  103  clinical  trials  of 
the  test-drug,  sixty-seven  (65  percent) 
were  associated  with  “excellent”  or 
“good"  responses,  whereas  only  forty- 


Nasal  Congestion 

three  (42  percent)  of  the  103  clinical 
trials  of  the  reference-drug  produced 
"excellent”  or  “good”  responses.  More- 
over, a “fair”  to  “no”  response  was 
observed  in  thirty-six  (35  percent)  of 
the  test-drug  trials,  as  compared  to 
sixty  (58  percent)  of  the  reference- 
drug  trials.  The  differences  in  the 
effectiveness  of  the  test-drug  and  the 
reference-drug  were  found  to  be  statis- 
tically significant  (P<0.01). 

When  responses  between  both  drugs 
in  the  same  patient  were  compared, 
it  was  found  that  thirty-six  (35  per- 
cent) patients  had  greater  relief  with 
the  test-drug  while  only  nine  (9  per- 
cent) had  greater  relief  with  the  ref- 
erence medication. 

Side  effects  were  observed  in  nine 
(9  percent)  of  the  trials  of  the  test- 
drug,  and  in  thirty-five  (34  percent) 
of  the  trials  of  the  reference-drug. 
Dry  mouth  was  the  most  frequently 
observed  side  effect,  occurring  during 
twenty-six  (25  percent)  of  the  trials 
of  the  reference-drug,  but  only  during 
two  (2  percent)  of  the  test-drug  trials. 
Other  side  effects  were  occasionally 
noted,  and  included  drowsiness,  head- 
ache, dizziness  and  gastrointestinal  dis- 
tress. 

Summary  and  Conclusion 

In  a randomized  crossover  study, 
carried  out  in  a group  of  103  patients 


with  chronic  and  recurrent  symptoms 
of  nasal  congestion  of  allergic  origin, 
an  oral  combination  of  dexbrompheni- 
ramine  and  d-isoephedrine  (test-drug) 
produced  significantly  more  effective 
symptomatic  relief  and  fewer  side  ef- 
fects than  did  an  oral  preparation 
combining  chlorpheniramine,  phenyl- 
ephrine and  isopropamide  (reference- 
drug). 

“Excellent”  and  “good"  control  of 
symptoms  of  nasal  congestion  was 
noted  in  65  percent  of  the  trials  of 
the  test-drug,  and  in  42  percent  of 
the  trials  of  the  reference  preparation. 
Moreover,  when  responses  to  the  two 
drugs  in  the  same  patients  were  com- 
pared, greater  effectiveness  was  ob- 
served four  times  more  frequently 
with  the  test-drug  than  with  the  refer- 
ence-drug. 

Side  effects  were  noted  over  three 
times  more  often  with  the  reference- 
drug.  Complaints  of  “dry  mouth.”  so 
often  associated  with  antihistamine 
therapy,  were  significantly  less  fre- 
quent when  patients  received  the  test- 
drug. 

It  would  appear,  therefore,  that  1 
treatment  with  the  oral  combination 
of  dexbrompheniramine  and  d-isoe- 
phedrine  provides  effective  relief  of 
symptoms  of  nasal  congestion  with 
relatively  few  unwanted  side  actions  j 
and  is  a useful  adjunct  in  the  manage- 
ment of  nasal  allergy. 
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TABLE  II 

Comparative  Effectiveness  of  Test  Drug  and  Reference  Drug 
(All  Trials) 

No.  Relief  of  Nasal  Congestion 

Trials  Excellent  Good  Fair  None  to  Slight 


Test-Drug 

103 

26 

41 

33 

3 

Reference-Drug 

103 

16 

27 

56 

4 

TABLE  III 

Occurrence  of  Side  Effects  in  Total  Therapeutic  Trials 


Side  Effect 

Test-Drug 

Reference-Drug 

Dry  Mouth 

2 (2%) 

26  (25%) 

Drowsiness 

4 

8 

Dizziness 

2 

0 

Headache 

1 

0 

Gastrointestinal  Distress 

0 

1 

Total 

9 (9%) 

35  (34%) 

Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


— 

For  the  ambulant  patient  with  hemorrh 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 


Relieves  strain 

Metamucil  produces  soft,  well-formed  stools  that  mini- 
mize pain  and  strain  and  reduce  the  chance  of  throm- 
bosis in  hemorrhoidal  veins. 

Softens  stools 

Metamucil,  a highly  purified  vegetable  colloid,  absorbs 
water,  hydrates  the  intestinal  contents  and  produces  a 
demulcent  "smoothage”  that  aids  healing  of  hemor- 
rhoids and  anal  fissures. 

Reduces  pain 

Metamucil  reduces  pain  by  eliminating  the  abrasive  ir- 
ritation of  hard,  dry  stools. 

Restores  bowel  function 

Metamucil  produces  a gentle  distention  of  the  intestinal 
wall  that  stimulates  natural  peristalsis  and  helps  reestab- 
lish normal,  rhythmic  bowel  function. 

And  in  constipation... 

Metamucil  furnishes,  as  it  has  for  more  than  30  years, 
the  simple  physiologic  corrective  to  constipation,  elim- 
inating both  hard  stools  and  the  need  for  harsh  laxatives. 

Usual  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  powder  in  a 
glass  of  cool  liquid,  or  one  packet  of  Instant  Mix  Meta- 
mucil in  a glass  of  water.  An  additional  glass  of  liquid 
is  helpful. 


SEARLE 


Research  in  the  Service  of  Medicine 


Beta-Hemolytic 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  ICS... 

Potassium  Phenoxymethyl  Penicillin 

Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections,-  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per.  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Pneumoconiosis 

A review  of  the  present  situation  and  the  program  for  con- 
trol of  a very  extensive  health  hazard  in  our  Commonwealth 


JAN  LIEBEN,  M.D. 

Harrisburg,  Pennsylvania 

Pneumoconiosis  is  the  biggest  and 
by  far  the  costliest  occupational 
disease  problem  in  Pennsylvania 
and  probably  in  the  rest  of  the  United 
States  as  well.  This  paper  details  the 
experience  of  the  Department  of 
Health  with  the  four  most  important 
pneumoconioses : 

I .  coalworkers’  pneumoconiosis,  in- 
cluding anthracosilicosis 

2.  silicosis  in  foundry  workers  and 
similar  manufactures 

3.  asbestosis 

4.  beryllosis 

Coalworkers’  Pneumoconiosis 

The  first  phase  of  our  studies  con- 
sisted of  surveys  of  bituminous,  semi- 
bituminous,  and  anthracite  coal  miners. 
These  were  x-ray  surveys  which  were 
combined  with  a short  history  and 
i vital  capacity  test  and  primarily  served 
the  purpose  of  establishing  the  extent 
of  the  pneumoconiosis  problem  in  this 
• state.  We  documented  the  discovery 
made  by  others  that  we  have  a serious 
pneumoconiosis  problem  in  Pennsyl- 
j vania  coal  miners. 


■ Dr.  Lieben  is  director  of  the  Di- 
vision of  Occupational  Health,  Com- 
monwealth of  Pennsylvania  Depart- 

j ment  of  Health. 

■ This  paper  was  originally  presented 
before  the  annual  meeting  of  the 
Pennsylvania  Medical  Society  in  Phil- 
adelphia, September  29,  1967. 


So  far  we  have  not  been  able  to 
answer  the  question  of  how  much  of 
this  pneumoconiosis  (deposition  of  dust 
in  the  lungs)  which  is  evident  on  the 
x-ray  film  is  actually  disabling. 

For  our  fact-finding  x-ray  surveys 
we  could  only  x-ray  miners  who  volun- 
teered, and  our  surveys  have  been  criti- 
cized in  that  they  do  not  give  a true 
picture  of  actual  conditions. 

We  found  that  52  percent  of  the 
working  and  retired  miners  who  ap- 
peared for  the  study  in  the  anthracite 
area  1 had  pneumoconiosis;  in  the  bi- 
tuminous area  of  central  Pennsylvania 
this  figure  was  34  percent  2;  and  in 
western  Pennsylvania  it  was  only  14 
percent.3  There  are  definite  differences 
both  in  the  number  of  persons  with 
pneumoconiosis  and  also  in  the  severity 
of  pneumoconiosis  in  these  three  areas. 
Many  theories  have  been  advanced  to 
explain  this,  but  I do  not  know  of  any 
definite  and  conclusive  explanation.  A 
study  similar  to  the  one  which  we 
conducted  was  done  in  the  Appala- 
chian region  by  the  United  States 
Public  Health  Service  and  in  this  case 
a smaller  group,  a statistically  selected 
sample,  was  examined.  (That  is,  a 
sample  of  the  operating  mines  and 
miners  was  selected  statistically,  in 
contrast  to  the  studies  described  above, 
for  which  unselected  volunteers  ap- 
peared for  tests.)  The  study  in  the 
Appalachian  region  confirmed  our 
own  findings  in  the  western  and  central 
Pennsylvania  areas.  No  USPHS  study 
has  been  undertaken  in  an  anthracite 
region.1 

In  December  1964  Governor  Scran- 
ton called  a Conference  on  Pneumo- 
coniosis.5 This  Conference  was  at- 
tended by  a large  number  of  physi- 
cians, management  personnel,  union 
representatives,  industrial  hygienists 
and  lawyers.  The  proceedings  of  this 
Conference  have  been  printed,  and 
they  contain  several  recommendations. 
Two  of  these  recommendations  have 
been  fulfilled  so  far.  One  of  them 
was  the  appointment  of  a permanent 
committee  to  study  pneumoconiosis 
and  make  recommendations  on  how  to 


deal  with  the  problems  accompanying 
it.  The  other  one  was  that  the  former- 
ly existing  four-year  statute  of  limita- 
tion in  the  Occupational  Disease  Act  be 
changed.  In  other  words,  if  a miner 
became  disabled  from  silicosis  not 
while  working  but  four  years  after  he 
had  left  the  dusty  environment,  he 
could  claim  occupational  disease  bene- 
fits. Under  the  new  law,  this  statute 
of  limitation  has  been  completely 
eliminated.  A miner  who  has  worked 
in  Pennsylvania  coal  mines  for  a 
period  of  not  less  than  two  years  at  any 
time  and  is  now  disabled  from  sili- 
cosis, anthrocosilicosis  or  coalworkers’ 
pneumoconiosis  and  has  in  the  past 
not  been  receiving  occupational  disease 
benefits  can  now  make  a claim  for 
certain  payments.  As  a result  of  this 
change,  over  29  thousand  new  applica- 
tions for  these  payments  had  been  re- 
ceived by  October  1,  1967.  In  ad- 
dition, there  are  5,600  men  who  were 
able  to  make  their  claim  within  the 
four-year  statute  of  limitation  period 
and  now  receive  regular  occupational 
disease  benefits  of  $12,700  and  7,171 
who  had  used  up  their  regular  occu- 
pational disease  benefits  of  $12,700 
and  are  now  eligible  for  additional  pay- 
ments under  the  new  law. 

Under  an  agreement  with  the  De- 
partment of  Labor  and  Industry,  the 
Department  of  Health  is  responsible 
for  the  medical  evaluation  of  new 
claims.  Of  the  over  29  thousand  ap- 
plicants, 12  thousand  have  been  ap- 
proved for  payments  and  the  rest  are 
either  awaiting  a decision  by  the  refe- 
rees or  have  been  denied  payments. 

Our  total  coalworkers’  pneumo- 
coniosis picture  looks  as  follows: 

There  are  presently  36  thousand 
men  employed  in  Pennsylvania  coal 
mines.  Twenty  percent  or  7,200  of 
these  have  x-ray  evidence  of  coal- 
workers’ pneumoconiosis  but  do  not 
claim  disability;  5,600  are  disabled 
and  receive  regular  occupational  dis- 
ease benefits  up  to  $12,700;  7,171 
had  used  up  their  $12,700  and  have 
now  become  eligible  under  the  new 
law. 
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TABLE  I 

Age  Distribution  of  Applicants  under  Act  335 


Age 

Percentage 

Normal 

life 

expectancy 

Under  60 

14 

60-69 

35 

15  years 

70-79 

40 

10  years 

80+ * 

11 

5 years 

* The  oldest  applicant  tinder  the  new  law  is  101  years  old. 

TABLE  II 

Tabulation  of  (ILO)  3C  Cases 


Age  group 

Eastern 

Central 

Western 

Total 

45  and  under 

3 

1 

2 

6 

50-59 

64 

6 

2 

72 

60-69 

172 

25 

9 

206 

70-79 

178 

48 

13 

239 

80+ 

55 

12 

4 

71 

Age  not  on  record 

29 

6 

3 

38 

Total  disabled 

501 

98 

33 

632 

TABLE  III 

Pneumoconiosis  Found  in  Community  X-Ray  Survey 
1961-1963 


Total  number  films 

396,000 

Total  number  read  as  pneumoconiosis 

428 

Age  25-54  read  as  pneumoconiosis 

111 

Coal  miners 

48 

Brick  and  stone 

16 

Foundry 

10 

Welding 

3 

Other 

3 

No  dust  exposure 

31 

TABLE  IV 

Pneumoconiosis  in  Employed  Non-Miners 


Total  x-rayed 


32,005 


Number  of  plants 


130 


Pneumoconiosis  or  suspected  pneumoconiosis  97 

No.  of  plants  Employees  Pneumoconiosis 

Foundries  22  5,005  37 

Metal  industries  16  3,431  14 

Stone,  glass  & clay  27  2,229  14 
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10,665 
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We  tabulated  the  age  distribution 
and  life  expectancy  of  the  first  16 
thousand  of  the  new  applicants  under 
the  law.  The  results  are  presented  in 
TABLE  I. 

Fifty-one  percent  of  the  new  appli- 
cants are  over  seventy  years  old. 

We  also  studied  all  the  3C  cases 
(ILO  Classification  of  the  Pneumo- 
conioses, that  is  cases  with  one  or 
more  large  opacities  whose  combined 
area  exceeds  one-third  of  the  lung 
field  plus  smaller  opacities  in  both 
lungs).  6 That  is  the  severest  coalescent 
lesion.  We  discovered  632  cases  and 
in  reviewing  these  cases  as  part  of  the 
over-all  picture,  we  confirmed  again 
the  fact  that  pneumoconiosis  is  more 
frequent  and  more  severe  in  anthracite 
than  in  the  bituminous  coal  regions: 

501  of  these  cases  came  from  the 
Anthracite  region 

98  came  from  central  Pennsylvania 
33  came  from  western  Pennsyl- 
vania (bituminous  coal  areas). 

Five  hundred  fifty-four  of  these  632 
cases  were  over  sixty  years  of  age. 

We  plan  to  continue  our  analysis  of 
these  data.  Undoubtedly  much  addi- 
tional information  will  come  from  this 
project. 

Silicosis  in  Foundry  Workers 
and  Similar  Occupations 

According  to  our  studies,  the  picture 
here  is  somewhat  brighter  and  the  inci- 
dence of  silicosis  is  much  lower.  This 
report  consists  of  the  results  of  two 
studies. 

We  analyzed  approximately  396 
thousand  chest  x-rays  which  were 
taken  from  1961  through  1963  in 
community  surveys  in  southeastern 
Pennsylvania,  excluding  the  principal 
coal  areas;  428  films  were  found  to 
show  pneumoconiosis.7 

For  the  purpose  of  that  study,  we 
selected  only  those  who  were  in  the 
twenty-five — fifty-four  year  age  group 
and  examined  1 1 1 persons;  all  others 
were  older.  Of  these  111,  forty-eight 
were  former  coal  miners  who  had 
drifted  away  from  the  coal  regions, 
sixteen  were  brick  and  stone  workers, 
ten  foundry  workers,  fourteen  were 
welders.  In  three  cases  no  occupations 
were  obtained  (TABLE  III).  In  thirty- 
one  no  dust  exposure  was  elicited.  On 
further  study  with  14"  x 17"  pictures 
no  pneumoconiosis  or  other  condi- 
tions such  as  emphysema  or  fibrosis 
were  found. 

We  also  took  32,005  films  with  our 
industrial  x-ray  unit  in  1966-67  in  130 
industrial  plants. 

Here  we  found  ninety-seven  cases 


of  pneumoconiosis.  Sixty-five  or  more 
than  two-thirds  of  these  cases  came 
from  pneumoconiosis-producing  in- 
dustries: foundries,  thirty-seven  cases; 
metal  industries,  fourteen  cases;  stone, 
glass  and  clay  industries,  fourteen 
cases. 

This  picture  of  very  low  incidence 


is  somewhat  fallacious:  it  is  much 

higher  in  reality.  In  our  industrial  x- 
ray  surveys  an  average  of  eighty-seven 
percent  of  the  total  plant  population 
participated,  but  not  everybody  is  ex- 
posed to  dust.  Administrative  person- 
nel and  those  working  in  non-dusty 
areas  increase  our  numerator  and  ac- 
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count  for  part  of  the  very  low  pneumo- 
coniosis rate.  But  even  considering 
this,  pneumoconiosis  rarely  approaches 
the  high  percentage  found  among  coal 
miners. 

This  is  also  brought  out  by  Pennsyl- 
vania’s figures  on  occupational  disease 
awards.  Less  than  5 percent  of  the 
total  number  of  awards  was  given  to 
workers  in  the  silicosis-producing  in- 
dustries other  than  coal  mines. 

Asbestosis 

The  pneumoconiosis  problem  in  as- 
bestos workers  in  Pennsylvania  has 
been  studied  within  the  last  three  or 
four  years.  This  group  is  much  smaller 
than  that  of  the  coal  miners  but  none- 
theless consists  of  several  thousand 
men.  There  are  at  least  twenty  plants 
in  this  state  handling  asbestos  exten- 
sively. In  most  of  them  exposures  are 
now  well  controlled,  hut  as  a result  of 
past  laxity  in  controls,  there  is  a size- 
able number  of  persons  with  asbestosis. 

Three  problems  are  evident  here: 

1.  Asbestosis 

Insulation  workers  have  been 
studied  quite  extensively.  These  people 
apply  asbestos  cement  insulation  to 
pipes,  boilers,  and  elsewhere.  Many  of 
them  work  outdoors  and  their  exposure 
to  actual  asbestos  dust  is  short  but 
when  it  occurs,  it  is  heavy.  Working 
with  a wet  asbestos  cement  most  of 
the  day  they  may  be  exposed  very 
lightly,  but  when  they  mix  the  cement 
they  pour  several  bags  of  finely  ground 
asbestos  into  the  mixing  vessel  with- 
out any  protection  and  are  at  that  time 
heavily  exposed  to  asbestos  dust.  The 
exposure  during  this  mixing  operation 
was  found  to  be  approximately  eight 
times  that  of  the  maximum  allowable 

I concentration. 

The  membership  of  a union  local  of 
the  asbestos  insulation  workers  in  this 
state  was  surveyed  and  out  of  161 

I members  forty-five  had  asbestosis; 
twenty-three  cases  were  rather  severe 
in  type.  Similar  findings  regarding  an- 

1 other  local  were  recently  reported  by 
Freundlich  in  the  September  issue  of 
Radiology . s 

1.  2.  Cancer 

Asbestosis  was  also  studied  in  a 
small  town  in  central  Pennsylvania  in 
a plant  which  employs  approximately 
1,800  persons.  This  is  the  principal 
industry  in  the  town."  In  order  to 
obtain  an  estimate  of  the  number  of 
i.  cases  of  asbestosis  from  this  plant,  we 
ft  went  to  six  hospitals  which  served  this 
community  and  asked  the  record  li- 
brarians to  locate  all  cases  of  asbestosis 
which  had  been  hospitalized  over  an 


eight-year  period.  Sixty-eight  cases  of 
confirmed  asbestosis  were  found.  This 
is  by  no  means  all  since  we  studied 
only  the  admissions  for  an  eight-year 
period.  Also,  not  all  asbestosis  cases 
were  hospitalized  in  these  six  hospitals. 
Since  then,  other  cases  were  found  to 
have  gone  to  hospitals  in  Philadelphia 
and  other  cities  and  some  never  went 
to  a hospital.  This  was  not  very  sur- 
prising but  the  important  findings  were 
twenty-one  cases  of  malignancies 
among  these  sixty-eight  admissions  for 
asbestosis.  Twelve  of  these  were  lung 
cancer  with  half  of  these  cases  having 
a positive  smoking  history  and  the 
other  half  no  smoking  history.  The 
rest  were  miscellaneous  malignancies 
such  as  leukemia,  lymphoblastoma,  ab- 
dominal and  genito-urinary  tract  can- 
cer. This  is  an  incidence  of  malignan- 
cies of  one  out  of  each  three  cases. 
Eight  of  the  twelve  lung  cancer  cases 
were  persons  under  sixty  years  of  age. 

3.  Malignant  Mesothelioma 

In  a separate  investigation,  the  re- 
lationship of  this  tumor  with  asbestos 
exposure  in  southeastern  Pennsylvania 
was  studied.10  One-hundred-sixty-two 
hospitals  in  the  area  were  asked  to 
provide  reports  of  all  mesotheliomas 
which  had  been  recorded  over  a five- 
year  period.  Reports  of  forty-five 
cases  of  confirmed  mesotheliomas  were 
received.  In  each  case,  the  survivors 
and/or  the  employers  were  visited  to 
determine  the  occupational  exposure, 
residence,  and  family  history.  The 
grouping  of  cases  was  similar  to  that 
of  beryllium  exposure.  Asbestos  ex- 
posure was  found  in  employed  persons, 
in  family  contacts,  and  in  neighbor- 
hood cases.  Specifically,  there  was  a 
nurse  in  a hospital  who  never  had  any 
exposure  to  asbestos  herself,  but  whose 
father  and  brother  were  asbestos  in- 
sulation workers.  A two  and  one- 
half  year  old  child  whose  father 
worked  as  a chemist  in  an  asbestos 
insulation  plant  had  mesothelioma.  An 
Episcopalian  minister  who  had  lived 
for  eighteen  years  near  the  asbestos 
insulation  plant  where  the  father  and 
brother  of  the  previously  mentioned 
nurse  had  been  employed  also  had 
mesothelioma.  Asbestos  exposure  of 
all  types  was  elicited  in  54  percent  of 
the  cases.  In  the  rest  of  the  cases 
no  direct  asbestos  exposure  was  found. 

Beryllosis 

Chronic  cases  of  beryllosis  still 
occur  in  southeastern  Pennsylvania 
where  a large  beryllium  refinery  has 
been  located  since  the  late  30's.11 
“New”  cases  are  still  appearing.  These 


cases  are  the  result  of  occupational 
exposure  or  of  the  handling  of  con- 
taminated clothing;  for  some  cases  no 
other  cause  than  community  air  pollu- 
tion could  be  found.  (“New”  is  men- 
tioned in  quotation  marks  because  it 
is  always  uncertain  when  the  actual 
exposure  had  occurred.)  Any  person 
who  has  lived  in  the  area  all  his  life 
and  has  been  subject  to  community 
air  pollution  for  many  years  is  a can- 
didate. What  actually  triggers  the  di- 
sease is  not  known.  It  could  have  been 
a short  and  high  exposure  or  a con- 
tinuous low  exposure.  Dozens  of 
samples  of  lungs  of  residents  from  the 
town  where  the  plant  is  located  have 
been  analyzed  and  beryllium  was 
found  in  the  lungs  of  residents  irre- 
spective of  whether  they  have  beryl- 
lium disease  or  not.13  Four  cases  of 
beryllosis  have  been  reported  from 
another  area  where  a beryllium  refin- 
ery is  located.  In  this  town,  a berylli- 
um plant  was  opened  in  1958  and  the 
preventive  measures  have  been  much 
more  effective  than  they  were  in  the 
early  days  of  the  first-mentioned  plant. 
These  four  cases  were  all  beryllium 
workers  and  thus  subject  to  heavier 
exposure  than  people  who  live  in  the 
surrounding  communities.  Beryllium 
disease,  of  course,  has  a long  latent 
period  and  symptoms  and  signs  may 
not  occur  for  quite  some  time  after  the 
actual  exposure  has  ceased. 

Several  cases  of  beryllium  pneumon- 
itis came  from  plants  handling  low  per- 
centage beryllium-containing  alloys.12 
When  these  alloys  are  cast,  refined  or 
heat-treated  beryllium  in  excess  of  the 
Threshold  Limit  Values  is  frequently 
given  off  and  several  cases  of  pneu- 
monitis have  been  observed. 

From  time  to  time,  other  cases  of 
pneumoconiosis  such  as  graphitosis, 
byssinosis,  talcosis,  or  pneumoconiosis 
from  flour  have  been  reported.  These 
cases  are  rare  and  cannot  be  consid- 
ered a general  public  health  problem. 

Conclusion 

Pneumoconiosis  is  our  commonest 
and  costliest  occupational  health  prob- 
lem. The  x-ray  evidence  of  20  percent 
pneumoconiosis  in  working  coal  min- 
ers and  of  25  percent  in  certain  asbes- 
tos workers  points  out  that  more  and 
better  preventive  efforts  are  needed.  It 
also  indicates  that  the  disease  is  not 
a thing  of  the  past  as  one  might  be- 
lieve if  only  the  age  distribution  of 
the  applicants  for  occupational  di- 
sease benefits  is  considered. 

The  incidence  of  pneumoconiosis  in 
foundries,  metal,  stone,  glass  and  clay 
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industries  is  much  lower  than  in  the 
coal  industry  and  it  is  believed  that 
this  is  due  to  the  fact  that  there  is  a 
greater  and  more  successful  effort  in 
reducing  dust  exposures. 
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Institute  of  Pennsylvania 
Hospital  Gets 
$50,000  Grant 

The  Institute  of  Pennsylvania  Hos- 
pital has  received  a two-year  grant 
from  the  van  Ameringen  Foundation, 
Inc.  of  New  York  City.  The  funds, 
to  be  used  in  the  Adolescent  Treat- 
ment Unit,  amount  to  $50,000  for  the 
first  year  and  up  to  $50,000  for  the 
second  year. 

The  funds  will  provide  for  the  addi- 
tion to  the  Staff  of  special  teachers 
and  recreational  workers.  New  equip- 
ment and  supplies  will  be  acquired, 
classroom  areas  will  be  improved,  and 
patient  groups  will  be  able  to  be  trans- 
ported to  activities  outside  of  the  Hos- 
pital. 

The  Adolescent  Treatment  Unit  of 
the  Institute  provides  adolescents  rang- 
ing in  ages  from  fourteen  to  twenty- 
one  years  with  therapeutic  community 
living.  The  young  adult  also  receives 
individual  psychotherapy  from  a psy- 
chiatrist. The  Unit  has  provided  group 
and  individual  treatment  for  almost 
one  hundred  patients  since  it  opened 
in  July,  1966. 


Wills-Temple 
Affiliation  Proceeding 

Procedural  and  professional  steps  in 
the  affiliation  of  Wills  and  Temple  are 
proceeding  on  a constructive  level 
(see  Pa.  Med.,  July,  1967;  page  8). 
New  relationships  are  opening  with 
St.  Christopher's  Hospital  for  Children 
which  serves  as  the  department  of 
pediatrics  for  Temple  University.  The 
Wills  staff  is  looking  carefully  at  the 
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problems  and  accomplishments  of  St. 
Christopher’s  for  lessons  applicable  to 
Wills  in  affiliation.  St.  Christopher's 
poses  several  areas  of  augmentation 
to  the  Wills  program,  and  high  among 
these  has  been  the  addition  of  Robison 
Harley,  M.D.,  as  a full  time  staff  mem- 
ber in  the  pediatric-motility  depart- 
ment. Dr.  Harley  serves  in  this  capac- 
ity to  Wills  Mondays,  Tuesdays  and 
Fridays.  On  Wednesdays  and  Thurs- 
days, he  serves  the  Pediatric  Ophthal- 
mology Clinic  at  St.  Christopher’s. 
Under  this  arrangement,  the  pediatric 
eye  patients  treated  at  Wills  have  in- 
creased almost  three-fold  as  compared 
to  comparable  periods  in  1966.  The 
Cytogenetics  Laboratory  of  St.  Chris- 
topher’s is  now  immediately  available 
to  Wills  on  a working  relationship 
supplying  services  not  heretofore 
available  within  the  Wills.  Donaldson 
R.  Manley,  M.D.,  who  completed  his 
service  as  chief  resident  at  the  Wills 
in  July,  1966  has  subsequently  been 
on  a special  postdoctoral  fellowship 
in  pediatric  ophthalmology  with  Drs. 
Costenbader  and  Parks  in  Washington, 

D.  C.  He  will  return  in  January, 
1968  to  the  pediatric-motility  service 
under  the  overall  direction  of  William 

E.  Krewson,  M.D.,  chief  of  this  ser- 
vice. 

Excerpted  from  Wills  Eye  Hospital 
Society  News  Bulletin,  October  1967. 


Einstein  Receives 
Ford  Grant 

The  Ford  Foundation  today  an- 
nounced a $388,000  five-year  research 
grant  to  the  Albert  Einstein  Medical 
Center.  The  Einstein  grant  is  among 
those  totaling  $15.7  million  “for  ac- 
tion. training  and  research  addressed 
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to  world  population  problems."  and 
is  one  of  thirteen  in  new  or  expanded 
support  by  the  Ford  Foundation  to 
basic  and  applied  research  in  contra- 
ceptive medicine  and  family  planning. 

The  foundation  statement  noted. 
“There  is  never  likely  to  be  one  per- 
fect pill’  for  all  individuals.’’  For  this 
reason  the  grants  cover  a broad  range 
of  reproductive  research. 

Samuel  J.  Ajl,  Ph.D..  director  of 
research  at  Einstein,  said  the  study  to 
be  conducted  at  the  medical  center 
by  Emil  Steinberger,  M.D.,  “will  be 
dealing  with  fertility  control  in  the 
male.” 

In  common  with  other  medical 
centers,  schools  of  medicine  and  uni- 
versities involved  in  the  research,  "it 
is  hoped  that  the  knowledge  gained 
may  lead  to  new  substances  or 
methods  to  control  fertility  through 
less  drastic  intervention  in  body  pro- 
cesses, and  with  fewer  side  effects, 
than  the  present  generation  of  con- 
traceptives,” Dr.  Ajl  said. 

Dr.  Steinberger,  is  chief  of  the  divi- 
sion of  endocrinology  and  reproduc- 
tion at  the  AEMC  Research  Labora- 
tories. His  current  research  efforts  are 
directed  primarily  towards  problems 
of  infertility  in  humans  and  study  of 
basic  physiologic  processes  controlling 
gonadal  function.  Other  studies  con- 
ducted in  the  division  include  investi- 
gation of  endocrine  function  in  emo- 
tional stress  and  perceptual  isolation, 
effect  of  hormones  on  behavior  and 
studies  of  factors  controlling  growth 
of  population. 

Besides  his  position  at  Einstein's 
Research  Laboratories,  Dr.  Stein- 
berger also  holds  the  rank  of  attending  I 
physician  in  Einstein's  clinical  endo- 
crinology section,  a part  of  the  medical 
center’s  department  of  internal  medi-  ■ 
cine. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows, 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  ‘Ornade’ 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Ornade  Taden,,., 

Each  capsule  contains  8 mg.  of  Teldrin<® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


a stuffy  nose 
is  no 

laughing  matter 


Smith  Kline  & French  Laboratories 
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Indications:  Hypertension  and 
many  types  of  edema  involving 
retention  of  salt  and  water. 
Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibil- 
ity of  small  bowel  lesions  (obstruc- 
tion, hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery 


for  these  lesions  has  frequently 
been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated 
potassium  supplements  immedi- 
ately if  abdominal  pain,  distention, 
nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross 
the  placental  barrier  and  adverse 
reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate 
metabolism,  etc.)  are  potential 


problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always 
be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  pa- 
tients receiving  ganglionic  block- 
ing agents  or  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Barbiturates,  narcotics  or 
alcohol  may  potentiate  hypoten- 
sion. Because  of  the  possibility  of 
progression  of  renal  damage,  peri- 


odic determination  of  the  BUN  is 
indicated.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Hepatic  coma  may  be  pre- 
cipitated. 

Electrolyte  imbalance,  sodium  and 

or  potassium  depletion  may  occur.  | 

If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton 
should  be  discontinued  and  potas- 
sium supplements  given,  provided 
the  patient  does  not  have  marked 
oliguria. 

Take  special  care  in  cirrhosis  or 


For  the 

cardiac  patient 
on  2 pillows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton® 

chlorthalidone 


new  50  mg.  tablet 
or  100  mg.  tablet 


severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 

First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 

Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 

Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


Is  The  Public  Sold'  on 
Annual  Physical  Exams? 


Individual  physicians,  specialty 
groups  and  medical  associations  have 
long  been  stressing  the  importance 
of  the  annual  physical  examination. 
The  public’s  decision  to  take  ad- 
vantage of  this  facet  of  preventive 
medicine  is  influenced  by  several 
factors,  not  the  least  of  which  is  the 
individual’s  conception  of  his  physi- 
cian’s attitude  toward  periodic  health 
checkups. 

The  following  summary  covers  the 
highlights  of  a 335  page  report  of 
a study  conducted  for  the  American 
Cancer  Society  by  Tieberman  Re- 
search, Inc.  The  study  was  based  on 
a random  sample  of  2,099  respondents 
who  were  divided  into  three  categories: 

Goers,  26  percent — those  who  go 
regularly  (usually  once  a year)  for 
some  kind  of  checkup  that  includes 
cancer  tests. 

Past  goers,  17  percent — those  who 
have  had  such  examination,  at  some 
time. 

Non-goers,  57  percent — those  who 
have  never  had  a physical  examina- 
tion that  included  cancer  tests. 

If  My  Doctor  Tells  Me  To 

Ninety  percent  of  those  questioned 
in  the  survey  say  they  would  have 
annual  checkups  which  include  tests 
for  cancer  if  a doctor  told  them  to 
do  so. 

The  public,  it  is  clear,  is  not  at  all 
sure  how  doctors  feel  about  cancer 
checkups.  Forty-three  percent  be- 
lieve that  doctors  think  they  should 
have  such  checkups,  14  percent  say 
that  doctors  feel  it  is  not  necessary 
to  have  such  checkups,  and  the  re- 
mainuer,  43  percent,  “a  surprisingly 
large  segment  of  the  population”  ac- 
cording to  the  study,  say  they  do  not 
know  how  doctors  feel  about  such 
checkups! 

Of  goers  83  percent  feel  that  doc- 
tors encourage  checkups  whereas  only 
23  percent  of  non-goers  agree. 

Only  a small  minority,  6 percent, 
say  they  would  not  have  checkups 
even  if  the  doctor  told  them  to.  The 
main  reason  here,  as  in  answer  to 
other  questions  by  non-goers,  is  that 
they  feel  healthy  and  see  no  reason  for 
going  to  the  doctor. 


The  study  reveals  warm,  confident 
attitudes  towards  the  physician.  By 
and  large  the  public  feels  that  doctors 
are  friendly,  73  percent;  can  be 
trusted,  67  percent;  are  competent,  65 
percent;  and  want  to  help  people,  64 
percent.  Relatively  few  people  think 
doctors  are  unfriendly,  1 percent;  in- 
competent, 2 percent;  untrustworthy, 
6 percent;  or  out  to  make  money, 
9 percent. 

Over  four  out  of  five  people  re- 
port there  is  a particular  doctor  they 
would  go  to  if  something  were  bother- 
ing them. 

Two  areas  show  some  public 
sensitivity:  while  41  percent  say 

doctors  charge  fair  fees,  20  percent 
feel  they  charge  too  much.  Similarly 
31  percent  feel  doctors  are  easy  to 
get  hold  of,  but  19  percent  say  they 
are  hard  to  get  hold  of. 

Not  surprisingly  goers  are  more 
enthusiastic  about  physicians  than 
non-goers  but  both  show  a high  de- 
gree of  appreciation.  Favorability  is 
somewhat  higher  among  women  and 
those  in  higher  socio-economic  groups. 

It’s  Good  to  Know  You  Are  Okay 

“Finding  out  nothing  is  wrong”  is 
the  recurrent  explanation  of  what  peo- 
ple like  most  about  checkups.  The 
knowledge  that  they  are  “all  right” 
ranks  high  for  most  of  the  people, 
54  percent,  and  after  this  comes  the 
related  idea  of  peace  of  mind,  39 
percent. 

The  most  frequently  given  negative 
view  of  an  examination  is  the  fear  that 
the  doctor  might  find  cancer  (men- 
tioned by  25  percent).  The  time  that 
a checkup  takes  is  mentioned  by  13 
percent,  7 percent  cite  costs,  6 percent 
say  they  dislike  doctors,  and  5 percent 
fear  tests  are  painful. 

Women  More  Than  Men 

Women,  40  percent,  have  regular 
checkups  far  more  frequently  than 
men,  13  percent.  Better  educated  and 
higher  income  groups  have  them  more 
often.  32  percent  of  college  educated, 
27  percent  of  high  school  educated 
16  percent  of  grade  school  educated 
are  goers  as  are  35  percent  of  those 
earning  more  than  $10,000,  28  per- 
cent of  those  earning  between  $6,000 


and  under  $16,000,  and  20  percent 
of  those  earning  less  than  $6,000. 

Image  of  Checkups 

Men  more  than  women  tend  to 
emphasize  unmasculine  traits  of  peo- 
ple having  checkups.  56  percent  say 
they  are  worriers;  37  percent  describe 
themselves  as  cautious;  30  percent  as 
hypochondriacs. 

In  other  words,  an  attitude  prevails 
that  it  is  a manly  thing  to  feel  that 
one’s  state  of  health  is  excellent  and 
to  brag  about  it.  It  is  an  unmanly 
thing  to  run  to  a doctor  right  away. 

The  “First  Time”  Checkup  is  Most 
Important 

This  concept  is  confirmed  by  those 
who  say  they  expect  to  have  cancer 
tests  in  the  next  two  or  three  years 
and  give  as  their  main  reason  (46 
percent),  that  they  are  already  having 
general  checkups  or  Pap  tests.  (24 
percent)  see  the  tests  as  a wise  pre- 
caution, 1 3 percent  say  they  are  ill  or 
have  symptoms:  10  percent  are  gen- 
erally concerned  about  cancer.  9 per- 
cent say  they  are  older  and  the  doctor 
suggested  it  to  7 percent. 

I’m  Healthy.  Why  Bother? 

The  indifference  of  the  presumably 
healthy  appears  again  and  again 
throughout  the  study.  Both  goers  and 
non-goers  essentially  agree  that  their 
health  is  good,  but  “goers  feel  they 
are  healthy  because  they  go  for 
checkups.  Non-goers  feel  they  are 
healthy  and  believe  this  is  a reason 
for  not  going  for  checkups.”  The  non- 
goers are  skeptical  about  preventive 
medicine  and  fail  to  understand  that 
a disease  may  be  starting  even  though 
the  individual  feels  fine. 

One  question  was  “In  the  next  two 
or  three  years  how  likely  is  it  that 
you  will  go  for  some  kind  of  physical 
checkups  that  include  cancer  tests — 
very  likely,  fairly  likely,  not  too  likely, 
or  not  likely  at  all?”  Over  half  of 
those  who  do  not  expect  to  have 
cancer  tests — 58  percent — gave  as 
their  reason  that  they  feel  healthy 
now.  Other  reasons  are  that  they  are 
not  particularly  concerned  about  can- 
cer, 12  percent;  they  have  no  cancer 
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symptoms,  9 percent;  the  doctor  has 
not  suggested  it,  8 percent. 

Asked  about  their  personal  chances 
of  developing  cancer,  those  who  think 
themselves  less  likely  to  have  the  dis- 
ease than  others  give  as  their  reasons 
that  they  feel  fine. 

Estimates  of  Cancer  Incidence  Too 
Low 

Asked  about  the  likelihood  of  getting 
cancer,  most  people,  78  percent,  feel 
they  have  about  the  same  chances  as 
others.  Of  those  who  feel  they  are 
less  likely  to  get  cancer  the  main 
reasons  given  are  “I’m  healthy,”  41 
percent;  “I  don’t  smoke,”  26  percent; 
and  “Cancer  does  not  run  in  my 
family,”  25  percent. 

I Smoke 

The  study  confirms  the  impact  of 
the  news  about  the  risks  of  cigarette 
smoking.  A surprisingly  large  num- 
ber, 48  percent,  of  the  men  who  think 
they  are  more  likely  than  others  to 
get  cancer  volunteer  as  a reason  “I 
smoke.” 

When  given  a check  list  of  descrip- 
tions on  which  to  indicate  people 
likely  to  develop  cancer,  72  percent 
mark  smokers. 

Whether  people  smoke  cigarettes  or 
not  is  unrelated  to  their  likelihood  of 
going  for  cancer  checkups.  Smoking 
is  about  equally  common  among  goers 
and  non-goers. 

However,  of  those  who  smoke, 
goers,  83  percent,  are  significantly 
more  likely  than  non-goers,  64  per- 
cent, to  smoke  filter  cigarettes.  The 
relationship  is  true  for  both  men  and 
women. 

About  half  of  the  respondents,  45 
percent,  report  they  smoke  cigarettes, 
53  percent  of  all  men  and  41  percent 
of  all  women.  Thirty-nine  percent 
smoke  less  than  one  pack  a day,  37 
percent  smoke  one  pack,  and  23  per- 
cent smoke  more  than  one  pack. 


The  survey  points  out,  “Goers  take 
the  precaution  of  going  for  cancer 
checkups.  Goers  are  careful  about 
knowing  the  first  signs  of  cancer. 
Goers  do  not  hesitate  to  visit  the 
doctor  when  something  is  wrong  with 
them.  And,  while  they  continue  to 
smoke,  goers  take  the  precaution  (or 
at  least  what  in  their  minds  is  the 
precaution)  of  smoking  filters  rather 
than  the  non-filter  kind.” 

Fear  and  Hope  Both  Present 

Goers  and  non-goers  do  not  differ 
in  their  attitude  towards  cancer;  both 
regard  it  with  horror  and  46  percent, 
in  answer  to  a question  about  how 
cancer  differs  from  other  diseases, 
describe  it  as  “deadly”  or  “the  kiss 
of  death,”  etc.  Next  most  common, 
25  percent,  comment  about  cancer  is 
“hidden,”  “insidious,”  and  a third  re- 
action is  that  it  spreads,  20  percent, 
“it  destroys  the  cells,”  “it  eats  its  way 
all  the  way  through  you.”  These  con- 
cepts are  held  by  all  demographic 
groups,  men  and  women,  younger  and 
older,  better  and  less  educated,  those 
with  high  and  low  income. 

Cancer  is  seen  as  a dreadful  dis- 
ease and  yet  this  is  balanced  by  a 
considerable  recognition  that  cancer 
while  often  fatal,  is  not  inevitably  so. 
When  asked  how  cancer  is  different, 
15  percent  spontaneously  mention  it 
can  be  cured  if  caught  early  enough. 

People  in  their  answer  to  the  ques- 
tion of  how  many  of  ten  persons 
with  cancer  will  recover  reflect  ACS 
estimates  of  what  should  be  achieved 
in  cures  rather  than  what  is  being 
done;  the  average  person  says  that 
five  out  of  ten  who  get  cancer  re- 
cover. Actually  the  rate  is  about  one 
in  three.  In  their  attitude  towards  the 
curability  of  cancer,  the  study  re- 
ports that  people  seem  to  be  saying, 
“Sure,  cancer  is  dreadful,  but,  if  it’s 
caught  early  enough,  doctors  can  do 
something  about  it.” 


About  three  quarters  of  the  public 
feels  that  the  discovery  of  an  over- 
all cure  for  cancer  is  not  too  distant. 
Forty-nine  percent  believe  it  will  be 
found  in  the  next  ten  years,  an  ad- 
ditional 28  percent  say  in  the  next 
ten  to  twenty  years. 

Goers  are  more  aware  of  the  true 
incidence  of  cancer  and  they  are  more 
optimistic  about  the  chances  of  re- 
covering: perceiving  the  threat  of 

cancer  and  the  chances  of  combatting 
it  are  both  related  to  acting  for  one’s 
own  protection. 

Conclusion 

The  reasons  for  non-goers’  lack  of 
perceived  need  are  manifold.  They 
range  from  a basic  apathy  toward  pre- 
ventive medicine,  to  less  personal  con- 
tact with  cancer,  to  insufficient  aware- 
ness of  the  prevalence  of  cancer  and 
the  potential  for  recovering  from 
cancer,  to  the  belief  that  doctors  are 
not  particularly  in  favor  of  checkups. 
In  addition  non-goers  are  restrained 
from  going  for  checkups  by  a failure 
to  appreciate  the  “rewards”  of  going 
for  checkups  and  by  some  negative 
imagery  about  the  kinds  of  people 
who  go  for  checkups. 

In  trying  to  persuade  non-goers  that 
going  for  checkups  is  important,  it  is 
necessary  to  communicate  with  them 
in  terms  which  are  meaningful  to 
them.  Non-goers  reject  goers’  percep- 
tions of  people  who  do  not  go  for 
checkups.  Goers  may  see  non-goers 
as  foolish,  irrational,  and  irresponsible, 
but  non-goers  do  not  feel  this  way 
about  themselves.  They  view  their 
own  behaviour  as  quite  rational,  that 
is,  they  feel  fine,  so  why  go  for  a 
checkup? 

Under  these  circumstances  it  is  not 
enough  simply  to  remind  people  or 
urge  people  to  go  for  checkups.  Strong 
“Reasons  Why”  need  to  be  built  into 
any  campaigns  or  programs  used  to 
try  to  get  people  to  go  for  checkups. 
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PMS 


OFFICIALLY 

ENDORSED 


DISABILITY  INSURANCE  PROGRAMS 


ACCIDENT 
AND  HEALTH 
PROTECTION 


Indemnities  up  to  $250.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 


MAJOR 
HOSPITAL  EXPENSE 
PROTECTION 


$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 


HIGH  LIMIT 
ACCIDENTAL  DEATH, 
DISMEMBERMENT  AND 
PERMANENT  TOTAL 
DISABILITY 


Maximum  limit  $150,000  members;  $75,000  wife  of  member. 
New  low  cost  of  $.85  per  thousand  per  year.  Full  principal 
sum  paid  for  permanent  and  total  disability  from  bodily 
injury. 


• BERTHOLON-  ROWLAND  AGENCIES  • 


WESTERN  PENNSYLVANIA 


EASTERN  PENNSYLVANIA 


1518  Frick  Building,  Pittsburgh,  Pa.  15219 

471-9552 

(area  code  412) 


Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 
WAInut  5-7045 
(area  code  215) 


* THE  MAN  WHO  PLANS  AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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If  it  doesn’t 
work  in  a week, 
forget  it. 


Contraindications:  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently.  Large 
doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleeding 
have  occurred.  Pyrazole  compounds  may  potenti- 
ate the  pharmacologic  action  of  sulfonylurea,  sul- 
fonamide-type agents  and  insulin.  Carefully  ob- 
serve patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully  select 
patients,  avoiding  those  responsive  to  routine 
measures  as  well  as  contraindicated  patients. 
Obtain  a detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  exceed  recom- 
mended dosage,  should  be  closely  supervised  and 
should  be  warned  to  discontinue  the  drug  and  re- 


port immediately  if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black 
or  tarry  stools  or  other  evidence  of  intestinal  hem- 
orrhage occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear. 
Use  greater  care  in  the  elderly  and  in  hyperten- 
sives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  appearance  of 
edema.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  imme- 
diately before  or  after  meals  or  with  milk  to  mini- 
mize gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  reactions 
usually  requires  withholding  medication.  Purpuric 
rash  has  also  been  reported.  Agranulocytosis,  ex- 
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In  rheumatoid  arthritis,  Butazolidin  alka  needs 
only  a week’s  trial.  If  it  doesn’t  work  in  a week, 
forget  it. 

A short  trial  period  may  spare  patients  weeks  of 
discomfort.  That’s  one  reason  why  Butazolidin  alka 
seems  a good  choice  when  aspirin  fails. 

It’s  not  for  every  patient.  Check  carefully  the 
Contraindications,  Warning,  and  Precautions 
shown  below. 

And  adverse  reactions  may  occur. The 
most  common  are  nausea,  edema  and 
rash.  Rarely,  agranulocytosis  has  been 
reported.  All  adverse  reactions  are 
listed  below,  too. 

You’ll  know  quickly  if  it  works. 

And  most  of  the  time,  it  will. 


foliative  dermatitis,  Stevens-Johnson  syndrome,  or 
a generalized  allergic  reaction  similar  to  serum 
sickness  may  occur  and  require  permanent  with- 
drawal of  medication.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attributable 
to  the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis:  Initial:  3.  to  6 cap- 
sules or  tablets  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  not 
exceed  4 capsules  or  tablets  daily;  response  is 
often  achieved  with  1 or  2 capsules  or  tablets  daily. 
6509-V(B)R2 

For  complete  details,  please  see  full  prescribing 
information. 


Butazolidin®  alka 

Capsules:  phenylbutazone,  100  mg.;  dried  alumi- 
num hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 

Also  available:  Butazolidin®,  phenylbutazone: 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals  5 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  s> 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


consider 


Letter  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER1®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able: Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Synthetic  Thyroid  Replacement  Therapy 


LETTER’ 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 


^ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  O,  ILLINOIS 
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Macaulay  s Correspondence  with  Randall 


For  those  of  our  readers  who  may 
feel  that  the  recent  difficulties  of  Medi- 
cine with  our  Government  may  indi- 
cate that  a failure  of  democracy  is 
imminent,  we  present  the  following 
letter  of  Thomas  Babbington  Mac- 
aulay to  an  American  friend.  Lord 
Maccaulay  viewed  our  democratic  in- 
stitutions with  a jaundiced  eye  and 
cast  a similar  glance  on  the  opinions 
of  Thomas  Jefferson.  That  Lord  Mac- 
aulay’s views  were  in  error  is  obvi- 
ous and  should  prove  heartening  to 
those  among  us  who  are  alarmed  at 
tendencies  to  abandon  the  principles 
of  democracy. 

This  material  came  to  us  from 
James  A.  Welty,  M.D.,  of  Oil  City, 
Pennsylvania  who  wishes  to  share  it 
with  his  fellow  physicians.  We  know 
of  nowhere  else  it  may  be  read  except 
as  noted  in  the  letter  from  the  librar- 
ian of  the  Smithsonian  Institution,  also 
quoted  below.— Ed. 

Dr.  James  A.  Welty 
301  West  First  Street 
Oil  City,  Pennsylvania 

Dear  Mr.  Welty, 

I believe  that  the  copy  of  the  letter 
from  Lord  Macaulay  to  Henry  S. 
Randall  is  probably  authentic.  Parts 
of  the  letter  are  quoted  in  the  Univer- 
sity of  California,  Publications  in  His- 
tory, vol.  43,  1952,  p.  185.  The  ex- 
cerpts quoted  there  agree  perfectly 
with  your  copy.  The  author  notes  that 
the  letters  to  Randall  are  taken  from 
Sir  George  Otto  Trevelyan,  The  Life 
and  Letters  of  Lord  Macaulay  (2  vols; 
New  York,  1875),  vol.  2,  pp.  407-412. 
This  latter  work,  which  may  include 
the  entire  text  of  the  original  letters, 
is  not  in  our  library. 

Henry  S.  Randall  (1811-1876),  to 
whom  the  letter  is  addressed,  was  a 
well-known  agriculturist  and  author. 
He  is  especially  noted  for  his  Life  of 
Thomas  Jefferson  (3  vols;  New  York, 
1858).  His  manuscripts  and  papers 
are  preserved  in  the  New  York  His- 
torical Society,  Cornell  University,  and 
the  New  York  State  Library  at  Albany. 
The  original  of  Macaulay’s  letter  may 
be  in  one  of  these  collections. 

Sincerely  yours, 

Jack  Goodwin 

Librarian 

Museum  of  History 

and  Technology  Branch 
Smithsonian  Libraries 
Washington,  D.C.  20560 


Holley  Lodge 
Kensington,  London 
May  23,  1857 

Dear  Sir: — 

The  four  volumes  of  the  “Colonial 
History  of  New  York"  reached  me 
safely.  1 assure  you  that  I shall  value 
them  highly.  They  contain  much  to  in- 
terest an  English  as  well  as  an  Ameri- 
can reader.  Pray,  accept  my  thanks, 
and  convey  them  to  the  Regents  of  the 
University. 

You  are  surprised  to  learn  that  I 
have  not  a high  opinion  of  Mr.  Jeffer- 
son, and  I am  surprised  at  your  sur- 
prise. I am  certain  that  I never  wrote 
a line,  and  that  I never  in  Parliament, 
in  conversation  or  even  on  the  hust- 
ings— a place  where  it  is  the  fashion 
to  court  the  populace — uttered  a word 
indicating  an  opinion  that  the  supreme 
authority  in  a state  ought  to  be  en- 
trusted to  the  majority  of  citizens  told 
by  the  head;  in  other  words,  to  the 
poorest  and  most  ignorant  part  of 
society.  I have  been  long  convinced 
that  institutions  purely  democratic 
must,  sooner  or  later,  destroy  liberty 
or  civilization,  or  both. 

In  Europe,  where  the  populace  is 
dense,  the  effect  of  such  institutions 
would  be  almost  instantaneous.  What 
happened  lately  in  France  is  an  ex- 
ample. In  1848  a pure  democracy  was 
established  there.  During  a short  time 
there  was  reason  to  expect  a general 
spoliation,  a national  bankruptcy,  a 
new  partition  of  the  soil,  a maximum 
of  prices,  a ruinous  load  of  taxation 
laid  on  the  rich  for  the  purpose  of 
supporting  the  poor  in  idleness.  Such 
a system  would,  in  twenty  years,  have 
made  France  as  poor  and  barbarous 
as  the  France  of  the  Carlingians.  Hap- 
pily, the  danger  averted;  and  now 
there  is  a despotism,  a silent  tribune, 
an  enslaved  press.  Liberty  is  gone, 
but  civilization  has  been  saved.  I have 
not  the  smallest  doubt  that  if  we  had 
a purely  democratic  government  there 
the  effect  would  be  the  same.  Either 
the  poor  would  plunder  the  rich  and 
civilization  would  perish  or  order  and 
prosperity  would  be  saved  by  a strong 
military  government,  and  liberty 
would  perish.  You  may  think  that 
your  country  enjoys  an  exemption 
from  these  evils.  I will  frankly  own 
to  you  that  I am  of  a very  different 
opinion.  Your  fate  I believe  to  be 
settled,  though  it  is  deferred  by  a 
physical  cause.  As  long  as  you  have 


a boundless  extent  of  fertile  and  un- 
occupied land,  your  laboring  popula- 
tion will  be  far  more  at  ease  than  the 
laboring  population  of  the  old  world, 
and,  while  that  is  the  case,  the  Jefferson 
politics  may  continue  to  exist  without 
causing  any  fatal  calamity.  But  the 
time  will  come  when  New  England  will 
be  as  thickly  populated  as  Old  England. 
Wages  will  be  low,  and  will  fluctuate  as 
much  with  you  as  with  us.  You  will 
have  your  Manchester  and  Birming- 
hams,  and  in  these  Manchesters  and 
Birminghams  hundreds  of  thousands  of 
artisans  will  assuredly  be  sometimes 
out  of  work.  Then,  your  institutions 
will  be  fairly  brought  to  the  test.  Dis- 
tress everywhere  makes  the  laborer 
mutinous  and  discontented,  and  in- 
clines him  to  listen  with  eagerness  to 
agitators  who  tell  him  that  it  is  a 
monstrous  iniquity  that  one  man 
should  have  a million  while  another 
cannot  get  a full  meal.  In  bad  years 
there  is  plenty  of  grumbling  here,  and 
sometimes  a little  rioting.  But  it  mat- 
ters little.  For  here,  the  sufferers  are 
not  the  rulers.  The  supreme  power  is 
in  the  hands  of  a class,  numerous  in- 
deed, but  select,  of  an  educational 
class;  of  a class  which  is,  and  knows 
itself  to  be,  deeply  interested  in  the 
security  of  property  and  maintenance 
of  order.  Accordingly,  the  malcon- 
tents are  firmly  yet  gently  restrained. 
The  bad  time  is  got  over  without  rob- 
bing the  wealthy  to  relieve  the  indig- 
ent. The  springs  of  national  prosperity 
soon  begin  to  flow  again;  work  is 
plentiful,  wages  rise,  and  all  is  tran- 
quility and  cheerfulness.  I have  seen 
England  pass  three  or  four  times 
through  such  critical  seasons  as  I have 
described.  Through  such  seasons  the 
United  States  will  have  to  pass  in  the 
course  of  the  next  century,  if  not  of 
this.  How  will  you  pass  through  them? 

I heartily  wish  you  a good  deliverance. 
But  my  reason  and  my  wishes  are  at 
war,  and  I cannot  help  forboding  the 
worst.  For  with  you  the  majority  is 
the  government,  and  has  the  rich,  who 
are  always  a minority,  absolutely  at 
its  mercy.  The  day  will  come,  when, 
in  the  State  of  New  York,  a multitude 
of  people  none  of  whom  has  had  more 
than  a half  a breakfast,  or  expects  to 
have  more  than  half  a dinner,  will 
choose  a Legislature.  Is  it  possible  to 
doubt  what  sort  of  a Legislature  will 
be  chosen?  On  one  side  is  a statesman 
teaching  patience,  respect  for  vested 
rights,  strict  observance  of  public  faith. 
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On  the  other  is  a demogogue  ranting 
about  the  tyranny  of  capitalists  and 
asurists,  and  asking  why  anybody 
should  be  permitted  to  drink  charn- 
paigne  and  ride  in  a carriage,  while 
thousands  of  honest  folks  are  in  want 
of  necessaries.  Which  of  the  two  can- 
didates is  likely  to  he  preferred  by  a 
working  man  who  hears  his  children 
cry  for  more  bread?  I seriously  appre- 
hend that  you  will  in  some  such  season 
of  adversity  as  I have  described,  do 
things  which  will  prevent  prosperity 
from  returning;  that  you  will  act  like 
people  who  should  be  in  a year  of 
scarcity  devour  all  the  seed  corn,  and 
thus  make  the  next  year,  not  scarcity, 
but  of  absolute  famine.  There  will  be. 


I fear,  spoliation.  The  spoliation  will 
increase  the  distress.  The  distress  will 
produce  fresh  spoliation.  There  is 
nothing  to  stop  you.  Your  constitu- 
tion is  all  sail  and  no  anchor.  As  I 
said  before,  when  a society  has  entered 
on  this  downward  progress,  either  civ- 
ilization or  liberty  must  perish.  Either 
some  Caesar  or  Napolean  will  seize 
the  reins  of  government  with  a strong 
hand  or  your  Republic  will  be  as  fear- 
fully plundered  and  laid  to  waste  by 
barbarians  in  the  20th  Century  as  the 
Roman  Empire  was  in  the  fifth,  with 
this  difference,  that  the  Huns  and  Van- 
dals who  ravaged  the  Roman  Empire 
came  from  without,  and  that  your 
Huns  and  Vandals  will  have  been  en- 


PMS Committee  on  Alcoholism  and  Addictive  Diseases 


Alcoholism:  A Serious  Medical 
Economic  and  Social  Problem 


The  Pennsylvania  Medical  Society 
constantly  aims  to  help  its  members 
improve  their  ability  to  render  better 
medical  service  to  patients,  and 
to  improve  public  health  and  happi- 
ness and  especially  to  prevent  illness. 
To  serve  his  community  adequately, 
the  well-informed  physician  must  ap- 
preciate that  the  drinking  of  alcohol 
is  a health  hazard  which  may  cause 
serious  personal,  family  and  com- 
munity problems.  The  Committee  on 
Alcohol  and  Addictive  Diseases  pro- 
poses to  present  a series  of  brief 
articles  about  alcohol  which  hopefully 
will  be  helpful. 

It  is  desirable  to  recognize  that 
alcohol  has  narcotic  and  habituating 
properties.  It  is  a potent  cellular  toxin 
which  can  produce  serious  acute  and 
even  fatal  intoxication.  It  is  a com- 
mon cause  of  fatal  poisoning  in  chil- 
dren. 

Alcohol  addiction  gradually  is  be- 
coming recognized  as  a serious  medi- 
cal, economic  and  social  problem.  In 
the  individual  it  is  a progressively 
malignant  disorder  which  not  only 
destroys  the  personality  and  mentality 


of  the  afflicted,  but  like  the  malignant 
disorder  it  is,  it  spreads  to  involve  the 
lives  of  families  and  friends  in  ways 
that  sincerely  handicap  the  children 
and  frustrate  and  demoralize  the 
spouses,  parents  and  others. 

While  we  recognize  that  the  use 
of  alcohol  as  a beverage  is  widely 
accepted,  we  feel  obligated  to  present 
to  you  the  dangers  involved  in  drink- 
ing and  hope  to  enlist  your  aid  in 
educating  the  populace  to  a better 
understanding  of  the  effects  alcohol 
has  upon  those  who  imbibe. 

Seldom  is  sufficient  emphasis  placed 
upon  the  role  of  alcohol  in  the  high- 
way accident  toll  or  on  its  relation- 
ship to  marital  discord,  family  disrup- 
tion and  emotionally  disturbed  states. 
By  some,  it  is  regarded  almost  as  an 
occupational  disorder  that  involves 
physicians  almost  as  frequently  as  it 
does  salesmen.  Its  relationship  to  the 
high  suicide  rate  among  physicians  is 
significant. 

The  Pennsylvania  Medical  Society 
is  embarking  upon  a campaign  to 
awaken  physicians  to  the  significance 


gendered  within  your  own  country  by 
your  own  institutions. 

Thinking  thus,  of  course  I cannot 
reckon  Jefferson  among  the  benefac- 
tors of  mankind.  I readily  admit  that 
his  intentions  were  good  and  his  abil- 
ities considerable.  Odious  stories  have 
been  circulated  about  his  private  life; 
but  I do  not  know  on  what  evidence 
these  stories  rest,  and  I think  it  prob- 
able that  they  are  false  or  monstrously 
exaggerated.  I have  no  doubt  that  I 
shall  derive  both  pleasure  and  informa- 
tion from  your  account  of  him. 

I have  the  honor  to  be,  dear  sir,  your 
faithful  servant. 

T.  B.  MACAULEY. 

H.  S.  Randall,  Esq.,  etc.,  etc. 


of  the  problem  and  hopes  to  have 
every  physician  involved  in  working 
toward  its  solution. 

We  aim  to  encourage  every  com- 
munity hospital  to  make  facilities 
available  for  the  treatment  of  alcohol 
intoxication,  and  we  shall  endeavor 
to  make  each  physician’s  office  the 
place  to  turn  for  primary  help  as  well 
as  the  place  to  gain  appropriate  in- 
formation about  the  effects  of  alcohol 
and  the  handling  of  the  ills  and 
problems  it  produces.  We  shall  en- 
deavor ■ to  have  our  physicians  be- 
come familiar  with  community  re- 
sources for  helping  the  alcoholic,  to 
improve  upon  existing  facilities  and 
to  direct  the  development  of  them  in 
those  areas  where  they  do  not  exist. 

We  know  that  the  alcoholic  can  be 
an  exasperating  and  frustrating  in- 
dividual but  he  is  a sick  person  and 
needs  your  help. 

Let  us  work  toward  a better  under- 
standing of  the  problem  and  toward 
a more  effective  handling  of  those 
whose  lives  alcohol  is  complicating. 
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Proceedings  of  the  House  of  Delegates 

One  Hundred  Eighteenth  Annual  Session 
Philadelphia,  Pennsylvania,  September  27-29,  1967 


The  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  con- 
vened its  One  Hundred  Eighteenth 
Annual  Session  at  7:41  p.m.,  Septem- 
ber 27,  1967,  in  the  Bellevue-Stratford 
Hotel,  Philadelphia,  Pennsylvania, 
with  Russell  B.  Roth,  M.D.,  Speaker 
of  the  House,  presiding.  Arthur  J. 
Patterson,  M.D.,  Chairman,  Commit- 
tee on  Credentials,  reported  that  a 
quorum  was  present.  The  Reverend 
Judson  S.  Leeman,  M.D.,  Assistant 
Rector  of  Holy  Trinity  Church,  Phil- 
adelphia, Pennsylvania,  gave  the  in- 
vocation. 

The  first  meeting,  which  continued 
until  9:40  p.m.,  was  highlighted  by 
the  addresses  of  President  J.  Everett 
McClenahan,  M.D.  and  President- 
Elect  John  H.  Harris,  Sr.,  M.D.,  and 
M.  Louise  C.  Gloeckner  M.D.,  Mont- 
gomery County,  was  honored  for  her 
outstanding  contributions  to  the  pro- 
fession and  to  organized  medicine. 

The  second  meeting  convened  at 
9:15  a.m.,  Friday,  September  29,  at 
which  time  the  elections  took  place 
and  the  reports  of  the  Reference  Com- 
mittees on  Governmental  Relations, 
Standing  and  Special  Committees, 
Medical  Service,  Miscellaneous  Bus- 
iness, and  Public  Service  were  pre- 
sented. The  members  of  the  House 
commended  George  S.  Klump,  M.D., 
Williamsport,  for  his  long  period  of 
service  to  the  Society  as  a Trustee 
and  Councilor,  as  a delegate  to  the 
American  Medical  Association,  and  as 
a member  and  Chairman  of  the  Judi- 
cial Council,  to  which  he  could  not 
be  reelected  because  of  having  served 
two  terms.  The  meeting  recessed  at 
12:20  p.m.  and  reconvened  at  2:05 
p.m.,  at  which  time  the  reports  of 
the  Reference  Committees  on  Consti- 

Itution  and  By-laws,  Scientific  Ad- 
vancement, and  Reports  of  Officers 
were  considered. 

The  House  of  Delegates  approved 
the  recommendation  of  the  Board  of 
Trustees  and  Councilors  that  the  1968 
annual  assessment  remain  at  $75.00 
for  each  full  dues-paying  active  mem- 
ber, with  10.667%,  or  $8.00,  to  be 
allocated  to  the  Educational  Fund  of 


the  Educational  and  Scientific  Trust, 
1.33%,  or  $1.00,  to  be  allocated  to 
the  Medical  Benevolence  Fund,  and 
1.33%,  or  $1.00,  to  be  allocated  to 
the  Medical  Defense  Fund. 

The  One  Hundred  Eighteenth  Ses- 
sion of  the  House  of  Delegates  ad- 
journed sine  die  at  3:35  p.m.,  Friday, 
September  29,  1967. 

Committee  on  Rules 

Malcolm  W.  Miller,  M.D.,  Chair- 
man, presented  the  following  report  of 
the  Committee  on  Rules,  which  was 
adopted  by  the  House: 

Your  Committee  on  Rules  has 
met  and  recommends  that  the  busi- 
ness of  the  House  be  conducted  in 
accordance  with  the  Standing  Rules 
of  the  House  of  Delegates  as  out- 
lined on  page  Roman  numeral  4 in 
this  year’s  report  booklet. 

Necrology  Report 

The  House  stood  in  tribute  to  re- 
ceive the  following  necrology  report 
presented  by  William  A.  Limberger, 
M.D.,  Chairman  of  the  Board  of 
Trustees: 

At  this  time  it  is  customary  to 
ask  you  to  give  a moment’s  thought 
to  our  members  who  may  have  been 
with  us  here  a year  ago  but  in  the 
past  months  have  responded  to  their 
last  roll  call.  Their  names  have 
been  memorialized  in  county  bulle- 
tins and  in  Pennsylvania  Medicine, 
the  Journal  of  the  Pennsylvania 
Medical  Society. 

From  September  1,  1966,  to 

August  31,  1967,  we  have  lost  by 
death  233  members,  11  under  the 
age  of  50;  95  between  51  and  70; 
and  127  in  the  group  aged  71  to 
over  90.  Of  these  233  members, 
90  were  associates,  most  of  whom 
were  65  years  of  age  or  over. 

The  necrology  report  at  the  last 
annual  session  reported  the  loss  of 
224  members. 

May  we  pause  for  this  moment 
in  silence  and  respect  to  those  mem- 
bers who  have  passed  to  their  eter- 
nal reward  during  the  past  year. 


Report  of  the  Standing  Committee  on 
Constitution  and  By-laws 

M.  Louise  C.  Gloeckner,  M.D., 
Chairman,  referred  to  the  report  of 
the  Standing  Committee  on  Constitu- 
tion and  By-laws,  as  published  on  page 
55  of  the  Official  Reports  Booklet,  and 
to  the  proposed  amendments  to  the 
Constitution  and  By-laws  contained  in 
the  Official  Call  on  page  1 of  the 
Official  Reports  Booklet.  These  re- 
ports were  received  as  published  by 
the  House  of  Delegates. 

Statement  of  the  Speaker  of  the  House 
of  Delegates 

Russell  B.  Roth,  M.D.,  Speaker, 
presented  the  following  statement, 
which  was  referred  to  the  Reference 
Committee  on  Constitution  and  By- 
laws: 

It  is  not  traditional  for  the  Speaker 
of  this  House  of  Delegates  to  present 
formal  remarks  to  be  accepted  as  busi- 
ness of  the  House  in  the  same  sense 
as  are  addresses  by  the  President, 
President-elect,  Secretary  and  others. 
On  this  occasion,  however,  I should 
like  to  break  with  tradition,  and  to 
ask  that  a specific  suggestion  which  I 
feel  compelled  to  make  be  indeed  ac- 
cepted as  the  business  of  the  House 
through  regular  channels. 

First,  I should  say,  for  the  benefit 
of  a few  who  may  not  have  heard, 
that  I am  not  a candidate  for  re- 
election  to  this  particular  office.  The 
five  years  which  I have  served  as 
Speaker  have  been  delightful  years. 
In  them  I have  not  only  developed 
what  seems  to  be  an  abiding  interest 
in  Parliamentary  Law,  but  I have 
valued  highly  the  opportunity  to  re- 
main active  in  the  affairs  of  the  Penn- 
sylvania Medical  Society.  I relinquish 
the  position,  not  because  of  any 
diminution  in  my  interests  in  my  own 
State  Medical  Society,  nor  even  be- 
cause of  the  pressures  of  other  work 
for  organized  medicine  which  I have 
taken  on,  but  because  of  a sense  that 
there  should  be  succession  to  the 
offices  of  the  Society.  I relinquish  it 
for  one  other  ancillary  reason  which 
I feel  to  be  important.  It  permits  me 
to  make  a recommendation  to  the 
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House  which  I have  been  disinclined 
to  make  while  I have  been  holding 
the  office  of  Speaker. 

As  currently  established  in  the  Con- 
stitution, the  Speaker  and  the  Vice- 
Speaker  of  the  House  are  officers  of 
the  Society,  so  designated  in  Article 
X,  Section  1.  They  must  be  members 
of  the  House  at  the  time  of  their 
election,  and  since  thereafter  they  are 
ex-officio  members  of  the  House  this 
has  been  taken  to  qualify  them  to 
succeed  themselves,  even  though  they 
have  usually  not  continued  to  be 
elected  delegates  from  their  county  so- 
cieties. In  the  By-laws,  however, 
neither  the  Speaker  nor  the  Vice- 
Speaker  are  listed  in  Chapter  VI  as 
officers,  nor  are  their  duties  defined 
except  in  connection  with  the  sections 
on  the  Committee  on  Constitution  and 
By-laws,  the  Committee  on  Rules,  the 
Credentials  Committee,  the  Reference 
Committees,  and  the  Tellers,  where 
the  Speaker  is  named  as  the  appoint- 
ing authority.  There  is  in  fact  in 
Chapter  VI,  Section  1 of  the  By-laws, 
under  the  definition  of  duties  of  the 
President,  the  opening  statement  that 
“The  President  shall  preside  at  all  gen- 
eral meetings  of  this  Society.”  Tradi- 
tion, of  course,  has  prevailed,  and 
your  Speaker  and  Vice-Speaker  have 
not  historically  been  feather-bedders. 
The  fact  remains,  however,  that  the 
Speakers  do  not  function  as  do  other 
officers  of  the  Society.  They  do  not 
attend  Board  of  Trustees’  meetings, 
except  possibly  by  special  request. 

This  is  in  considerable  contrast  to 
the  situation  in  the  American  Medical 
Association  where  the  Speaker  and 
Vice-Speaker  of  the  House  are  two  of 
the  general  officers  of  the  Association 
and  among  their  duties  is  attendance 
at  all  meetings  of  the  Board  of 
Trustees,  including  Executive  Sessions. 
They  are  kept  actively  engaged  in  all 
the  ongoing  work  of  the  organization. 

I believe  that  most  of  you  know  me 
well  enough  by  now  to  recognize  that 
I am  not  bringing  this  up  because  I 
have  felt  slighted,  or  because  I have 
wanted  more  meetings  to  attend.  I 
bring  this  up  because  I feel  that  there 
is,  or  should  be,  more  mileage  for  the 
Society  to  be  obtained  from  its 
Speaker  and  its  Vice-Speaker.  I, 
therefore,  make  a firm  proposal  to  the 
House  that  it  consider  instructing  the 
Committee  on  Constitution  and  By- 
laws to  draw  up  appropriate  amend- 
ments to  the  Constitution  which  will 
add  the  Speaker  and  the  Vice-Speaker 
to  the  Board  of  Trustees,  with  or  with- 
out vote,  as  the  Committee  and  the 
House  may  decide,  (the  absence  of  a 
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vote  at  the  AMA  level  has  never  im- 
pressed me  as  being  deleterious)  to- 
gether with  such  amendments  to  the 
By-laws  as  may  more  properly  define 
the  duties  of  the  Speaker  and  of  the 
Vice-Speaker.  I believe  that  the  small 
added  expense  will  be  more  than  justi- 
fied. 

Having  said  this,  I shall  revert  to 
my  traditional  job — according  to  our 
present  Constitution  and  By-laws, 
usurper  of  the  Chair — which  the  By- 
laws really  assigns  to  the  President. 
This  is  clearly  no  time  for  tearful  fare- 
well just  as  the  work  is  about  to  begin. 

Committees  of  the  1967  House 
of  Delegates 

The  Speaker  announced  that  the 
following  appointments  had  been 
made  to  committees  of  the  House: 

Committee  on  Credentials 

A.  J.  Patterson,  Greene  County, 
Chairman 

Michael  Markarian,  Susquehanna 
County 

S.  X.  Radbill,  Philadelphia  County 
J.  T.  Ichter,  Bucks  County 
George  E.  Clapp,  Washington 
County 

Committee  on  Rules 

Malcolm  W.  Miller,  Philadelphia 
County,  Chairman 
J.  A.  Collins,  Jr.,  Montour  County 
Lester  A.  Dunmire,  Allegheny 
County 

H.  S.  Reinhard,  Warren  County 

R.  B.  Lutz,  Montgomery  County 

Reference  Committee  on 

Miscellaneous  Business 

A.  J.  Cummings,  Lackawanna 
County,  Chairman 

S.  B.  Lewis,  Chester  County 
J.  J.  McGraw,  Bucks  County 
Edgar  W.  Kline,  Montgomery 

County 

Joseph  Weightman,  Union  County 

Reference  Committee  on 
Public  Service 

C.  A.  Etzel.  Delaware  County, 
Chairman 

C.  P.  Snyder,  Jr.,  Westmoreland 
County 

J.  V.  Blady,  Philadelphia  County 
Whittier  C.  Atkinson,  Chester 
County 

A.  D.  Nelson,  Montgomery 
County 

Reference  Committee  on 
Reports  of  Officers 

R.  N.  Moyers,  Crawford  County, 
Chairman 


Harriet  M.  Harry,  Centre  County 

R.  C.  Davis,  Susquehanna  County 
J.  D.  Alexander,  Philadelphia 

County 

Allen  H.  Holt,  Mercer  County 

Reference  Committee  on  Reports 
of  Standing  and  Special 
Committees 

C.  C.  Barclay,  Schuylkill  County, 
Chairman 

F.  A.  Belmont,  Perry  County 

G.  H.  Fetterman,  Allegheny 
County 

S.  T.  Buckman,  Luzerne  County 
Katherine  R.  Sturgis,  Philadelphia 

County 

Reference  Committee  on 
Governmental  Relations 

Ross  E.  Bryan,  Warren  County, 
Chairman 

F.  C.  Brady,  Allegheny  County 
Frank  Esparraguera,  Venango 
County 

George  P.  Rosemond,  Philadelphia 
County 

Arthur  S.  Reynolds,  Delaware 
County 

Reference  Committee  on 
Medical  Service 

John  Helwig,  Jr.,  Philadelphia 
County,  Chairman 
John  P.  Manges,  Franklin  County 
John  L.  Kelly,  Delaware  County 
Hollis  K.  Russell,  Wyoming 
County 

John  A.  Hargleroad,  Centre 
County 

Reference  Committee  on 
Scientific  Advancement 

David  L.  Miller,  Clarion  County, 
Chairman 

W.  E.  Hopkins,  York  County 
Ralph  M.  Weaver,  Butler  County 
John  E.  Hartle,  Bedford  County 
Theodore  S.  Wedde,  Columbia 
County 

Reference  Committee  on 
Constitution  and  By-laws 

M.  Louise  C.  Gloeckner,  Mont- 
gomery County,  Chairman 
Charles  P.  Hammond,  Lancaster 
County 

Paul  S.  Friedman.  Philadelphia 
County 

F.  Gregg  Ney,  Crawford  County 
William  J.  Kelly,  Allegheny  County 

Tellers 

H.  H.  Fetterman,  Lehigh  County, 
Chairman 

R.  L.  Perneski,  Elk-Cameron 
County 
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J.  F.  Kennard,  Clearfield  County 

R.  B.  Molina,  Monroe  County 

E.  R.  Carrington,  Philadelphia 
County 

William  Lamberton,  Erie  County 

Armand  DeVittorio,  Jefferson 
County 

William  A.  Schaeffer,  Lancaster 
County 

Joseph  W.  Fisher,  Northampton 
County 

David  Katz,  Allegheny  County 

Changes  in  Referrals 

Speaker  Roth  advised  that  Supple- 
mental Report  C of  the  Board  of 
Trustees  and  Councilors,  page  114  of 
the  Official  Reports  Booklet,  would 
be  referred  to  the  Reference  Com- 
mittee on  Scientific  Advancement  in- 
stead of  the  Reference  Committee  on 
Reports  of  Officers. 

The  Speaker  also  advised  that  Reso- 
lution 67-11,  “Department  of  Mental 
Health  and  Mental  Retardation,”  in- 
troduced by  the  Philadelphia  County 
Medical  Society,  had  been  withdrawn. 

Approval  of  Proceedings 

The  proceedings  of  the  One  Hun- 
dred Seventeenth  Annual  Session,  held 
in  Pittsburgh,  Pennsylvania,  October 
9-13,  1966,  were  approved  as  pub- 
lished in  the  January,  1967,  issue  of 
Pennsylvania  Medicine. 

Remarks  of  President  of 
Woman’s  Auxiliary 

Mrs.  Manuel  A.  Bergnes,  Presi- 
dent, Woman’s  Auxiliary  to  the  Penn- 
I!  sylvania  Medical  Society,  addressed 
the  House,  and  her  remarks  (Appen- 
dix A,  page  120)  were  referred  to 
the  Reference  Committee  on  Reports 
of  Standing  and  Special  Committees. 

Report  of  the  President 

J.  Everett  McClenahan,  M.D., 
President,  presented  an  informative 
report  which  was  distributed  to  the 
House  of  Delegates  together  with  a 
more  formal  report  containing  recom- 
mendations and  suggestions  requiring 
5 action  by  the  House.  Both  reports  are 
presented  on  pages  77-84  of  the 

» November,  1967  issue  of  PENNSYL- 
VANIA MEDICINE. 

The  recommendations  contained  in 
President  McClenahan’s  report  were 
referred  as  follows: 

To  the  Reference  Committee  on 
Governmental  Relations: 

Communications 
PaMPAC 

Pharmaceutical  Problems 


To  the  Reference  Committee  on 
Medical  Service: 

P.  L.  89-749 
Title  XVIII 
Title  XIX 

To  the  Reference  Committee  on 
Miscellaneous  Business: 

State-Owned  Hospitals 

To  the  Reference  Committee  on 
Scientific  Advancement: 

Continuing  Medical  Education 
Health  Manpower  Shortage 

To  the  Reference  Committee  on 
Standing  and  Special  Committees: 
Specialty  Groups 

To  the  Reference  Committee  on 
Reports  of  Officers: 

Board-Referred  Materials 
Specialty  Groups  (regarding  a 
representative  of  Blue  Shield 
attending  State  Society  Board 
meetings) 

Report  of  the  President-Elect 

John  H.  Harris,  Sr.,  M.D.,  Presi- 
dent-Elect, presented  an  address,  the 
full  text  of  which  was  distributed  to 
the  House  of  Delegates.  This  report 
was  published  on  pages  95-97  of  the 
November,  1967  issue  of  Pennsyl- 
vania Medicine. 

The  recommendations  made  by 
President-Elect  Harris  were  referred 
as  follows: 

To  the  Reference  Committee  on 
Medical  Service: 

Item  7,  regarding  hospital  costs 
Item  12,  containing  seven  para- 
graphs pertaining  to  govern- 
mental medical  care 

To  the  Reference  Committee  on 
Reports  of  Officers: 

Item  1,  recommending  the  de- 
velopment of  a program  of 
having  staff  men  visit  the  gov- 
erning bodies  of  county  soci- 
eties 

Item  2,  urging  the  State  Board 
of  Medical  Education  and  Li- 
censure to  make  available  to 
the  State  Society  an  annual 
report  of  its  activities 
Item  3,  recommending  that  all 
physicians  in  Pennsylvania  be 
urged  to  join  the  county  and 
state  societies 

Item  5,  recommending  the  limi- 
tation of  terms  of  office  for 
delegates,  councils,  commis- 
sions, and  committees 
Item  6,  encouraging  county  soci- 
eties to  invite  an  evaluation 
committee  to  study  their  opera- 


tion and  the  effectiveness  of 
it 

Item  9,  regarding  an  indoctrina- 
tion program  for  new  society 
members 

Item  11,  regarding  the  feasibility 
of  the  council  structure  in 
small  county  societies  pat- 
terned after  the  model  consti- 
tution 

To  the  Reference  Committee  on 
Scientific  Advancement: 

Item  4,  concerning  continuing 
medical  education 
Item  8,  recommending  that  the 
Society  announce  a firm  policy 
on  mass  immunization  pro- 
grams 

Item  10,  urging  the  Society  to 
take  a strong  position  on  the 
ill  effects  of  cigarette  smoking 

Distinguished  Guests 

The  following  distinguished  guests 
were  presented  to  the  House: 

Richard  W.  Corbitt,  M.D.,  Presi- 
dent-Elect 

The  West  Virginia  State  Medical 
Association 

Dr.  Lucie  S.  Young,  President 
Pennsylvania  Nurses  Association 
Miss  Jacqueline  P.  Fehling,  Presi- 
dent 

Pennsylvania  Association  of 
Medical  Assistants 
Louis  K.  Co'.lins,  M.D.,  President 
Medical  Society  of  New  Jersey 
Robert  E.  Howard,  M.D.,  Presi- 
dent 

Ohio  State  Medical  Association 
Bradley  M.  Harris,  M.D.,  Presi- 
dent 

Michigan  State  Medical  Society 
Richard  V.  Lynch,  Jr.,  M.D.. 
President 

The  West  Virginia  State  Medical 
Association 

Richard  D.  Bauer,  M.D.,  Presi- 
dent 

Medical  and  Chirurgical  Faculty 
of  Maryland 

The  following  members  of  the  Stu- 
dent American  Medical  Association 
were  presented  to  the  House: 

Miss  Lourdes  C.  Corman,  President, 
SAMA  Chapter, 

Woman’s  Medical  College 
Mr.  Frank  B.  Vasey,  President, 
SAMA  Chapter, 

University  of  Pennsylvania 
School  of  Medicine 
Mr.  Richard  G.  Vroman,  President, 
SAMA  Chapter, 

Temple  University  School  of 
Medicine 
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Acceptance  of  Reports 
and  Resolutions 

All  material  contained  in  the  Official 
Reports  Booklet,  including  Resolutions 
67-1  through  67-31  (but  excluding 
Resolution  67-11,  which  was  with- 
drawn). Supplemental  Reports  A,  B, 
C,  and  D of  the  Board  of  Trustees, 
and  Supplemental  Report  Tenth  Dis- 
trict, was  officially  entered  into  the 
record  of  the  House  for  deliberation 
and  action. 

The  following  supplemental  reports 
were  entered  into  the  record  of  the 
House  of  Delegates  for  consideration 
and  action: 

Supplemental  Report  A,  Council  on 
Scientific  Advancement  (see  Appendix 

B.  page  121 ) 

Supplemental  Report  B,  Council  on 
Scientific  Advancement  (see  Appendix 

C,  page  123) 

Council  on  Medical  Service  (see 
Appendix  D,  page  124) 

The  following  four  resolutions,  re- 
ceived after  August  28,  1967,  were 
properly  accepted  as  business  of  the 
House  of  Delegates: 

Resolution  67-32,  "Blue  Cross  Uti- 
lization Survey,”  introduced  by  Wil- 
liam B.  West,  M.D.,  in  behalf  of  the 
Huntingdon  County  Medical  Society, 
referred  to  the  Reference  Committee 
on  Medical  Service. 

Resolution  67-33,  “Physicians  in 
Armed  Forces,”  introduced  by  Donald 
E.  Harrop,  M.D.,  in  behalf  of  the 
Chester  County  Medical  Society,  re- 
ferred to  the  Reference  Committee  on 
Constitution  and  By-laws. 

Resolution  67-34,  “The  Medical 
Examiner  System,”  introduced  by  Wil- 
liam J.  Kelly,  M.D.,  a delegate  from 
the  Allegheny  County  Medical  Society, 
referred  to  the  Reference  Committee 
on  Governmental  Relations. 

Resolution  67-35,  “Hospital  Teach- 
ing and  Non-Teaching  Services,”  in- 
troduced by  George  P.  Rosemond, 
M.D..  a member  of  the  Philadelphia 
County  Medical  Society,  referred  to 
the  Reference  Committee  on  Miscel- 
laneous Business. 

The  following  additional  material  in 
the  delegates’  packets  was  accepted  as 
official  business  of  the  House  of  Dele- 
gates : 

1966  Annual  Report,  The  Educa- 
tional and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society,  re- 
ferred to  the  Reference  Committee 
on  Reports  of  Officers. 


Finance  Committee  Report 

Park  M.  Horton,  M.D.,  Chairman, 
presented  the  following  report  for  the 
Finance  Committee  of  the  Board  of 
Trustees  and  Councilors: 

A copy  of  the  proposed  budget  for 
1968  as  approved  by  the  Board  of 
Trustees  has  been  distributed  for  your 
information.  In  addition  to  the  1968 
figures  it  contains  the  comparative 
figures  of  the  approved  budget  for 

1967  as  well  as  the  actual  expendi- 
tures incurred  during  the  first  six 
months  of  1967.  You  will  note  that 
the  preliminary  budget  calculations 
for  1968  showed  a deficit  of  $31,782. 
The  Finance  Committee  held  an  ex- 
tensive meeting  in  order  to  balance 
this  budget. 

Various  chairmen  of  key  adminis- 
trative units  and  others  were  invited 
to  attend  this  meeting  to  discuss 
budget  requests.  As  a result,  the 
Finance  Committee,  while  attempting 
to  be  fair  to  the  programs  of  the  So- 
ciety’s many  administrative  units  was 
able  to  recommend  that  the  Board  of 
Trustees  adopt  a budget  with  an  antici- 
pated surplus  for  1968  in  the  amount 
of  $2,283. 

I would  like  to  say  just  a few  words 
about  the  recommendations  contained 
in  a report  of  the  Committee  on  Con- 
vention Program  which  will  come  be- 
fore this  House  for  consideration  by 
means  of  Supplemental  Report  C of 
the  Board  of  Trustees.  The  Commit- 
tee on  Convention  Program  has 
recommended  the  creation  of  a fifth 
administrative  council  to  be  called  the 
Council  on  Continuing  Medical  Edu- 
cation. At  its  meetings  on  the  budget, 
the  Finance  Committee  reviewed  pre- 
liminary estimates  on  the  administra- 
tive costs  of  operating  such  a council. 
The  Finance  Committee  recognized 
that  any  action  taken  by  the  House 
with  regard  to  these  recommendations 
would  probably  not  impact  on  the 

1968  budget  because  certain  Consti- 
tutional and  By-law  changes  would 
have  to  be  enacted  by  the  1968  House 
of  Delegates  before  actual  implemen- 
tation of  the  approved  recommenda- 
tions could  take  place.  However,  the 
Finance  Committee  expressed  its  con- 
cern with  regard  to  the  creation  of  a 
fifth  administrative  council  from  the 
point  of  view  of  cost.  The  Chairman 
of  the  Committee  on  Convention  Pro- 
gram kindly  prepared  an  estimate  of 
the  administrative  cost  for  operating 
this  council.  The  Chairman's  estimate 
reflected  a reasonably  small  increase  in 
the  Society’s  total  operating  budget. 


This  estimate  was  based  on  bringing 
several  existing  functions  under  the 
aegis  of  the  proposed  council.  How- 
ever, the  Finance  Committee  believes 
that  establishment  of  such  a council 
could  initially  cost  a great  deal  more 
than  estimated.  The  Committee  fur- 
ther believes  that  over  a period  of  time 
considerable  additional  funds  will 
have  to  be  allocated  for  its  adminis- 
trative operation. 

The  1968  budget  contains  an  ex- 
tremely small  projected  surplus  when 
compared  to  the  total  size  of  the 
budget.  I wish  to  take  this  oppor- 
tunity to  emphasize  the  fact  that  the 
Finance  Committee  is  aware  that  the 
Society’s  operating  expenses  are  in 
creasing  as  the  cost  of  services  and 
materials  increase.  It  is  not  unreason- 
able to  assume  that  when  the  Finance 
Committee  prepares  the  budget  for 
1969  that  budget  will  reflect  increased 
operating  expenses,  even  if  the  pro- 
grams of  the  Society  do  not  appreci- 
ably increase.  The  Finance  Commit- 
tee will  continue  to  make  every  con- 
scientious attempt  to  work  with  pres- 
ent Society  income  and  to  limit  any 
unnecessary  increases  in  expenses. 
Nevertheless  the  general  inflationary 
tendency  of  our  economy  is  having 
its  impact  upon  the  operation  of  the 
Pennsylvania  Medical  Society  and  the 
day  is  fast  approaching  when  Society 
expenses  will  outstrip  Society  income 
forcing  your  Finance  Committee  to 
recommend  an  increase  in  dues. 
Hopefully,  that  day  is  not  yet  at  hand. 
The  1968  budget  before  you  is  based 
upon  the  current  annual  assessment. 

The  Finance  Committee  suggests 
that  the  House  of  Delegates  bear  in 
mind  as  it  considers  the  business  be- 
fore it  that  the  adoption  of  new  pro- 
grams or  expanded  projects  could 
quickly  wipe  out  the  anticipated  sur- 
plus for  1968.  We  expect  to  note  and 
evaluate,  for  budgetary  purposes,  any 
new  programs  which  you  approve,  and 
to  present  our  recommendations  for 
dues  for  1968  at  the  final  session  of 
the  House. 

There  is  one  additional  piece  of  in- 
formation which  I would  like  to  men- 
tion at  this  time.  At  its  meeting  in 
August,  the  Board  of  Trustees  deter- 
mined to  retain  all  of  the  AMA  dues 
rebate  rather  than  distributing  a por- 
tion of  this  among  the  county  medi- 
cal societies.  This  action  was  taken 
upon  recommendation  of  the  Finance 
Committee.  The  dues  rebate,  inci- 
dentally, is  tendered  to  the  State  So- 
ciety for  collecting  AMA  dues.  In 
reviewing  this  action  at  its  meeting 
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yesterday  the  Finance  Committee 
determined  to  recommend  to  the 
Board  of  Trustees  that  the  Board 
rescind  its  previous  action  in  favor  of 
continuing  the  AMA  dues  rebate  to 
county  medical  societies  in  1967  at 
the  previously  established  figure  per 
member.  Upon  re-examination,  the 
Finance  Committee  felt  that  discon- 
tinuing the  rebate  to  the  county  medi- 
cal societies  would  perhaps  create 
hardship  since  the  projected  operating 
budgets  of  some  county  medical  so- 
cieties, especially  the  larger  ones, 
doubtless  included  the  rebate  as  an- 
ticipated income.  I am  happy  to  re- 
port that  the  Board  adopted  this 
recommendation,  and  that  the  AMA 
dues  rebate  will  be  distributed  to 
county  medical  societies  in  1967  as  in 
the  past.  The  Finance  Committee’s 
recommendation  to  the  Board  with 
regard  to  this  matter  in  1968  will 
depend  upon  the  condition  of  the 
budget  at  the  time. 

If  there  are  any  questions  regard- 
ing the  budget  or  the  financial  condi- 
tion of  the  Pennsylvania  Medical  So- 
ciety, please  attend  the  hearing  of  the 
Reference  Committee  on  Report  of 
Officers.  Members  of  the  Finance 
Committee  will  be  available  to  hear 
opinions  and  will  attempt  to  answer 
any  questions  which  arise. 

Committee  to  Nominate  Delegates 

and  Alternates  to  the  American 

Medical  Association 

John  B.  Montgomery,  M.D., 
Chairman,  presented  the  following 
report  of  the  Committee: 

During  the  past  year  the  members 
of  your  Nominating  Committee  were 
able  to  observe  the  Pennsylvania  Dele- 
gation to  the  American  Medical  As- 
sociation in  caucus  as  well  as  during 
the  actual  sessions  of  the  AMA  House 
of  Delegates.  It  is  our  unanimous 
conclusion  that  your  present  delegates 
and  alternates  are  a real  credit  to  the 
Pennsylvania  Medical  Society  and 
exert  considerable  influence  at  the 
national  level. 

This  House  of  Delegates  can  be 
especially  proud  of  its  current 
Speaker,  who  presided  so  capably  over 
the  AMA  House  of  Delegates  in  June 
as  Vice-Speaker  that  he  received  a 
standing  ovation  at  the  close  of  the 
session. 

Your  Committee  is  of  the  opinion 
that  each  of  the  six  delegates  and 
each  of  the  six  alternates  whose  terms 
expire  December  31,  1967,  should 
represent  the  Society  in  the  formation 
of  AMA  policy  for  another  two  years. 


The  Committee,  therefore,  nomi- 
nates the  following  members  as  dele- 
gates to  the  American  Medical  As- 
sociation for  two-year  terms  begin- 
ning January  1,  1968: 

Wendell  B.  Gordon,  M.D.,  Alle- 
gheny County 

Samuel  B.  Hadden,  M.D.,  Phila- 
delphia County 

W.  Benson  Harer,  M.D.,  Delaware 
County 

Edward  Lyon.  Jr.,  M.D.,  Lycoming 
County 

Thomas  W.  McCreary,  M.D., 
Beaver  County 

Russell  B.  Roth,  M.D.,  Erie 
County 

For  alternate  delegates  to  the 
American  Medical  Association  for 
two-year  terms  beginning  January  1, 
1968,  the  following  members  are 
nominated : 

William  A.  Barrett,  M.D.,  Alle- 
gheny County 

Wilbur  E.  Flannery,  M.D.,  Law- 
rence County 

Edmund  L.  Housel,  M.D.,  Phila- 
delphia County 

Carl  B.  Lechner,  M.D.,  Erie 
County 

David  S.  Masland,  M.D.,  Cumber- 
land County 

William  Y.  Rial,  M.D.,  Delaware 
County 

Respectfully  submitted, 

Allen  W.  Cowley,  M.D. 

John  F.  Hartman,  Jr.,  M.D. 

John  B.  Montgomery,  M.D., 
Chairman 

Elections 

The  following  officers  and  others 
were  elected  on  Friday,  September 
29,  1967: 

President-Elect : George  E.  Farrar, 
Jr.,  M.D.,  Philadelphia  County 

First  Vice-President:  Charles  K. 

Rose,  Jr.,  M.D.,  Lehigh  County 

Second  Vice-President:  Orlo  G. 

McCoy,  M.D.,  Bradford  County 

Third  Vice-President : Charles  A. 

Bikle,  M.D.,  Franklin  County 

Fourth  Vice-President:  Leroy  A. 

Gehris,  M.D.,  Berks  County 

Secretary:  Allen  W.  Cowley, 

M.D.,  Dauphin  County 

Speaker , House  of  Delegates:  Wil- 
liam Y.  Rial,  M.D.,  Delaware 
County 

Vice-Speaker,  House  of  Delegates: 
John  B.  Lovette,  M.D.,  Cambria 
County 

Trustee  and  Councilor,  Seventh 
District:  Robert  S.  Sanford, 

M.D.,  Tioga  County 


Trustee  and  Councilor,  Tenth  Dis- 
trict: William  J.  Kelly,  M.D., 

Allegheny  County 
Trustee  and  Councilor,  Twelfth  Dis- 
trict: Park  M.  Horton,  M.D., 

Susquehanna  County 

Delegates  to  the  American  Medical 
Association  (two-year  term,  January 
1,  1968,  to  December  31,  1969): 

Wendell  B.  Gordon,  M.D.,  Alle- 
gheny County 

Samuel  B.  Hadden,  M.D.,  Phila- 
delphia County 

W.  Benson  Harer,  M.D.,  Delaware 
County 

Edward  Lyon,  Jr.,  M.D.,  Lyco- 
ming County 

Thomas  W.  McCreary,  M.D., 
Beaver  County 

Russell  B.  Roth,  M.D.,  Erie 
County 

Alternate  Delegates  to  the  American 
Medical  Association  (two-year 
term,  January  1,  1968,  to  December 
31,  1969): 

William  A.  Barrett,  M.D.,  Alle- 
gheny County 

Wilbur  E.  Flannery,  M.D.,  Law- 
rence County 

Edmund  L.  Housel,  M.D.,  Phila- 
delphia County 

Carl  B.  Lechner,  M.D.,  Erie 
County 

David  S.  Masland,  M.D.,  Cumber- 
land County 

William  Y.  Rial,  M.D.,  Delaware 
County 

Committee  to  Nominate  Delegates  and 
Alternates  to  the  American  Medi- 
cal Association: 

Daniel  H.  Bee,  M.D.,  Indiana 
County  (three-year  term) 

Committee  on  Convention  Program: 

James  A.  Collins,  Jr.,  M.D.,  Mon- 
tour County  (three-year  term) 
Thaddeus  S.  Danowski,  M.D., 
Allegheny  County  (three-year 
term) 

Robert  L.  Evans,  M.D.,  York 
County  (one- year  term) 

Judicial  Council: 

Russell  B.  Roth,  M.D.,  Erie  Coun- 
ty (five-year  term) 

William  F.  Brennan,  M.D.,  Alle- 
gheny County  (two-year  term) 

District  Censors  (one-year  term) : 

Adams,  James  H.  Allison;  Allegheny, 

Robert  A.  Schein;  Armstrong,  Arthur 

R.  Wilson;  Beaver,  Herman  Bush; 

Bedford,  Norman  A.  Timmons; 

Berks,  John  C.  Stolz;  Blair,  John  W. 
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Hurst;  Bradford,  Willis  A.  Redding; 
Bucks,  Stanley  F.  Peters;  Butter, 

Ralph  M.  Christie;  Cambria,  Warren 
F.  White;  Carbon,  James  M.  Steele; 
Centre,  H.  Richard  Ishler;  Chester, 

Robert  E.  Brant;  Clarion,  Theodore 
R.  Koenig;  Clearfield,  Fred  Pease; 
Clinton,  (no  nomination);  Columbia, 
Thomas  C.  Corson;  Crawford,  John 
E.  Lewis;  Cumberland,  Hans  S.  Roe; 
Dauphin,  Hamblen  C.  Eaton;  Dela- 
ware, Edward  G.  Torrance;  Elk- 

Cameron,  James  L.  Hackett,  Sr.; 
Erie,  Joseph  M.  Faso;  Fayette, 

Othello  S.  Rough;  Franklin,  Albert 
W.  Freeman;  Greene,  William  W. 
Bartholomew;  Huntingdon,  Frederic 
H.  Steele;  Indiana,  William  C.  Ver- 
nocy;  Jefferson,  Francis  J.  Trunzo; 
Lackawanna,  Clement  B.  Potelunas; 
Lancaster,  William  A.  Atlee;  Law- 
rence, Gerald  H.  Weiner;  Lebanon, 
C.  Ray  Bell,  Jr.;  Lehigh,  Frederick 

R.  Bausch,  Jr.;  Luzerne,  Donald  F. 
Closterman;  Lycoming,  Wilfred  W. 
Wilcox;  McKean,  Ralph  E.  Hocken- 
berry;  Mercer,  Thomas  C.  Ryan; 
Mifflin- Juniata,  John  R.  W.  Hunter, 
Jr.;  Monroe,  Thomas  I.  Metzgar; 
Montgomery,  E.  Raymond  Place; 
Montour,  Isaac  L.  Messmore;  North- 
ampton, Walter  J . Filipek;  North- 
umberland, J.  Mostyn  Davis,  Jr.; 
Berry,  Paul  Karlik;  Philadelphia, 
Charles  M.  Thompson;  Potter,  Her- 
man C.  Mosch;  Schuylkill,  Joseph  T. 
Marconis;  Somerset,  Alexander 
Solosko;  Susquehanna,  Robert  M. 
Shelly;  Tioga,  Preston  M.  Erway; 
Union,  (no  nomination);  Venango, 
Thaddeus  S.  Gabreski;  Warren,  Rob- 
ert D.  Donaldson;  Washington,  Ralph 

S.  Blasiole;  Wayne-Pike,  Clare  C. 
Kenny;  Westmoreland,  Leslie  S. 
Pierce;  Wyoming,  John  S.  Rinehimer, 
Jr.;  York,  William  C.  Langston. 

PaMPAC  Presentation 

Robert  F.  Beckley,  M.D.,  Chair- 
man of  the  Board  of  PaMPAC,  made 
the  following  presentation: 

Once  again  I come  before  you  to 
report  upon  the  political  arm  of  our 
medical  profession.  I appreciate  the 
opportunity  to  do  so. 

Much  has  transpired  since  the  An- 
nual Session  of  1965,  when  I last 
reported  to  you  on  PaMPAC.  The 
medical  political  action  movement 
throughout  the  country  has  taken  tre- 
mendous strides  toward  making  medi- 
cine a vital  and  constructive  force  in 
the  areas  of  politics  and  legislation. 
Behind  this  success  is  the  individual 
physician  who  has  channeled  his  time 
and  money  into  an  investment  with 
concern  for  long-range  dividends. 


Changing  the  complexion  of  legisla- 
tive bodies  is  not  easy  nor  can  it  be 
accomplished  within  a short  period  of 
time.  It  is  difficult  to  predict  that 
time  when  an  effective  transformation 
can  be  expected.  We  can  say  with 
certainty,  however,  the  task  has  been 
started  and  that  progress  is  being 
made. 

Let  us  look  at  the  1966  general 
elections  at  the  national  and  state 
level. 

PaMPAC  was  involved  in  1 1 races 
for  the  United  States  House  of  Rep- 
resentatives and  56  contests  at  the 
state  level.  Out  of  these  67  races  in 
which  we  participated,  58  candidates, 
Democratic  and  Republican,  sup- 
ported by  PaMPAC  were  elected. 
Thus,  we  were  86%  successful  in  our 
efforts.  This  figure  alone  means  very 
little,  but  when  we  relate  it  to  the 
change  in  climate  of  our  national  and 
state  legislative  bodies,  it  takes  on 
significance.  Also,  taking  into  con- 
sideration the  fact  that  state  PACs 
throughout  the  country  were  active  in 
nearly  1,000  state  legislative  races, 
this  is  almost  double  the  number  of 
similar  races  in  which  state  PACs  par- 
ticipated in  1964.  As  a result,  this 
Congress  shows  a change  in  attitude 
from  its  predecessor,  the  89th,  which 
legislated  both  hastily  and  recklessly. 

Consider  also  the  State  Legislature, 
where  for  the  first  time  in  many  years 
there  is  a willingness  on  the  part  of 
the  administration  and  the  legislators 
to  listen  to  medicine’s  advice  when 
health  legislation  is  being  considered 
and  after,  vote  according  to  reasoned 
judgment  and  good  conscience  rather 
than  political  expediency.  This  ap- 
proach is  not  merely  desirable,  it  is 
essential  when  one  considers  the  fact 
that  in  the  89th  Congress  1,600  bills 
affecting  medicine  were  introduced 
and  that  in  1965  in  the  Pennsylvania 
General  Assembly  there  were  approxi- 
mately 200  bills  submitted  relating  to 
health  or  health  care. 

What  is  the  outlook  for  1968? 
More  of  the  same,  only  at  that  time 
we  will  be  in  the  midst  of  a presi- 
dential election  year.  Who  the  Repub- 
lican and  Democratic  presidential  can- 
didates will  be  is  not  important  at 
this  time.  It  is  important,  however, 
that  we  build  our  strength  at  the  grass 
roots  level.  Strength,  not  based  en- 
tirely upon  the  mechanism  we  have 
for  collecting  funds  and  the  subse- 
quent channeling  of  them  into  politi- 
cal campaigns,  but  the  greater  strength 
in  the  PAC  movement,  the  ever  in- 
creasing number  of  knowledgeable 
campaign  workers  and  vote  winners. 


Thus,  our  number  one  priority  has 
to  be  in  the  area  of  political  educa- 
tion. We  must  broaden  the  help  we 
provide  to  interest  and  train  physicians 
and  their  wives  for  key  roles  in  cam- 
paigns of  1968. 

Number  two — promoting  the  PAC 
concept  to  those  of  our  colleagues 
who  evidently  feel  that  it  is  improper 
for  physicians  to  become  involved  in 
politics.  Those  men  and  women  who 
are  so  preoccupied  with  giving  Ameri- 
cans the  best  health  care  possible  that 
they  fail  to  exercise  their  citizen’s 
franchise  to  vote  and  to  express 
opinions  as  to  how  their  taxes  will  be 
spent  or  what  course  the  nation  should 
take  in  domestic  and  foreign  affairs 
should  realize  that  whether  they  want 
the  role  or  not,  physicians  mold  public 
opinion.  Thus,  the  profession  cannot 
by  example  afford  to  promote  apathy. 

In  summary,  our  goal  is  to  build 
membership  and  at  the  same  time 
make  that  membership  an  interested 
and  actively  engaged  component  of 
the  local,  state  and  national  political 
scene.  As  we  look  to  1968,  the  chal- 
lenge for  medical  political  action  is 
awesome.  We  have  the  opportunity 
to  help  select  the  candidates  of  our 
party  be  they  Democrat  or  Republi- 
can, we  have  responsibility  to  help 
shape  their  views  and  the  views  of 
the  general  public,  and  we  have  the 
obligation  to  discharge  a maximum 
effort  in  their  support  during  the 
campaign. 

Our  successes  in  1966  were  impres- 
sive even  by  the  most  modest  ap- 
praisal. They  are  meaningless,  how- 
ever, if  they  do  not  serve  as  the 
launching  paid  for  greater  gains  in 
1968.  The  PaMPAC  Board  has  every 
intention  of  writing  a success  story 
after  election  day  next  November.  We 
need  you  and  your  colleagues  back 
home  as  our  co-authors. 

Those  of  the  profession  who  doubt 
the  effectiveness  of  medicine's  political 
action  program  should  seek  out  legis- 
lators from  their  home  areas.  Is  our 
effort  appreciated?  Ask  the  candi- 
dates we  supported  if  there  are 
doubts.  It  is  easier  to  discuss  health 
legislation  with  officeholders  who  have 
received  medical  support,  say  our 
lobbyists  in  Harrisburg  and  Washing- 
ton. Many  physicians  all  over  the 
United  States  have  been  individual 
contributors  to  candidates  of  their 
choice.  We  think  such  participation  is 
essential,  we  urge  them  to  continue. 
However,  such  involvement  should  be 
in  addition  to  their  participation  in 
the  PAC  movement  because  it  wasn’t 
until  these  efforts  were  united  that 
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the  physician  received  identification 
and  consideration  in  the  political  equa- 
tion. Professional  politicians  at  the 
state  and  national  levels  admit  can- 
didly that  the  medical  political  action 
program  is  growing  in  importance.  In 
1966,  AmPAC  was  the  largest  single 
contributor  to  the  Democratic  Na- 
tional Congressional  Committee  and 
was  publicly  recognized  as  such.  Ad- 
ditionally, we  are  credited  by  the 
Republican  National  Congressional 
Committee  as  a leading  contributor. 

The  history  of  medical  political  ac- 
tion is  one  of  slow  but  steady  growth. 
We  need  continued  growth  for  a maxi- 
mum effort  in  November  of  1968. 
May  I urge  you  and  those  you  repre- 
sent to  continue  to  broaden  your  sup- 
port of  PaMPAC  and  AmPAC  not 
only  through  your  financial  commit- 
ment but  by  personal  campaign  in- 
volvement as  well.  Opportunity  is 
limitless  and  requires  little,  if  any, 
sacrifice.  Remember,  the  stakes  are 
high,  the  odds  are  improving.  Let’s 
protect  the  system  that  provides  the 
highest  quality  medical  care,  not  let 
it  be  eroded  by  default. 

I can  think  of  no  better  way  to  end 
this  report  than  to  honor  one  in  our 
midst  who  helped  pioneer  Pennsyl- 
vania Medical  Political  Action.  For 
the  past  several  years,  PaMPAC  has 
been  one  of  the  leading  state  PACs 
in  the  country.  The  foundation  for 
this  success  was  laid  by  men  with 
foresight  and  perseverance.  The 
PaMPAC  Board  would  like  to  present 
one  of  these  leaders  with  this  hono- 
rary life  membership  in  PaMPAC.  At 
this  time,  I want  to  call  Dr.  Thomas 
W.  McCreary  forward. 

Tom,  it  is  a real  pleasure  to  present 
to  you  this  honorary  life  membership 
in  PaMPAC.  Ladies  and  gentlemen, 
I hope  you  will  join  with  the  PaMPAC 
Board  in  this  expression  of  apprecia- 
tion for  the  work,  sacrifice,  and  vision 
of  Dr.  Tom  McCreary. 

Reference  Committee  Reports 

Reference  Committee  on 
Governmental  Relations 

Ross  E.  Bryan,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  adopted  by  the 
House: 

Report  of  the  Council  on  Govern- 
mental Relations  (Official  Reports 
Booklet,  page  69)  and  Portion  on 
Communications  of  the  President’s 
Report. 

The  Reference  Committee  has  re- 
viewed the  report  of  the  Council  on 


Governmental  Relations  and  would  be 
remiss  if  it  did  not  complement  the 
Council  on  the  job  which  it  has  done 
and  continues  to  do  on  matters  re- 
ferred to  it  by  the  House  of  Delegates 
and  the  Board  of  Trustees.  The 
Council’s  report  contains  a “follow- 
up” of  progress  made  on  such  refer- 
rals including  those  recommendations 
which  were  made  by  Past  President 
William  B.  West,  and  President 
J.  Everett  McClenahan.  Your  Refer- 
ence Committee  took  cognizance  of 
the  comment  made  by  the  Council 
concerning  prompt  dissemination  of 
the  Society’s  legislative  policies  to  both 
members  of  the  Society  and  Legisla- 
tors. The  Council  has  demonstrated 
its  concern  by  discussing  at  each  of 
its  meetings  methods  by  which  dis- 
semination of  this  information,  and, 
consequently,  the  Society’s  legislative 
effectiveness  can  be  improved.  Your 
Reference  Committee,  too,  is  con- 
cerned that  whatever  deficiencies  exist 
in  our  legislative  communication  sys- 
tems be  promptly  corrected,  since  it 
believes  very  strongly  that  Medicine 
must  exert  its  maximum  influence  in 
the  legislative  halls.  Your  Reference 
Committee  cannot,  with  the  limited 
time  available  to  it,  attempt  to  solve 
this  most  difficult  problem,  nor  would 
it  presume  to  solve  the  problem  to 
which  the  Council  has  been  giving  a 
great  deal  of  attention  for  a long  time. 
Therefore,  your  Committee  recom- 
mends that  the  Council  continue  to 
give  this  problem  the  highest  priority, 
and  that,  further,  it  continue  to  work 
with  the  Woman’s  Auxiliary,  since  we 
understand  they,  too,  are  offering  solu- 
tions, some  of  which  are  being  dis- 
cussed at  their  meeting  this  week. 

The  Committee  also  discussed  the 
President’s  recommendation  concern- 
ing the  improvement  of  communica- 
tions at  “county  level.”  This  problem 
is  closely  related  to  the  Council’s  prob- 
lem concerning  legislative  communica- 
tions, but  is  broader.  Since  his  recom- 
mendations involve  the  Society’s  staff 
other  than  the  staff  of  the  Council  on 
Governmental  Relations,  we  feel  that 
the  remarks  of  the  President  should 
be  referred  to  the  Board  of  Trustees 
for  coordination  and  maximum  utili- 
zation of  our  staff  facilities. 

Your  Committee  does  recommend 
that  county  medical  societies  cooper- 
ate to  the  fullest  extent  with  the  Coun- 
cil on  Governmental  Relations  by  at 
least  inviting  representatives  and  staff 
of  the  Council  to  talk  before  their 
Executive  Committee  and/ or  Board  of 
Directors  in  an  effort  to  solve  the 


internal  and  external  legislative  com- 
munications problems. 

Resolution  67-17:  Licensure  of  Opti- 
cians (Official  Reports  Booklet, 
page  108) 

Your  Reference  Committee,  in  con- 
sidering the  Resolution  which  pro- 
poses that  the  Commonwealth  of 
Pennsylvania  license  opticians,  has 
heard  testimony  to  the  effect  that  the 
State  Board  of  Medical  Education  and 
Licensure,  pursuant  to  the  authority 
granted  to  it  by  the  Medical  Practice 
Act,  is  already  considering  the  licen- 
sure of  paramedical  personnel.  Your 
Reference  Committee  is  further  in- 
formed that  the  Board  of  Trustees  of 
the  Pennsylvania  Medical  Society  has 
taken  action  supporting  licensure  of 
many  of  the  paramedical  groups  by 
the  Board  of  Medical  Education  and 
Licensure.  Your  Committee  supports 
the  principle  of  the  resolution,  but 
offers  the  following  substitute  resolu- 
tion which  we  feel  more  closely  con- 
veys the  wishes  of  its  sponsors: 

Substitute  Resolution  67 -17 

Whereas,  There  is  public  right 
to  receive  quality  eye  care;  and 

Whereas,  The  services  rendered 
by  opticians  are  an  integral  part  of 
such  care;  and 

Whereas,  Licensure  of  all  opti- 
cians would  elevate  the  professional 
statute  and  standards  of  this  pro- 
fessional group:  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  support  the  licen- 
sure of  all  opticians  in  Pennsylvania 
by  the  State  Board  of  Medical  Edu- 
cation and  Licensure.  Substitute 
Resolution  adopted. 

Resolution  67-18:  Medical  Library 

Assistance  Act  (Official  Reports 
Booklet,  page  108) 

The  thrust  of  the  Resolution  is  two- 
pronged. (1)  That  the  Pennsylvania 
Medical  Society  urge  Congress  to  ap- 
propriate adequate  money  in  support 
of  the  Medical  Library  Assistance  Act 
of  1965,  a measure  which  the  Society 
supported  in  its  passage  through  Con- 
gress; and  (2)  that  the  Society  endorse 
the  College  of  Physicians  of  Philadel- 
phia Library  as  a regional  medical 
library. 

Your  Committee  is  convinced  that 
if  our  medical  libraries  are  to  remain 
“in  business,”  help  from  this  law  must 
be  forthcoming. 

Resolution  67-18,  as  adopted,  reads 
as  follows: 

Whereas,  The  Medical  Library 
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Assistance  Act  of  1965  was  enacted 
with  universal  agreement  concern- 
ing the  need  for  aid  to  medical 
libraries  by  the  Federal  Govern- 
ment; and 

Whereas,  This  act  has  been  en- 
dorsed by  a vote  of  the  House  of 
Delegates  of  the  Pennsylvania  Med- 
ical Society;  and 

Whereas,  The  budget  of  the 
President  of  the  United  States  calls 
for  minimal  appropriations  by  Con- 
gress to  support  the  various  pro- 
grams of  the  medical  libraries  of 
this  country;  and 

Whereas,  One  of  the  programs 
is  to  establish  a system  of  regional 
medical  libraries  throughout  the 
country;  and 

Whereas,  The  College  of  Physi- 
cians of  Philadelphia  established  in 
1787  has  in  fact  provided  regional 
medical  library  services  for  many 
years  to  the  fullest  extent  of  its 
financial  and  resource  capabilities; 
therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  go  on  record  in 
favor  of  approval  by  Congress  of 
adequate  appropriations  in  the  Pres- 
ident’s budget  in  support  of  the 
Medical  Library  Assistance  Act  of 
1965;  and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  endorses  the  Col- 
lege of  Physicians  of  Philadelphia 
as  a regional  medical  library  under 
the  Medical  Library  Assistance  Act 
of  1965. 

Resolution  67-19:  Air  Pollution 

Supervision  (Official  Reports  Book- 
let, page  108) 

This  House  of  Delegates  has  gone 
on  record  repeatedly  as  favoring  the 
general  concept  of  more  and  effective 
air  pollution  control  techniques.  This 
resolution  suggests  a different  adminis- 
trative arrangement  from  that  cur- 
rently in  effect  at  state  level.  This 
Committee  feels  that  the  air  pollution 
control  problem  is  of  such  vital  impor- 
tance that  it  should  be  the  responsi- 
bility of  at  least  a Deputy  Secretary 
in  the  Department  of  Health.  Your 
Committee  in  its  wish  to  be  precise 
wishes  to  add  the  word  “control”  fol- 
lowing the  phrase  “air  pollution”  in 
the  first  resolve. 

Resolution  67-19,  as  amended  and 
adopted  by  the  House,  reads  as  fol- 
lows: 

Whereas,  Acute  smog  episodes 
such  as  the  Donora  Smog  of  1948 


have  been  associated  with  increased 
mortality  and  morbidity;  and 

Whereas,  Numerous  epidemio- 
logic studies  have  demonstrated  an 
increased  prevalence  of  respiratory 
diseases  in  urban  populations  com- 
pared with  rural  populations;  and 

Whereas,  The  Pennsylvania 
Medical  Society  and  its  individual 
members  are  dedicated  to  prevent- 
ing those  illnesses  which  are  amen- 
able to  prevention;  and 

Whereas,  The  increasing  pollu- 
tion of  the  air  is  the  most  stressing 
public  health  problem  of  our  times; 
therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  expresses  its  in- 
tense interest  in  air  pollution  con- 
trol, and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  urgently  requests 
Governor  Raymond  Shafer  to  take 
the  steps  necessary  to  control  air 
pollution,  including  elevation  of  the 
position  of  Air  Pollution  Control 
Officer  to  the  status  of  Deputy  Sec- 
retary of  Health  for  Clean  Air,  and 
support  of  such  an  official  by  an 
adequately  compensated  staff  of  ap- 
propriate classification,  as  well  as 
by  legal  enforcement  power. 

Resolution  67-24:  Compulsory  Ge- 

neric Prescribing  (Official  Reports 
Booklet,  page  110)  and  Portion  of 
the  President’s  Report  concerning 
“Pharmaceutical  Problems” 

Your  Reference  Committee,  in 
studying  this  Resolution,  recalled  the 
testimony  presented  by  U.  S.  Food 
and  Drug  Commissioner,  James  God- 
dard, M.D.,  before  the  Senate  Finance 
Committee  on  September  12,  when  he 
said,  in  answer  to  a question  posed  by 
Senator  Long,  the  Chairman  of  that 
group,  on  the  matter  of  generic  pre- 
scribing, “The  measure  would  result 
in  an  encroachment  on  the  practice 
of  medicine  in  such  a way  that  I be- 
lieve the  physicians  of  this  country 
would  rise  up  in  wrath.”  Dr.  Goddard 
went  on  to  point  out  to  the  Senate 
Finance  Committee  that  doctors  have 
historically  selected  drugs  for  their  pa- 
tients according  to  the  medical  needs, 
and  that  they  would  resist  any  at- 
tempts to  alter  their  freedom  of  pre- 
scription. 

Your  committee  also  considered  the 
remarks  of  the  President  on  “pharma- 
ceutical problems”  at  the  time,  since 
they  were  in  the  same  context. 

Your  Committee  is  concerned  that 
a lack  of  understanding  on  the  part 


of  Congress  and  the  public  of  this 
vital  problem  is  in  part  the  cause  for 
the  continued  discussion  of  the  sub- 
ject, and  so  offers  the  following  sub- 
stitute resolution: 

Substitute  Resolution  67-24 

Whereas,  The  generic  or  non- 
proprietary  name  of  a drug  refers 
to  the  active  chemical  ingredient  of 
the  drug  and  not  the  finished  prod- 
uct which  is  supplied  to  the  patient, 
and 

Whereas,  In  order  that  it  may 
be  dispensed,  the  trade  name  manu- 
facturer, by  way  of  a specific  formu- 
lation, processes  the  drug  to  its  final 
form,  and 

Whereas,  A manufacturer’s 
preparation  of  a tablet  form  of  a 
drug  may  contain  many  variables 
such  as  the  crystalline  size,  the  na- 
ture of  the  excipients,  the  color- 
agents  and  flavors,  the  tableting 
pressures,  coating  films  and  the 
orientation  within  the  tablet,  and 

Whereas,  The  same  generic 
chemical  classification  of  a com- 
pound may  emerge  in  any  one  of 
several  forms,  it  becomes  apparent 
that  a generic-named  drug  supplied 
by  one  manufacturer  may  differ  to 
a significant  degree  from  the  same 
generic-named  drug  supplied  by  an- 
other, and 

Whereas,  If  the  physician  is 
compelled  to  prescribe  by  generic 
name,  he  would  have  no  control  as 
to  which  drug  is  used  by  the  pharm- 
acist in  filling  the  prescription,  and 

Whereas,  The  coating,  the  dis- 
integration time,  the  solubility,  the 
choice  of  vehicle  or  base  and  other 
factors  may  be  extremely  important 
to  the  physician  who  selects  a drug 
for  specific  reaction  in  his  patient, 
and 

Whereas,  The  myth  of  "generic 
equivalence”  was  exploded  long  ago 
and  there  is  as  much  difference  be- 
tween drugs  with  the  same  generic 
name  as  there  is  between  people 
with  the  same  family  name,  and  in 
the  market  place  there  are  high 
quality  products  and  low  quality 
products  and  many  grades  in  be- 
tween, and 

Whereas,  Medical,  pharmaceuti- 
cal, and  other  scientific  annals,  ex- 
tending back  more  than  twenty 
years,  contain  many  convincing  re- 
ports of  investigations  which  per- 
sistently support  the  contention  that 
generic  identity  does  not  necessarily 
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assure  equal  therapeutic  effective- 
ness, and 

Whereas,  Successive  refills  of 
the  same  prescription  with  products 
of  different  manufacturers  could 
lead  to  variations  in  therapeutic 
response  which  may  mislead  the 
doctor  and  not  be  in  the  best  in- 
terest of  the  patient,  and 

Whereas,  Patients  may  attempt 
to  hold  physicians  responsible  for 
reactions  to  drugs  which  were  sub- 
stituted for  the  original  prescribed 
drugs,  now  therefore  be  it 

Resolved,  That  the  treating  physi- 
cian should  have  the  choice  (in  all 
private  paid,  insurance  paid  and 
government  paid  programs)  of  de- 
ciding whether  or  not  to  prescribe 
generically  or  by  brand  name,  and 
be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  adopt  this  stand  of 
freedom  of  choice  to  be  able  to 
best  serve  its  patients,  and  be  it 
further 

Resolved,  That  copies  of  this 
Resolution  be  sent  to  the  Pennsyl- 
vania Delegation  in  the  House  of 
Representatives  and  Senate  of  the 
United  States,  members  of  the  Ways 
and  Means  Committee  of  the 
United  States  House  of  Representa- 
tives and  to  the  members  of  the 
Finance  Committee  of  the  United 
States  Senate.  Substitute  Resolu- 
tion adopted. 

Your  Reference  Committee  recom- 
mends that  the  remarks  of  the  Presi- 
dent concerning  pharmaceutical  prob- 
lems be  referred  to  the  Board  of 
Trustees  for  consideration  by  our 
Committee  on  Relationships  with 
Allied  Professions. 

Resolution  67-34:  The  Medical  Ex- 

aminer System  (Delegates’  Packet) 

Whereas,  The  Pennsylvania 
Medical  Society  has  favored  the 
Medical  Examiner  System  in  the 
past;  and 

Whereas,  The  forthcoming  State 
Constitutional  Convention  may  con- 
sider changes  in  the  Constitution 
relative  to  this  system;  therefore  be 
it 

Resolved,  That  the  Pennsylvania 
Medical  Society  affirm  its  strong  sup- 
port for  a Constitutional  change  to 
adopt  the  Medical  Examiner  System 
and  eliminate  the  coroners’  system; 
and  be  it  further 

Resolved,  That  the  officers  and 


appropriate  committee  chairmen  be 
directed  to  undertake  whatever  ef- 
forts and  activities  are  required  to 
effectuate  this  transition. 

Your  Reference  Committee  heard 
testimony  from  many  people  includ- 
ing several  physician-coroners.  All 
persons  testifying  urged  our  con- 
tinued strong  support  for  a Medical 
Examiner  system  for  Pennsylvania, 
therefore,  we  recommend  the  adop- 
tion of  Resolution  67-34.  Resolution 
adopted. 

Portion  of  President's  Report  on 
PaMPAC 

The  President  listed  as  the  first  item 
in  his  report  the  problem  of  the  “drop 
in  our  individual  participation  in 
PaMPAC” — a problem  that  both  he 
and  we  feel  requires  a prompt  solu- 
tion. We  firmly  agree  with  both  Dr. 
McClenahan  and  Dr.  Milford  Rouse 
when  they  say  “the  political  move- 
ment is  vital  to  Medicine's  well  be- 
ing.” Your  Committee  heard  testi- 
mony from  several  counties  which  re- 
flected some  misgivings  about 
PaMPAC’s  actions  during  its  infancy. 
We  feel  in  some  societies  this  is  di- 
rectly related  to  the  decline  in  partici- 
pation by  physicians.  There  are  prob- 
ably other  reasons  for  the  decline  in 
participation  which  we  do  not  have 
time  to  investigate  at  this  meeting. 
Your  Reference  Committee  would 
therefore  recommend  that  the  portion 
of  the  President’s  paper  on  the  decline 
in  our  individual  participation  in 
PaMPAC  be  referred  to  our  Council 
on  Governmental  Relations  with  in- 
structions to  report  back  to  this  House 
at  its  next  Annual  Session. 

Reference  Committee  on  Reports  of 
Standing  and  Special  Committees 

Clayton  C.  Barclay,  M.D.,  Chair- 
man. presented  the  following  report  of 
the  Committee,  which  was  adopted  by 
the  House: 

Report  of  the  Committee  on  Aid  to 
Education  (Official  Reports  Book- 
let, page  53) 

Your  Reference  Committee  recog- 
nizes that  aid  to  medical  education 
continues  to  be  a most  important  func- 
tion of  our  Society.  The  current  $8.00 
assessment  for  continuation  of  this 
endeavor  should  be  continued.  The 
recommendation  that  the  Educational 
Fund  be  used  for  either  loans  or  schol- 
arships at  the  discretion  of  the 
Trustees  should  be  accepted. 

Your  Reference  Committee  further 
recommends  that  with  tuition  and  as- 
sociated costs  of  education  rising,  the 


possibility  of  increasing  the  $8.00  as- 
sessment should  be  explored,  and  this 
recommendation  should  be  referred  to 
the  Board  of  Trustees. 

Advisory  Committee  to  Woman’s 
Auxiliary  (Official  Reports  Booklet, 
page  54) 

Your  Reference  Committee  com- 
mends the  timely  activities  of  the 
Woman’s  Auxiliary  during  the  past 
year  and  the  liaison  the  Advisory 
Committee  has  maintained  with  them. 

Address  of  the  President  of  the  Wom- 
an’s Auxiliary 

Your  Reference  Committee  has  re- 
viewed the  address  of  the  President 
of  the  Woman’s  Auxiliary  and  notes 
with  interest  and  satisfaction  that  the 
membership  has  shown  a marked  in- 
crease in  the  past  year.  This  increase 
in  members  speaks  well  for  the  ac- 
tivities of  the  Woman’s  Auxiliary. 

Committee  on  Relationships  with 
Allied  Professions  (Official  Reports 
Booklet,  page  56) 

Your  Reference  Committee  appre- 
ciates the  consideration  this  Commit- 
tee has  given  to  the  major  problem  of 
the  shortage  of  nurses,  but  regrets  that 
no  definite  opinion  on  the  plans  of 
the  nursing  organizations  for  the 
future  of  nursing  training  and  educa- 
tion was  included  in  its  report.  Your 
Reference  Committee  also  notes  that 
no  consideration  in  the  report  was 
given  to  the  relationship  between  medi- 
cine and  other  allied  professions. 

Your  Reference  Committee  recom- 
mends that  the  House  of  Delegates 
go  on  record  as  favoring  the  reten- 
tion, expansion  and  improvement  of 
the  diploma  (hospital)  schools  of 
nursing— the  best  source  of  trained 
nurses  in  the  United  States  today  and 
a vital  part  of  the  health  education 
field.  This  is  not  to  be  construed  as 
lack  of  support  for  other  schools  with 
baccalaureate  degrees  or  associate 
certification  programs. 

Committee  on  Medical  Benevolence 
(Official  Reports  Booklet,  page  60) 
Your  Reference  Committee  com- 
mends this  Committee  for  its  worth- 
while and  necessary  activities. 

Committee  on  Objectives  (Official 
Reports  Booklet,  page  61) 

Your  Reference  Committee  recog- 
nizes that  the  Committee  on  Objec- 
tives has  a difficult  and  important 
function  in  our  Society.  The  Commit- 
tee is  commended  for  its  thoughtful 
dedication  to  this  function  and  encour- 
aged to  continue  its  deliberations. 
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The  interest  of  the  Committee  in 
relationships  between  the  State  Society 
and  specialty  societies  is  timely,  par- 
ticularly at  this  period  in  the  history 
of  medicine  when  we  must  all  work 
together. 

Recommendations  of  this  Commit- 
tee on  the  topic  of  “Communications” 
as  discussed  in  the  report  are  eagerly 
anticipated  since  public  relations  is 
such  an  important  part  of  medicine. 

Your  Reference  Committee  recom- 
mends that  the  House  of  Delegates 
direct  the  Committee  on  Objectives  to 
study  methods  by  which  the  “primary 
contact”  physicians  be  included  in  the 
rapidly  expanding  plans  for  compre- 
hensive medical  care  currently  being 
implemented  by  medical  schools. 

Committee  on  Discipline  (Official  Re- 
ports Booklet,  page  62) 

Your  Reference  Committee  ap- 
proves the  report  of  this  Committee 
and  concurs  with  its  hope  that  a rela- 
tively quiet  year  in  its  activities  was 
due  to  a combination  of  factors — 
relatively  few  complaints  on  the  con- 
duct of  Pennsylvania  physicians  and/ 
or  an  outstanding  performance  by 
local  grievance  committees. 

Committee  to  Study  Committees  and 
Commissions  (Official  Reports 
Booklet,  page  64) 

Your  Reference  Committee  ap- 
proves the  report  of  this  Committee 
and  concurs  with  its  recommendation 
that  it  be  discharged  with  the  sincere 
thanks  of  the  House  of  Delegates. 

Committee  to  Study  Relations  be- 
tween Medicine  and  Osteopathy 
(Official  Reports  Booklet,  page  64) 
Your  Reference  Committee  notes 
that  this  report  deals  with  the  position 
taken  by  the  AMA  House  of  Dele- 
gates on  this  subject.  These  findings, 
conclusions  and  recommendations 
may  be  used  as  a basis  for  possible 
future  negotiations  between  medicine 
and  osteopathy  in  Pennsylvania. 

We  recommend  the  adoption  of  the 
report  of  the  Committee  to  Study 
Relations  between  Medicine  and  Oste- 
opathy, including  the  findings,  conclu- 
sions and  recommendations  of  the 
AMA  House  of  Delegates  adopted  in 
June  1967. 

Committee  on  Medicine  and  Religion 
(Official  Reports  Booklet,  page  66) 
Your  Reference  Committee  ap- 
proves this  report  and  concurs  with 
the  committee’s  hope  that  a useful 
purpose  will  be  served  in  developing 
practical  courses  in  counseling  for 
physicians  and  clergymen  to  improve 
patient  care  for  the  “Whole  Man.” 


Committee  on  General  Practice  (Offi- 
cial Reports  Booklet,  page  67) 
Your  Reference  Committee  recog- 
nizes that  this  committee  is  greatly 
concerned  with  general  practice  as  a 
most  important  segment  of  the  medi- 
cal profession.  Your  Reference  Com- 
mittee concurs  with  the  recommenda- 
tions in  the  report  and  particularly 
recommends  support  of  an  American 
Board  of  Family  Practice. 

Report  of  the  President  Concerning 
Specialty  Groups 

Your  Reference  Committee  con- 
curs in  Dr.  McCienahan’s  recommen- 
dation regarding  the  need  for  better 
liaison  between  specialty  groups  and 
the  Pennsylvania  Medical  Society. 


Reference  Committee  on 
Medical  Service 

John  Helwig,  Jr.,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  adopted  by  the 
House : 

Report  of  the  Council  on  Medical 
Service  (Official  Reports  Booklet, 
pages  73-85)  Supplemental  Report 
(Appendix  D),  and  pertinent  por- 
tions of  the  Reports  of  the  President 
and  President-Elect) 

Your  Reference  Committee  ap- 
proves of  the  continuing  work  of  the 
Council  on  Medical  Service  in  assist- 
ing Pennsylvania  Blue  Shield  in  pro- 
moting the  development  of  the  prevail- 
ing fee  concept.  We  are  pleased  to 
learn  that  the  Blue  Shield  Prevailing 
Fee  Plan  covers  over  a million  sub- 
scribers and  has  moved  beyond  the 
realm  of  a pilot  program  in  less  than 
two  years. 

Pennsylvania  Blue  Cross  Plans  (Offi- 
cial Reports  Booklet,  page  75) 
Your  Reference  Committee  has 
noted  the  efforts  of  the  Council  on 
Medical  Service  in  developing  regional 
physicians’  advisory  committees  to 
Pennsylvania  Blue  Cross  Plans.  The 
achievements  of  these  committees  in 
Pittsburgh,  Harrisburg  and  Philadel- 
phia in  the  field  of  hospital  utiliza- 
tion study  has  been  called  to  the  atten- 
tion of  the  House  of  Delegates  on 
many  occasions.  Nevertheless,  several 
areas  in  Pennsylvania  have  yet  to 
implement  effective  programs.  Your 
Reference  Committee  urges  the  Coun- 
cil on  Medical  Service  to  continue  its 
efforts  to  establish  these  committees 
so  that  ultimately  every  medical  staff 
in  each  Pennsylvania  hospital  will  be 
afforded  an  opportunity  to  participate. 


Medicare  (Official  Reports  Booklet, 
pages  75-76  and  the  pertinent  por- 
tion of  the  Report  of  the  President) 
Your  Reference  Committee  has 
carefully  reviewed  that  portion  of  the 
Council  on  Medical  Service  Report 
dealing  with  the  Council’s  efforts  to 
maintain  liaison  with  Blue  Shield,  the 
Blue  Cross  Plans  and  the  State  Agency 
(Department  of  Health)  as  these 
groups  carry  out  their  responsibilities 
under  medicare.  We  commend  the 
Council  for  its  assistance  in  estab- 
lishing councilor  district  review  com- 
mittees throughout  the  state  and  for 
endeavoring  to  seek  a prominent  role 
in  assisting  the  Blue  Cross  Plans  in 
assuring  the  proper  functioning  of 
hospital  utilization  committees  re- 
quired under  medicare. 

Pennsycare — Title  XIX  (Official  Re- 
ports Booklet,  pages  76-78  and  the 
pertinent  portion  of  the  Report  of 
the  President) 

Your  Reference  Committee  has  de- 
voted considerable  time  to  reviewing 
the  Annual  Report  and  the  Supple- 
mental Report  of  the  Council  on 
Medical  Service  dealing  with  this  new 
program.  We  wish  to  especially  com- 
mend the  Council  for  its  detailed 
description  of  the  federal  legislation 
and  its  efforts  to  bring  about  a 
modern  program  of  medical  assistance 
for  the  needy  in  Pennsylvania.  We 
strongly  urge  every  member  of  this 
House  to  review  Appendix  A of  the 
Report  of  the  Council  on  Medical 
Service  which  summarizes  the  princi- 
pal provisions  of  the  federal  law  and 
contains  the  Pennsylvania  Medical  So- 
ciety’s recommendations  for  the  Penn- 
sylvania program. 

Based  on  the  foregoing  Report  and 
testimony  received  by  your  Reference 
Committee,  it  is  obvious  that  only 
token  efforts  have  been  made  by  the 
present  state  administration  to  develop 
a comprehensive  program  in  accord- 
ance with  the  federal  law.  Repeatedly, 
the  Pennsylvania  Medical  Society  has 
been  informed  that  sufficient  funds  are 
not  available  to  implement  the  So- 
ciety’s recommendations  and  that  phy- 
sicians’ services  will  be  covered  on 
the  basis  of  the  Blue  Shield  Plan  A 
fee  schedule.  As  a result,  your  Refer- 
ence Committee  cannot  recommend 
endorsement  of  the  present  program. 

Therefore,  your  Reference  Commit- 
tee feels  compelled  to  record  its  dis- 
appointment that  Title  XIX,  as  imple- 
mented in  Pennsylvania,  obviously 
falls  far  short  of  the  legislative  intent 
embodied  in  P.  L.  89-97  which  is 
designed  to  provide  medical  services 
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for  the  poor  on  a level  of  parity  with 
more  affluent  citizens.  For  this  rea- 
son your  Reference  Committee  can 
only  recommend  disapproval  of  the 
present  program  of  medical  assistance 
established  by  the  Department  of  Pub- 
lic Welfare  and  urges  the  Council  on 
Medical  Service  to  continue  its  efforts 
during  the  coming  year  to  bring  about 
needed  improvements  in  the  Pennsyl- 
vania program  in  accordance  with  the 
Society's  recommendations  approved 
by  the  Board  of  Trustees  in  May, 
1967  as  contained  in  Appendix  A of 
the  Council  on  Medical  Service  An- 
nual Report,  pages  81-85  of  the  1967 
Official  Reports  Booklet. 

Pennsylvania  Department  of  Labor 
and  Industry  (Official  Reports 
Booklet,  pages  78-79) 

Your  Reference  Committee  was 
pleased  to  learn  that  the  Council  on 
Medical  Service  has  increased  its  ef- 
forts to  maintain  liaison  with  the  State 
Workmen’s  Compensation  Fund,  the 
Bureau  of  Vocational  Rehabilitation 
and  the  State  Social  Security  Disabil- 
ity Determination  Office.  Although 
there  are  relatively  few  complaints  re- 
ported to  the  Society,  your  Reference 
Committee  compliments  the  Council 
for  taking  the  initiative  in  seeking  im- 
provements in  these  programs.  We 
recommend  that  the  Council  on  Medi- 
cal Service  continue  to  work  towards 
the  goal  of  replacing  fixed  fee  sched- 
ules used  by  these  governmental  agen- 
cies with  a system  based  on  the  pre- 
vailing fee  concept. 

Military  Dependents’  Medical  Care 
Program  (Official  Reports  Booklet, 
page  79) 

During  the  past  year  the  Council 
on  Medical  Service  successfully  com- 
pleted negotiations  with  the  Office  of 
Dependents’  Medical  Care  to  replace 
the  fixed  fee  schedule  with  a system 
based  on  payment  of  prevailing  fees. 
Your  Reference  Committee  wishes  to 
compliment  the  Council  on  Medical 
Service  for  its  efforts  in  this  regard; 
especially  in  light  of  the  passage  of 
P.L.  89-614,  the  Military  Depen- 
dents’ Medical  Benefits  Amendments 
of  1966,  which  greatly  expand  this 
important  program  to  include  retired 
military  personnel  and  their  depend- 
ents thereby  increasing  the  number  of 
eligible  beneficiaries  in  the  Common- 
wealth. 

> Society  Endorsed  Insurance  Programs 
(Official  Reports  Booklet,  page  79) 
Your  Reference  Committee  urges 
each  member  of  this  House  of  Dele- 
gates to  note  the  importance  of  par- 


ticipation in  these  programs  by  our 
members;  particularly  our  new  mem- 
bers since  these  insurance  plans  are 
administered  under  the  close  super- 
vision of  the  Council  on  Medical  Ser- 
vice. This  House  should  be  aware 
that  the  Council  on  Medical  Service, 
in  cooperation  with  the  Bertholon- 
Rowland  Agencies,  is  constantly  striv- 
ing to  provide  the  greatest  degree  of 
protection  at  the  lowest  possible  cost. 

Malpractice  Insurance  in  Pennsylvania 
(Official  Reports  Booklet,  pages 
79-80) 

Your  Reference  Committee  ap- 
proves of  the  work  of  the  Council  on 
Medical  Service  in  attempting  to  al- 
leviate the  problems  involved  in  in- 
creasing the  availability  of  malpractice 
coverage  for  our  members.  Further, 
your  Reference  Committee  agrees 
with  the  conclusion  reached  by  the 
Council  on  Medical  Service  that  it 
would  not  be  feasible  for  the  Society 
to  form  an  insurance  company  to  pro- 
vide malpractice  coverage  for  our 
members.  We  note  geographical  rate 
differentials  have  been  established  in 
Pennsylvania  and  we  hope  this  will 
permit  insurance  companies  to  in- 
crease their  acceptance  of  high  risk 
specialties.  We  are  pleased  to  learn 
that  the  Council  has  strengthened  liai- 
son with  insurance  companies  writing 
malpractice  coverage  and  has  assisted 
many  members  in  obtaining  appropri- 
ate coverage,  upon  request. 

Commission  on  Hospital  Relations 
(Official  Reports  Booklet,  page  80) 
Your  Reference  Committee  has 
carefully  reviewed  the  results  of  the 
survey  conducted  by  the  Commission 
on  Hospital  Relations  contained  in 
the  Supplemental  Report  of  the  Coun- 
cil on  Medical  Service  dealing  with 
the  trend  towards  the  employment  of 
physicians  by  hospitals  in  Pennsyl- 
vania. We  agree  that  this  important 
trend  should  be  re-evaluated  from 
time  to  time  and  we  recommend  that 
this  survey  be  repeated  in  two  years 
and  the  results  reported  to  the  1969 
House  of  Delegates. 

Commission  on  Health  Facility  Plan- 
ning (Official  Reports  Booklet, 
pages  80-81  and  the  pertinent  por- 
tion of  the  Report  of  the  President) 
During  the  Reference  Committee 
hearing,  considerable  testimony  was 
presented  reflecting  the  concern  of  our 
members  with  the  impact  of  govern- 
ment involvement  in  health  facility 
planning  as  contemplated  by  P.L. 
89-749  entitled  “Comprehensive 
Health  Planning  and  Public  Health 


Service  Amendments  of  1966.’’  The 
Committee  is  aware  that  the  newly 
appointed  Commission  on  Health  Fa- 
cility Planning  has  thoroughly  studied 
this  legislation  and  has  taken  an  active 
part  in  following  the  development  of 
the  supporting  regulations.  We  urge 
the  Commission  to  keep  the  Board  of 
Trustees  fully  informed  in  the  coming 
months  as  plans  for  implementation 
of  this  important  law  unfold  in  Penn- 
sylvania. 

We  wish  to  especially  commend  the 
Commission  for  taking  an  active  part 
in  promoting  the  development  of 
regional  voluntary  health  facility  plan- 
ning groups  in  Pennsylvania  and  for 
seeking  greater  physician  representa- 
tion on  the  State  Committee  to  Advise 
Allocation  of  Hill-Harris  Funds. 

Resolution  67-4:  Malpractice  Insur- 

ance (Official  Reports  Booklet,  page 
105) 

Your  Reference  Committee  is  in 
agreement  with  the  intent  of  this  Reso- 
lution. We  have  already  approved  of 
the  work  of  the  Council  on  Medical 
Service  in  attempting  to  meet  the  prob- 
lem of  making  malpractice  insurance 
more  widely  available  to  our  mem- 
bers. We  are  also  aware  that  these 
problems  are  more  acute  in  some  parts 
of  the  United  States,  notably  Cali- 
fornia, and  appear  to  be  growing  even 
more  wide-spread  throughout  the 
country.  Therefore,  we  agree  that  this 
matter  should  be  brought  to  the  atten- 
tion of  the  American  Medical  Associa- 
tion as  soon  as  possible. 

Resolution  67-4,  as  adopted,  reads 
as  follows: 

Whereas,  It  is  becoming  in- 
creasingly difficult  for  physicians  to 
procure  malpractice  insurance;  and 

Whereas,  Physicians  who  have 
been  sued  may  not  be  able  to  get 
malpractice  insurance;  and 

Whereas,  The  inability  to  get 
malpractice  insurance  prevents  the 
physicians  from  practicing  medi- 
cine; therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  continue  to  take  an 
active  part  in  helping  to  devise  satis- 
factory malpractice  insurance  for 
all;  and  be  it  further 

Resolved,  That  this  idea  be  trans- 
mitted to  the  American  Medical  As- 
sociation in  the  form  of  a resolu- 
tion; and  be  it  further 

Resolved,  That  satisfactory  action 
be  taken  within  the  next  year. 
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Resolutions  67-10,  67 -26,  67-28: 

Plan  “A"  Blue  Shield  (Official 
Reports  Booklet,  pages  106,  110, 
111) 

Your  Reference  Committee  has 
considered  these  Resolutions  together 
since  all  three  call  for  essentially  the 
same  action,  i.e.,  that  Blue  Shield  dis- 
continue the  sale  of  Plan  A.  Your 
Reference  Committee  heard  extensive 
testimony  with  regard  to  these  Resolu- 
tions and  we  were  pleased  to  note  that 
Pennsylvania  Blue  Shield  is  quite 
aware  of  the  fact  that  Plan  A does 
not  provide  adequate  medical  cover- 
age and  has  instituted  an  educational 
program  to  inform  their  subscribers 
of  the  need  for  more  adequate  cover- 
age. We  were  informed  by  represen- 
tatives of  Pennsylvania  Blue  Shield 
that  the  percentage  of  subscribers 
holding  Plan  A has  been  reduced  by 
approximately  50%  in  the  past  seven 
years.  Mr.  M.  K.  Gale,  President 
of  Pennsylvania  Blue  Shield,  presented 
a position  paper  outlining  a new  cam- 
paign designed  to  further  reduce  the 
number  of  Plan  A Blue  Shield  sub- 
scribers. Therefore,  your  Reference 
Committee  recommends  the  adoption 
of  the  following  Substitute  Resolution 
67-10  which  is  offered  in  place  of 
Resolutions  67-10,  67-26  and  67-28: 

Substitute  Resolution  67-10 

Resolved,  That  Pennsylvania 
Medical  Society  endorse  and  urge 
implementation  of  the  new  Blue 
Shield  campaign  outlined  by  Mr. 
Gale  as  follows: 

(1)  Letters  to  direct-pay  (i.e., 
non-group  and  group  conversion 
Plan  A subscribers)  pointing  out 
the  disadvantages  of  Plan  A mem- 
bership for  contract  holders  whose 
incomes  exceed  Plan  A income 
limits  and  urging  transfer  to  Plan 
B agreements. 

(2)  Canvassing  of  Plan  A groups 
by  Blue  Cross  representatives  to 
promote  changes  to  Plan  B or  Pre- 
vailing Fee  agreements. 

(3)  Elimination  of  group  con- 
versions to  Plan  A direct-pay  agree- 
ments; thus  persons  leaving  groups 
under  which  they  were  enrolled 
under  Plan  A will  be  billed  only 
for  Plan  B direct-pay  agreement. 

(4)  Cessation  of  promotion  of 
Plan  A in  advertisements,  literature 
and  pamphlets. 

(5)  Development  of  Prevailing 
Fee  deductible  and  co-insurance 
provisions  which  will  produce  sub- 
scription rates  comparable  to  those 
of  Plan  A agreements  which  can 


be  used  for  groups  having  limited 
funds  for  purchase  of  health  cover- 
age, and  be  it  further, 

Resolved,  That  Pennsylvania 
Blue  Shield  be  urged  to  keep  the 
Council  on  Medical  Service  fully 
informed  on  the  implementation  of 
this  campaign.  Substitute  Res- 
olution Adopted. 

Resolution  67-13:  Medicare  Patients 
(Official  Reports  Booklet,  page 

107) 

There  was  no  dissenting  testimony 
with  regard  to  Resolution  67-13. 

Resolution  67-13,  as  adopted,  reads 
as  follows: 

Whereas,  Clinics  in  hospitals  are 
for  patients  unable  to  pay  for  pri- 
vate medical  care;  and 

Whereas,  Medicare  patients  by 
law  were  made  private  patients; 
therefore  be  it 

Resolved,  That  Medicare  patients 
do  not  belong  in  the  hospital  clinic 
but  should  be  urged  to  obtain  the 
services  of  a private  physician  of 
their  choice. 

Resolution  67-20:  Fees  Under  Medi- 
care (Official  Reports  Booklet,  page 

108) 

Your  Reference  Committee  notes 
that  the  1966  House  of  Delegates 
adopted  a similar  Resolution  as  fol- 
lows: 

That  medicare  beneficiaries  hold- 
ing Part  B medical  insurance  are 
private  patients,  and  that  in  all 
instances,  billing  and  collection  of 
usual  and  customary  fees  by  the 
attending  physician  having  major 
medical  management  responsibility 
is  appropriate  and  desirable. 

The  foregoing  policy  statement  was 
forwarded  last  year  by  the  Council  on 
Medical  Service  to  each  county  medi- 
cal society  and  to  the  administrator 
and  president  of  medical  staff  of  every 
hospital  in  Pennsylvania.  Your  Refer- 
ence Committee  favors  adoption  of 
Resolution  67-20  and  suggests  that  this 
action  be  brought  to  the  attention  of 
all  Pennsylvania  hospitals. 

Resolution  67-20,  as  adopted,  reads 
as  follows: 

Whereas,  The  Medicare  Law 
(P.L.  89-97),  Part  B has  been  in 
operation  since  July  1,  1966;  and 

Whereas,  These  provisions  of 
the  Medicare  Law  provide  for  pay- 
ment of  physicians’  services  ren- 
dered to  all  persons  entitled  to 
medicare  benefits;  and 


Whereas,  To  date  in  many  hos- 
pitals no  fees  have  been  received 
by  physicians  rendering  professional 
services  in  outpatient  clinics  to 
medicare  patients;  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  urges  hospitals  to 
follow  the  letter  and  intent  of  the 
Medicare  Law;  and  be  it  further 

Resolved,  That  the  fee  for  ser- 
vice principle  should  prevail  with 
respect  to  medicare  fees  collected 
on  ward  and  clinic  patients;  and 
be  it  further 

Resolved,  That  the  physician  who 
renders  such  services  to  medicare 
patients  should  collect  this  fee  per- 
sonally. 

Resolution  67-14:  Third  Party  Pay- 

ments to  Physicians  (Official  Re- 
ports Booklet,  page  107) 

Inasmuch  as  this  Resolution  reiter- 
ates the  long-standing  policy  of  the 
Pennsylvania  Medical  Society,  your 
Reference  Committee  favors  its  adop- 
tion. However,  in  the  interest  of 
clarity,  your  Reference  Committee 
recommends  that  the  word  “majority” 
in  the  second  “Resolved”  be  deleted. 

Resolution  67-14,  as  amended  and 
adopted,  reads  as  follows: 

Whereas,  There  is  a growing 
atmosphere  of  pressure  within  a 
number  of  hospitals  to  have  third 
party  payments  to  physicians  for 
the  care  of  “unassigned  patients’ 
who  were  formerly  ward  or  clinic 
patients  turned  over  to  a hospital 
fund;  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  reaffirms  the  guide- 
lines which  the  AM  A has  estab- 
lished for  the  payment  of  physi- 
cians’ services  which  states  “the 
physician  is  the  sole  arbiter  as  to 
the  ways  in  which  he  may  dispose 
of  his  professional  income,  without 
duress,  consistent  with  the  laws  of 
the  land  and  the  principles  of  medi- 
cal ethics;”  and  be  it  further 

Resolved,  That  an  individual  phy- 
sician may  not  be  deprived  of  his 
right  by  a vote  of  the  medical  staff 
or  medical  board  of  a hospital  to 
be  the  “sole  arbiter”  of  the  dis- 
position of  his  professional  income. 

Resolution  67-21:  Legislative  Imple- 
mentation of  Title  XIX — P.L.  89- 
97  (Official  Reports  Booklet,  page 
109) 

As  to  Items  1 and  2 of  the  first 
“Resolved,”  the  Reference  Committee 
agrees  with  the  intent  which  is  con- 
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sonant  with  existing  policy  of  the  State 
Medical  Society  and  which  is  sub- 
stantially covered  in  Appendix  A of 
the  Council  on  Medical  Service  Re- 
port, Page  81  (et  seq.)  Official  Re- 
ports Booklet.  It  is  the  opinion  of 
the  Reference  Committee  that  Items 
3 and  4 are  unrealistic,  and  this  con- 
clusion was  supported  by  the  majority 
of  testimony  expressed  at  the  hearing. 
Your  Reference  Committee  recom- 
mends that  Resolution  67-21  be  re- 
jected. Resolution  Rejected. 

Resolution  67-22:  Opposition  to  Pro- 
visions of  S.  110  (Official  Reports 
Booklet,  page  109) 

There  was  no  dissenting  testimony 
offered  with  regard  to  this  Resolution 
and,  therefore,  your  Reference  Com- 
mittee recommends  its  adoption. 

Resolution  67-22,  as  adopted,  reads 
as  follows: 

Whereas,  Senator  George  O. 
Aiken  (R.  Vermont)  and  others 
have  introduced  S.  110  which 
amends  Title  XVIII  of  P.L.  89-97 
in  a manner  inimical  to  medical 
freedom  of  physicians;  and 

Whereas,  The  Section  entitled 
“Specialists’  Professional  Services” 
would  return  the  hospital  specialists 
to  total  control  by  the  hospitals  by 
removing  reimbursement  for  their 
services  from  Part  B and  placing 
it  in  Part  A and  thus  set  a pattern 
for  future  control  of  all  physicians; 
and 

Whereas,  The  Section  entitled 
“Schedule  of  Maximum  Fees  Gov- 
erning Payment  for  Physicians” 
states:  “The  amount  of  such  fees 
shall  be  so  established  as  to  coin- 
cide, to  the  maximum  extent  pos- 
sible, with  the  fees  allowed  in  the 
locality  by  carriers  for  policy- 
holders and  subscribers  under  other 
health  insurance  programs;”  and 

Whereas,  The  Secretary  of 
HEW  is  directed  to  implement  the 
foregoing  stipulation,  thus  establish- 
ing an  arbitrary  fee  pattern;  and 

Whereas,  The  Section  entitled 
“Coverage  of  Expenses  of  Certain 
Drugs”  would  set  up  a national 
formulary  giving  preference  to  the 
cheapest  of  supposed  generic  equiv- 
alents; and 

Whereas,  These  provisions  of 
this  bill  corroborate  the  previous 
contentions  of  many  that  the  ulti- 
mate result  of  such  legislation  will 
be  total  control  of  all  phases  of 
medical  care;  therefore  be  it 


Resolved,  That  the  Pennsylvania 
Medical  Society  opposes  these  sec- 
tions of  S.  110;  and  be  it  further 

Resolved,  That  this  position  be 
made  known  to  the  members  of 
the  House  Ways  and  Means  Com- 
mittee, Senate  Finance  Committee 
and  the  Pennsylvania  delegation  in 
the  Congress. 

Resolution  67-23:  Use  of  Term 

“Receipted”  Bill  in  P.L.  89-97 
(Official  Reports  Booklet,  pages 
109-110) 

Your  Reference  Committee  notes 
that  the  intent  of  this  Resolution 
would  be  carried  out  with  the  passage 
of  H.R.  12080  which  is  presently 
pending  before  the  U.  S.  Senate  and 
has  been  supported  by  the  American 
Medical  Association.  Therefore,  your 
Reference  Committee  favors  adoption 
of  Resolution  67-23. 

Resolution  67-23,  as  adopted,  reads 
as  follows: 

Whereas,  P.L.  89-97  provides 
for  payment  to  physicians  by  direct 
billing  only  via  a “receipted”  bill; 
and 

Whereas,  Most  health  insurance 
plans  including  Blue  Shield  will  in- 
demnify patients  for  physician's  ser- 
vices without  a “receipted”  bill;  and 

Whereas,  Insisting  that  patients 
under  direct  billing  must  first  pay 
the  doctor  before  reimbursement 
from  a fiscal  intermediary  works 
hardship  on  the  elderly;  therefore 
be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  recommends  sub- 
stitution of  the  word  “itemized”  for 
“receipted”  in  Section  1842  of  P.L. 
89-97;  and  be  it  further 

Resolved,  That  this  resolution  be 
presented  to  the  members  of  the 
House  Ways  and  Means  Commit- 
tee and  to  the  Pennsylvania  Delega- 
tion in  the  United  States  Congress. 

Resolution  67-25:  Use  of  Term  “Cer- 
tification” and  “ Re-Certification ” 
Under  P.L.  89-97  (Official  Reports 
Booklet,  page  110) 

Your  Reference  Committee  notes 
that  a portion  of  the  intent  of  this 
Resolution  would  be  satisfied  with  the 
passage  of  H.R.  12080  now  pending 
before  the  U.  S.  Senate.  The  matter 
of  re-certification,  however,  appears  to 
be  unchanged  by  the  new  legislation. 
Therefore,  the  Reference  Committee 
recommends  adoption  of  Resolution 
67-25. 


Resolution  67-25,  as  adopted,  reads 
as  follows: 

Whereas,  The  provisions  for 
certification  of  medicare  patients 
under  Title  XVIII  of  P.L.  89-97 
reflect  on  the  honor  and  integrity 
of  all  physicians  and  discriminate 
against  patients  covered  by  this  act; 
and 

Whereas,  By  requiring  signature 
of  special  certification  and  recertifi- 
cation forms  for  medicare  patients, 
some  carriers  and  hospitals  have 
gone  beyond  the  literal  require- 
ments of  P.L.  89-97  and  conse- 
quently have  brought  about  dissen- 
tion  in  various  hospital  staffs  and 
have  worked  a real  hardship  on 
on  those  physicians  (and  their 
patients)  who  refuse  to  yield  prin- 
ciple to  expediency;  and 

Whereas,  The  Blue  Cross  As- 
sociation agrees  that  certification 
and  recertification  requirements  are 
an  intrusion  on  professional  judg- 
ment and  produce  unnecessary  and 
burden-some  paper  work;  therefore 
be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  endorses  all  efforts 
to  repeal  the  certification  and  recer- 
tification provisions  of  P.L.  89-97; 
and  be  it  further 

Resolved,  That  copies  of  this 
resolution  be  sent  to  the  Hospital 
Association  of  Pennsylvania,  Hos- 
pital Council  of  Western  Pennsyl- 
vania, Blue  Cross  of  Western  Penn- 
sylvania and  the  Pennsylvania  dele- 
gation in  the  United  States  Con- 
gress. 

Resolution  67-29:  Individual  Respon- 
sibility Principle  (Official  Reports 
Booklet,  pages  111-112) 

The  majority  of  the  testimony  at 
the  Reference  Committee  hearing 
demonstrated  dissatisfaction  with  the 
emphasis  of  this  Resolution  on  a spe- 
cific report  form  which  seems  to  lie 
at  the  heart  of  the  proposal.  Your 
Reference  Committee  notes  that  the 
American  Medical  Association  has  en- 
dorsed the  broader  principles  of  the 
doctrine  of  “Individual  Responsibil- 
ity” but  has  rejected  approval  of  spe- 
cific report  forms  which  have  not  been 
accepted  by  the  liaison  committee  of 
the  American  Medical  Association  and 
the  National  Health  Insurance  Coun- 
cil. For  these  reasons,  your  Reference 
Committee  recommends  that  Resolu- 
tion 67-29  be  rejected.  Resolution 
Rejected. 
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Resolution  67-30:  Utilization  Com- 

mittees in  Veterans’  Administration 
and  Public  Health  Service  Hospitals 
(Official  Reports  Booklet,  page 
112) 

Your  Reference  Committee  feels 
that  this  Resolution  has  merit  since 
medicare  requires  the  establishment  of 
utilization  committees  in  all  voluntary 
general  hospitals  as  a condition  to  par- 
ticipation. The  Society  has  long 
favored  the  development  of  utiliza- 
tion committees  and,  therefore,  would 
favor  the  adoption  of  Resolution  67- 
30. 

Resolution  67-30,  as  adopted,  reads 
as  follows: 

Whereas,  The  principle  of  the 
hospital  utilization  committee  is 
now  firmly  established  throughout 
the  country;  and 

Whereas,  The  establishment  of 
this  principle  has  largely  been  at 
the  instigation  of  the  Federal  Gov- 
ernment through  the  Medicare  Law; 
and 

Whereas,  The  medical  profes- 
sion is  vitally  concerned  with  the 
rising  costs  of  medical  care,  and  the 
necessity  for  assisting  the  Govern- 
ment in  providing  care  in  the  most 
economical  manner;  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society,  both  directly  and 
through  its  delegates  to  the  Ameri- 
can Medical  Association,  urge  the 
Federal  Government  to  establish 
utilization  committees  in  Veterans 
Administration  and  Public  Health 
Service  hospitals,  and  cooperate  in 
their  formation. 

Resolution  67-32:  Blue  Cross  Utiliza- 
tion Survey  (Delegates’  Packet) 

Whereas,  Blue  Cross  of  Western 
Pennsylvania,  as  fiscal  intermediary 
under  medicare,  has  embarked  on 
an  extensive  utilization  survey 
which  places  added  and  time-con- 
suming demands  on  the  already 
over-burdened  medical  staffs  of 
many  hospitals;  and 

Whereas,  The  present  voluntary 
method  of  self-discipline  and  utili- 
zation review  has  been  working  well 
and  is  perfectly  adequate;  and 

Whereas,  The  medical  staff  of 
the  J.  C.  Blair  Memorial  Hospital, 
Huntingdon,  has  refused  to  comply 
with  the  requirements  of  the  West- 
ern Pennsylvania  Blue  Cross  utiliza- 
tion survey  on  the  grounds  that  the 
additional  forms  and  procedures  re- 


quired are  superfluous,  unreason- 
able, and  unnecessary;  therefore  be 
it 

Resolved,  That  the  Pennsylvania 
Medical  Society  request  Blue  Cross 
of  Western  Pennsylvania  to  discon- 
tinue its  utilization  survey  and  per- 
mit hospitals  to  revert  to  their 
former  utilization  review  proce- 
dures which  have  already  received 
the  approval  and  sanction  of  the 
medicare  authorities. 

After  hearing  extensive  testi- 
mony, the  proponent  of  this  Resolu- 
tion indicated  a disposition  to  with- 
draw it,  and  the  Reference  Com- 
mittee concurs.  Resolution  With- 
drawn. 

Reference  Committee  on 
Miscellaneous  Business 

Anthony  J.  Cummings,  M.D., 
Chairman,  presented  the  following 
report  of  the  Committee,  which  was 
amended  and  adopted  by  the  House: 

Resolution  67-2:  Hospital  Staff  At- 

tendance Regulations  (Official  Re- 
ports Booklet,  page  104) 

The  Committee  approves  the  intent 
of  the  resolution  and  recommends  that 
the  whereases  be  left  unchanged  and 
that  the  following  resolve  be  substi- 
tuted for  the  resolve  in  the  original 
resolution: 

Resolved,  That  the  Pennsylvania 
Medical  Society  instruct  its  dele- 
gates to  the  American  Medical  As- 
sociation to  introduce  and  vote  for 
a resolution  which  will  call  upon 
the  American  Medical  Association 
to  study  the  difficulties  created  by 
the  attendance  requirements  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals  as  applied  to  physi- 
cians with  multiple  staff  member- 
ships. 

Resolution  67-2,  as  amended  and 
adopted,  reads  as  follows: 

Whereas,  Many  physicians  are 
engaged  in  active  care  of  patients 
at  more  than  one  hospital  in  a com- 
munity; and 

Whereas,  Article  VIII,  Sec- 
tion 4,  Attendance  at  Meetings,  Sub 
Section  1,  of  the  suggested  Medical 
Staff  By-Laws  makes  attendance  at 
a minimum  of  not  less  than  50% 
of  the  staff  and  departmental  meet- 
ings a requirement  of  membership; 
and 

Whereas,  Said  requirement  is  an 
obvious  hardship  on  physicians  with 
multiple  staff  affiliations;  and 

Whereas,  Hospitals  and  Physi- 


cians must  cooperate  in  mutual 
understanding  and  assistance;  there- 
fore be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  instruct  its  dele- 
gates to  the  American  Medical  As- 
sociation to  introduce  and  vote  for 
a resolution  which  will  call  upon 
the  American  Medical  Association 
to  study  the  difficulties  created  by 
the  attendance  requirements  of  the 
Joint  Commission  on  Accreditation 
of  Hospitals  as  applied  to  physicians 
with  multiple  staff  memberships. 

Resolution  67-3:  Communications 

with  Boards  of  Trustees  of  Hos- 
pitals (Official  Reports  Booklet, 
page  104) 

The  Committee  recommends  the 
approval  of  Resolution  67-3. 

Secretary’s  Note:  By  action  of  the 
House  of  Delegates,  the  first  resolve 
was  amended. 

Resolution  67-3,  as  amended  and 
adopted,  reads  as  follows: 

Whereas,  The  American  Hos- 
pital Association  in  regular  com- 
munications with  members  of  the 
boards  of  trustees  of  hospitals  pre- 
sents its  viewpoints  on  matters  in- 
volving all  of  the  components  of 
health  care  relationships;  and 

Whereas,  These  viewpoints  by 
their  very  nature  do  not  include  the 
policies,  opinions  and  practices  of 
organized  medicine  concerning  the 
same  components;  and 

Whereas,  Many  members  of 
such  boards  of  trustees  are  not  in- 
formed or  are  ill  informed  about 
organized  medicine’s  related  poli- 
cies and  the  reasons  for  such  poli- 
cies; therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  study  the  financial 
feasibility  of  establishing  a regular 
publication  for  communicating  with 
members  of  hospital  boards  of 
trustees;  and  be  it  further 

Resolved,  That  such  a regular 
publication  especially  present  or- 
ganized medicine's  principles  and 
policies  and  the  reasons  therefor: 
and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  present  and  sup- 
port a similar  resolution  to  the 
House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  next 
session. 

Resolution  67-5:  Physicians  on  Hos- 
pital Boards  of  Directors  (Official 
Reports  Booklet,  page  105) 
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The  Committee  recommends  the 
approval  of  Resolution  67-5,  as  pre- 
sented, with  the  following  additional 
resolve: 

Resolved,  That  it  be  forcefully 
suggested  that  Hospital  Governing 
Boards  include  physicians  who  shall 
be  nominated  by  members  of  their 
respective  medical  staffs  or  county 
medical  societies,  as  appropriate. 

Resolution  67-5,  as  amended  and 
finally  adopted,  reads  as  follows: 

Whereas,  The  American  Medi- 
cal Association  has  been  instructed 
by  its  House  of  Delegates  to  en- 
courage the  acceptance  of  physi- 
cians elected  or  appointed  by  the 
medical  staff  to  the  Board  of  Trust- 
ees as  the  most  effective  form  of 
liaison  between  the  medical  staff 
and  hospital  governing  authorities; 
and 

Whereas,  The  American  Col- 
lege of  Surgeons  is  on  record  recom- 
mending that  physicians  serve  on 
hospital  boards  of  directors;  and 

Whereas,  The  physicians  of 
Pennsylvania  are  responsible,  in- 
terested citizens  of  their  commu- 
nities and  the  State;  and 

Whereas,  Physicians  can  con- 
tribute much  to  the  governing  pro- 
cess of  hospitals;  and 

Whereas,  Physicians  are  emi- 
nently qualified  to  evaluate  the  pro- 
vision of  medical  services  and  the 
adequacy  of  medical  facilities; 
therefore  be  it 

Resolved,  That  the  House  of 
Delegates  of  the  Pennsylvania  Med- 
ical Society  support  the  efforts  of 
the  American  Medical  Association 
and  the  American  College  of  Sur- 
geons in  seeking  acceptance  of  phy- 
sicians on  hospital  governing  boards 
with  full  membership  rights  and 
obligations;  and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  assume  the  leader- 
ship in  encouraging  each  County 
Medical  Society  to  contact  by  offi- 
cial letter  each  member  of  the  hos- 
pital board  of  directors  in  their  re- 
spective counties  and  inform  them 
of  the  desires  of  organized  medicine 
in  this  regard;  and  be  it  further 

Resolved,  That  it  be  forcefully 
suggested  that  Hospital  Governing 
Boards  include  physicians  who  shall 
be  nominated  by  members  of  their 
respective  medical  staffs  or  county 
medical  societies,  as  appropriate. 


Resolution  67-9:  Unjustified  Restric- 
tion of  Hospital  Privileges  (Official 
Reports  Booklet,  page  106) 

The  Committee  approves  of  the  in- 
tent of  the  whereases  and  the  first 
resolve.  However,  with  the  permis- 
sion of  Dr.  McCoy,  originator  of  the 
resolution,  and  on  the  recommenda- 
tion of  legal  counsel,  we  recommend 
that  the  final  resolve  be  eliminated. 

Resolution  67-9,  as  amended  and 
adopted  by  the  House  of  Delegates, 
reads  as  follows: 

Whereas,  In  many  instances  the 
art  and  science  of  medicine  can  best 
be  applied  for  the  patient's  benefit 
within  the  confines  of  today’s  mod- 
ern hospitals;  and 

Whereas,  Medical  Staff  by-laws 
uniformly  provide  for  a credentials 
committee  to  consider,  evaluate  and 
make  recommendations  about  an  in- 
dividual practitioner’s  qualifications 
for  scope  of  hospital  privileges,  an- 
nual renewal  and,  at  times,  the  re- 
striction, withdrawal  or  termination 
of  such  privileges;  and 

Whereas,  The  lay  governing 
board  of  the  hospital  is  legally  em- 
powered to  grant  such  privileges,  or 
to  withhold,  withdraw  and  renew' 
them,  being  guided  by  the  advice 
of  the  medical  staff;  and 

Whereas,  Instances  do  appear 
from  time  to  time  where  the  action 
of  the  lay  governing  board  appears 
to  be  arbitrary,  capricious  and  dis- 
criminatory, thereby  working  great 
hardship  on  members  of  this  Soci- 
ety; and 

Whereas,  One  of  the  important 
functions  of  the  Pennsylvania  Medi- 
cal Society  is  to  protect  the  proper 
professional  interests  of  its  mem- 
bership; and 

Whereas,  The  mechanisms, 
channels  and  procedures  for  appeal 
in  such  instances  need  to  be  clari- 
fied; therefore  be  it 

Resolved,  That  the  following  pro- 
cedure be  adopted  by  this  House 
and  followed  by  the  aggrieved  mem- 
ber: 

1 . Appeal  to  Component  Medi- 
cal Society 

2.  Appeal  to  District  Councilor 
who  may  consult  legal  counsel 
of  the  Pennsylvania  Medical 
Society 

3.  Referral  by  Councilor  to 
Commission  on  Hospital  Rela- 
tions 


4.  Transmission  of  Commission 
findings  to  Council  on  Medi- 
cal Service 

5.  Forwarding  of  Council  find- 
ings and  recommendations  to 
Board  of  Trustees  and  Coun- 
cilors 

6.  Request  from  Board  of  Trust- 
ees and  Councilors  to  the 
Judicial  Council  to  make  final 
Ruling. 

Secretary’s  Note:  The  original  final 
resolve,  which  was  eliminated  from 
Resolution  67-9  before  adoption,  reads 
as  follows: 

Resolved,  That  if  the  Judicial 
Council  finds  merit  in  the  appellant 
practitioner’s  cause  it  declare  that 
membership  on  the  attending  medi- 
cal staff  of  the  offending  hospital  is 
incompatible  with  continuing  mem- 
bership in  the  Pennsylvania  Medical 
Society. 

By  action  of  the  House,  this  Resolve 
was  referred  to  the  Board  of  Trustees 
and  Councilors  or  the  Judicial  Council 
for  further  study. 

Resolution  67-16:  Bicentennial  Cele- 
bration of  our  Declaration  of  Inde- 
pendence (Official  Reports  Booklet, 
page  108) 

The  Reference  Committee  recom- 
mends the  approval  of  Resolution 
67-16. 

Resolution  67-16,  as  adopted,  reads 
as  follows: 

Whereas,  The  two  hundredth 
anniversary  of  the  signing  of  The 
Declaration  of  Independence  in 
Philadelphia  will  occur  in  1976;  and 

Whereas,  This  anniversary  will 
be  celebrated  in  Philadelphia  by 
many  notable  historical  and  scien- 
tific exhibits  and  meetings;  therefore 
be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  request  the  Ameri- 
can Medical  Association  to  hold  its 
nineteen  hundred  and  seventy  six 
Annual  Clinical  Session  in  Phila- 
delphia; and  be  it  further 

Resolved,  That  the  American 
Medical  Association  be  requested  to 
create  a committee  to  plan  its  par- 
ticipation in  this  Bicentennial  Cele- 
bration; and  be  it  further 

Resolved,  That  the  American 
Medical  Association  give  considera- 
tion to  the  erection  of  a building  in 
Philadelphia  in  connection  with  the 
celebration  to  house  permanent  ex- 
hibits and  demonstrations  covering 
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the  development  of  medicine  and 
the  healing  sciences  in  America. 

Resolution  67-31:  Hospital  Billing 

(Official  Reports  Booklet,  page 
112) 

The  Committee  approves  the  rec- 
ommendation of  Resolution  67-31,  as 
presented,  with  the  deletion  of  “on  an 
hourly  basis”  in  line  six  of  the  resolve. 

Resolution  67-31,  as  amended  and 
adopted,  reads  as  follows: 

Whereas,  Total  health  care  costs 
apparently  have  risen  in  greater 
amounts  than  other  components  of 
the  cost  of  living;  and 

Whereas,  These  extra  increases 
in  cost  have  been  primarily  for  ser- 
vice wage  increases;  and 

Whereas,  Doctors  and  hospitals 
have  been  unjustly  criticized  for  be- 
ing irresponsible  in  controlling  these 
costs;  and 

Whereas,  The  general  public 
does  not  understand  the  nature  and 
reasons  for  these  increases  in  costs; 
and 

Whereas,  Certain  hospitals  have 
instituted  a new  system  of  billing 
which  has  created  more  understand- 
ing of  hospital  costs  and  less  criti- 
cism of  hospitals  and  doctors;  there- 
fore be  it 

Resolved,  That  all  hospitals  in 
Pennsylvania  be  encouraged  by  the 
Pennsylvania  Medical  Society  to 
break  down  the  daily  room  charge 
in  its  itemized  billing  so  that  room 
and  board  cost  appears  as  one  item 
and  hospital  professional  service 
charge  appears  as  a separate  item. 

Resolution  67-35:  Hospital  Teaching 
and  Non-Teaching  Services  (Dele- 
gates’ Packet) 

Whereas,  There  is  a growing 
tendency  by  some  hospitals  to  create 
a “teaching”  and  “non-teaching” 
service  comprised  of  members  of 
the  medical  staff;  and 

Whereas,  These  hospitals  pro- 
pose that  interns  and  residents  be 
assigned  on  a routine  basis  to  pa- 
tients of  physicians  on  the  “teach- 
ing” service  only,  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  affirms  the  right  of 
every  patient  to  have  equal  intern 
and  resident  coverage  regardless  of 
the  medical  service  of  his  attending 
physician. 

The  Committee  approves  the  adop- 
tion of  Resolution  67-35.  Recom- 


mendation rejected.  Resolution  not 
adopted,  but  referred  to  the  Council 
on  Scientific  Advancement. 

Reference  Committee  on 
Public  Service 

Conrad  A.  Etzel,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  adopted  by  the 
House: 

Council  on  Public  Service  Report 

(Official  Reports  Booklet,  pages 

86-92) 

Your  Reference  Committee  wishes 
to  commend  the  Council  on  Public 
Service  for  its  continued  public  rela- 
tions efforts  on  behalf  of  organized 
medicine.  The  impact  on  the  public 
of  the  Instant  News  Service  is  increas- 
ing. The  use  of  the  weekly  radio 
show,  “Today’s  Health,”  has  doubled 
in  the  past  eighteen  months  and  now 
is  being  used  by  83  stations  through- 
out the  state.  The  physician  who 
records  it,  Clarence  A.  Tinsman, 
M.D.,  of  Harrisburg,  contributes  sig- 
nificant amounts  of  his  time  to  his 
state  society  and  deserves  the  grati- 
tude of  physicians  everywhere.  We 
are  impressed  by  the  Council’s  tele- 
vision activities.  We  hope  that  funds 
will  become  available  for  their  expan- 
sion. 

We  cannot  stress  too  strongly  the 
continuing  need  for  good  liaison  with 
news  media  representatives.  News- 
papers remain  one  of  the  great  instru- 
ments in  the  formation  of  public 
opinion.  We  agree  with  the  recom- 
mendation of  the  Council  that  rela- 
tionships between  individual  physi- 
cians and  news  media  representatives 
are  a matter  to  be  decided  locally  but 
in  many  counties  the  code  is  too  re- 
strictive. We  urge  that  the  more 
liberal  AMA  Guidelines  be  followed. 

The  PMS  Newsletter  ceased  to  be 
a regular  publication  at  the  end  of 
1966  and  is  now  published  on  an  “as- 
needed”  basis.  Your  Committee  sup- 
ports this  action  and  recommends  the 
continued  use  of  Pennsylvania 
Medicine  for  the  dissemination  of 
most  of  the  news  items. 

We  note  the  change  in  the  “Moni- 
tor” and  believe  the  special  edition 
being  sent  to  counties  with  no  bulle- 
tins is  an  excellent  idea.  We  believe 
that  the  Service  Manual  should  be 
continued  and  that  revisions  should 
be  made  as  necessary. 

Two  of  the  awards  programs  will 
be  discussed  in  connection  with  Reso- 
lutions 67-6  and  67-7.  Your  Com- 
mittee especially  favors  the  Walter  F. 
Donaldson  Award  recognition  of  news 
media  representatives  for  their  con- 


tributions to  public  health  and  wel- 
fare. The  50-Year  Awards  continue 
to  be  an  excellent  way  to  honor  mem- 
bers of  our  profession  for  their  long 
and  faithful  medical  service.  The  Sci- 
ence Fair  Awards  program  has  been 
discontinued  by  the  Board  of  Trustees. 

In  the  medical  student  recruitment 
program,  your  Committee  commends 
Allegheny  and  Erie  Counties  for  their 
efforts.  Other  counties  should  follow 
their  example.  We  hope  all  physi- 
cians support  the  program.  The  help- 
ing hand  of  the  Woman’s  Auxiliary 
in  this  field  is  to  be  commended.  The 
Council’s  efforts  to  establish  a socio- 
economic course  as  part  of  medical 
schools’  curricula  are  highly  com- 
mendable. 

The  Committee  has  carefully  noted 
the  activities  of  the  Council  involving 
the  Pennsylvania  Association  of  Medi- 
cal Assistants,  general  exhibits, 
pamphlet  distribution,  medical  history 
exhibit,  film  library,  PR  aids  for 
county  societies,  anti-quackery  activi- 
ties, county  society  secretary  orienta- 
tion, special  writing  projects  and  an- 
nual session  activities.  We  are  im- 
pressed with  the  scope  and  excellence 
of  the  Council’s  work. 

Commission  on  Disaster  Medical  Care 
(Official  Reports  Booklet,  pages  92- 
93) 

Your  Committee  feels  strongly  that 
the  Commission  is  correct  in  its  effort 
to  bring  the  medical  aspects  of  disaster 
preparedness  under  the  direction  of 
medical  doctors.  Many  other  states 
have  such  an  arrangement  and  we  feel 
this  to  be  more  practical.  Continued 
meetings  with  the  Lt.  Governor  and 
Thomas  W.  Georges,  Jr.,  M.D.,  Sec- 
retary of  Public  Welfare,  should  be 
fruitful.  We  commend  the  Commis- 
sion on  its  stand. 

Commission  on  Rural  Health  (Official 
Reports  Booklet,  page  93) 

Your  Committee  compliments  the 
Commission  for  its  Physician  Place- 
ment activities  and  its  efforts  to  supply 
physicians  to  communities  that  need 
them.  We  are  pleased  that  the  Na- 
tional meeting  on  Rural  Health  will  be 
held  in  Philadelphia  in  1969. 

Information  supplied  at  the  refer- 
ence committee  hearing  indicates  a 
newly  established  interest  in  rural 
health  by  state  government.  We  urge 
the  Commission  to  work  closely  with 
this  branch  of  state  government. 

House  Action  Implementation  (Offi- 
cial Reports  Booklet,  pages  93-94) 
Your  Committee  is  interested  in  the 
Council’s  efforts  to  attract  physicians 
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to  membership  in  the  various  levels 
of  organized  medicine,  but  it  is  equally 
concerned  about  the  reasons  for  the 
inactivity  and  even  disaffection  of 
many  current  members.  We  feel  that 
this  disenchantment,  be  it  on  the  part 
of  members  or  non-members  is  largely 
due  to  organized  medicine’s  failure  to 
adequately  represent  them  in  the  past. 
Our  Society  must  provide  an  appropri- 
ate home  base  for  an  obviously  het- 
erogeneous group  of  physicians.  Solo 
practitioners,  group  practitioners,  edu- 
cators, researchers,  and  salaried  physi- 
cians must  all  be  made  to  feel  that 
their  problems  and  points  of  view  are 
respected  and  a matter  of  the  society’s 
concern.  The  Council  should  not 
overlook  the  cost  of  membership 
which  must  be  justified  on  the  basis 
of  benefits  provided. 

Resolution  67-6:  Centenarian  Award 
(Official  Reports  Booklet,  page 
105) 

The  resolve  of  this  resolution  is  as 
follows: 

Resolved,  That  the  Pennsylvania 
Medical  Society  abolish  the  Cen- 
tenarian Award  program. 

No  county  society  is  obligated  to 
participate  in  the  program.  The  cost 
of  the  program  is  minor  in  relation 
to  its  potential  benefits. 

We  recommend  that  resolution  67-6 
be  rejected.  Resolution  Rejected. 

Resolution  67-7:  Benjamin  Rush 

Awards  (Official  Reports  Booklet, 
pages  105-106) 

The  resolve  of  this  resolution  reads 
as  follows: 

Resolved,  That  the  implementa- 
tion of  this  award  be  changed  so 
that  the  county  medical  society  ini- 
tiates the  request  for  materials. 
Only  if  the  county  society  requests 
material  from  the  State  Society 
should  they  be  forwarded. 

The  current  practice  of  mailing  the 
Rush  Awards  materials  to  all  county 
societies  does  not  increase  appreciably 
the  cost  of  the  program  and  does  serve 
to  motivate  the  various  counties  to 
participate  in  this  valuable  program. 

We  recommend  that  resolution  67-7 
be  rejected.  Resolution  Rejected. 

Reference  Committee  on 

Constitution  and  By-laws 

M.  Louise  C.  Gloeckner,  M.D., 
Chairman,  presented  the  following 
report  of  the  Committee,  which  was 
adopted  as  amended  by  the  House: 


Board  of  Trustees  Report — Section  on 
Communications  (Official  Reports 
Booklet,  page  14)  and  Proposed 
Amendments  to  By-laws  re  trans- 
fer of  certain  functions  from  the 
Council  on  Public  Service  to  a new 
Administrative  Department  of 
Communications  (Official  Reports 
Booklet,  page  1 ) 

Your  Reference  Committee  has 
carefully  considered  extensive  testi- 
mony presented  on  this  matter  at  its 
open  hearing.  We  question  the  wis- 
dom of  placing  the  direction  of  a 
communications  unit  in  the  hands  of 
the  Publication  Committee  which  is  a 
committee  of  the  Board  of  Trustees. 
Rather,  it  is  the  feeling  of  this  Com- 
mittee that  the  Council  on  Public  Ser- 
vice is  a group  which  provides  better 
representation  in  this  area  for  the  So- 
ciety’s membership  as  a whole.  For 
this  reason  the  Committee  believes  the 
Council  is  in  a better  position  to  pro- 
vide guidance  to  the  Society’s  com- 
municators, and  is  not  in  favor  of 
the  changes  in  the  By-laws  requested 
by  the  Board  of  Trustees  and  prepared 
for  action  by  the  Standing  Committee 
on  Constitution  and  By-laws. 

The  above  considerations  notwith- 
standing, there  is  considerable  evi- 
dence that  the  Society  has  had  a com- 
munications problem,  and  that  the 
Society’s  communicators  have  been 
burdened  with  a workload  that  con- 
tains incompatible  elements:  that  of 

providing  communications  services  to 
the  entire  Society  and  of  administering 
substantive  programs  at  the  same  time. 
Consequently  it  is  the  belief  of  your 
Reference  Committee  that  some 
changes  are  in  order  to  alleviate  this 
problem. 

Your  Reference  Committee  feels 
that  the  best  way  to  resolve  this  di- 
lemma is  to  entrust  all  the  Society’s 
hard-core  communications  functions 
to  the  Council  on  Public  Service,  but 
to  relieve  the  Council  of  its  adminis- 
trative responsibility  for  the  Commis- 
sions on  Rural  Health  and  Disaster 
Medical  Care.  At  the  same  time  we 
feel  that  the  Council  on  Public  Service 
should  be  granted  greater  discretion  in 
administering  the  funds  allocated  to 
it  under  its  budget.  Since  the  reloca- 
tion of  the  responsibilities  for  rural 
health  and  disaster  medical  care  under 
the  aegis  of  another  administrative 
unit  will  require  changes  in  the  So- 
ciety’s By-laws,  the  Committee  recom- 
mends that  the  Board  of  Trustees 
study  this  matter,  and  report  to  the 
House  of  Delegates  at  its  next  session 
on  the  best  way  to  implement  these 
changes,  including  the  provision  of 


greater  discretion  for  the  Council  to 
administer  the  funds  allocated  to  its 
budget. 

Your  Reference  Committee  recom- 
mends that  the  proposed  amendments 
to  Chapter  V,  Section  3,  paragraph 
(b)  and  Chapter  XIV,  Section  4, 
paragraph  (c)  of  the  Society’s  By- 
laws (Official  Reports  Booklet,  page 
1 ) be  rejected.  By-laws’  Amend- 
ments Rejected. 

I move  that  the  entrusting  of  all 
the  Society’s  hard-core  communica- 
tions functions  to  the  Council  on  Pub- 
lic Service  and  the  transfer  of  the 
programs  of  the  Commissions  on 
Rural  Health  and  Disaster  Medical 
Care  from  the  aegis  of  the  Council 
on  Public  Service  and  the  funding  of 
the  operations  of  the  Council  be  re- 
ferred to  the  Board  of  Trustees  for 
study  and  recommendation,  the  Board 
to  report  to  the  House  of  Delegates 
at  the  next  annual  session. 

Secretary’s  Note:  A substitute  mo- 
tion was  made  and  adopted  to  refer 
the  entire  matter  of  communications 
back  to  the  Board  of  Trustees  and 
Councilors. 

Proposed  amendments  to  Constitution 
and  to  the  By-laws  re  change  in 
classification  of  Senior  Active,  As- 
sociate, and  Affiliate  Memberships 
as  recommended  by  Berks  County 
Medical  Society,  McKean  County 
Medical  Society  and  the  House  of 
Delegates  (Official  Reports  Book- 
let, pages  1-4) 

Your  Reference  Committee,  after 
giving  careful  consideration  to  all  of 
the  testimony  presented  at  its  open 
hearing,  feels  that  the  changes  in  mem- 
bership incorporated  in  the  amend- 
ment proposed  here  have  merit. 
Your  Committee  notes  minor  incon- 
sistencies in  the  Section  titles  of  the 
printed  amendments  to  Article  IV  of 
the  Constitution  and  therefore  recom- 
mends that  the  title  of  Section  3 be 
amended  by  changing  the  word  “Mem- 
bership" to  “Member,”  that  the  title 
to  Section  5 be  amended  by  changing 
“Members”  to  “Member,”  and  that 
the  title  to  Section  6 be  amended  by 
changing  “Members”  to  “Member.” 
Further,  so  as  not  to  work  a hardship 
on  those  of  our  members  who  are 
included  in  the  present  non-assessment 
class  of  “Associate  Members”  at  the 
time  these  proposed  changes  in  mem- 
bership classification  might  become 
effective  we  recommend  that  proposed 
Section  3,  Article  IV,  of  the  Constitu- 
tion, entitled  “Senior  Active  Member” 
be  amended  by  adding  the  following 
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saving  clause:  “No  member  of  this 

Society  qualified  to  be  a Senior  Active 
Member  hereunder  who  is  in  a non- 
assessment  membership  category  at 
the  time  this  Section  becomes  effective 
shall  be  required  to  pay  any  annual 
assessment  unless  and  until  such  mem- 
ber shall  cease  to  hold  such  nonassess- 
ment membership  in  his  Component 
Society.”  The  Amendments  to  the 
Written  Amendments  to  Article 
IV  of  the  Constitution  Adopted. 

The  Amendments  to  the  Con- 
stitution AND  TO  THE  BY-LAWS,  AS 
Printed  on  Pages  2,  3,  and  4 of 
the  Official  Reports  Booklet,  as 
Amended,  were  then  Adopted 
Without  Dissent. 

The  Amended  Portions  of  the 
Constitution  and  of  the  By-laws 
Now  Read  as  Follows: 

Constitution 

Article  IV — Membership 

Section  2.  Active  Members. — 
The  Active  Members  of  this  Society 
shall  be  doctors  of  medicine  who  are 
members  of  the  Component  Societies. 

Section  3.  Senior  Active  Mem- 
ber.— A Senior  Active  Member  of 
this  Society  shall  be  a doctor  of  medi- 
cine, who  (i)  is  not  an  Associate 
Member  hereof,  (ii)  is  sixty-five  years 
of  age  or  over,  and  (iii)  has  been  an 
Active  Member  of  this  Society,  a ser- 
vice member  of  the  American  Medi- 
cal Association,  or  an  active  member 
of  a constituent  association  of  the 
American  Medical  Association  for  a 
continuous  term  of  not  less  than  thirty 
years.  Such  Senior  Active  Member 
shall  enjoy  full  benefits,  but  shall  be 
required  to  pay  only  50  percent  of 
the  annual  assessment.  Such  Senior 
Active  Member  shall  have  the  right 
to  this  class  of  membership  upon  cer- 
tification in  due  form  by  the  Com- 
ponent Society  to  the  Executive  Di- 
rector of  this  Society.  No  member  of 
this  Society  qualified  to  be  a Senior 
Active  Member  hereunder  who  is  in 
a non-assessment  membership  cate- 
gory at  the  time  this  Section  becomes 
effective  shall  be  required  to  pay  any 
annual  assessment  unless  and  until 
such  member  shall  cease  to  hold  such 
non-assessment  membership  in  his 
Component  Society. 

Section  4.  Associate  Member. — - 
An  Associate  Member  of  this  Society 
shall  be  a doctor  of  medicine  who  (i) 
is  seventy  years  of  age  or  over  and 
(ii)  has  been  an  Active  or  Senior 
Active  Member  of  this  Society,  a ser- 
vice member  of  the  American  Medical 


Association,  or  an  active  member  of  a 
constituent  association  of  the  Ameri- 
can Medical  Association  for  a con- 
tinuous term  of  thirty  years.  Such 
Associate  Member  shall  have  the  right 
to  this  class  of  membership  upon  cer- 
tification in  due  form  by  the  Compo- 
nent Society  to  the  Executive  Director 
of  this  Society;  and  thereafter  such 
Associate  Member  shall  not  be  re- 
quired to  pay  any  annual  assessment. 

Section  5.  Affiliate  Member. — 
Upon  recommendation  and  certifica- 
tion in  due  form  by  the  Component 
Society  to  and  election  by  the  Board 
of  Trustees  and  Councilors,  any  mem- 
ber of  a Component  Society  may  be 
made  an  Affiliate  Member  of  this  So- 
ciety and  remain  as  such  provided  he 
is  a person  who  belongs  to  one  of  the 
following  classes:  (a)  persons  who 

are  members  of  national  medical  so- 
cieties of  foreign  countries;  (b)  Amer- 
ican medical  doctors  engaged  in  medi- 
cal missionary,  educational  or  philan- 
thropic labors;  (c)  persons  who  are 
eligible  to  be  service  members  of  the 
American  Medical  Association;  (d) 
full-time  teachers  of  medicine  or  of 
the  arts  and  sciences  allied  to  medi- 
cine who  are  not  holders  of  the  degree 
of  Doctor  of  Medicine  or  Bachelor 
of  Medicine;  (e)  doctors  of  medicine 
not  fully  licensed  to  practice  medicine 
in  Pennsylvania  who  are  engaged  in 
Pennsylvania  in  research,  public 
health,  administrative  medicine,  or 
hospital  residency,  and  (f)  doctors  of 
medicine,  whether  or  not  fully  licensed 
to  practice  medicine  in  Pennsylvania, 
who  are  retired  from  active  practice. 
Affiliate  Members  shall  not  be  re- 
quired to  pay  any  annual  assessment. 

Election  to  Affiliate  Membership 
pursuant  to  part  (b)  above  shall  not 
be  interpreted  as  breaking  the  con- 
tinuous Active  Membership  of  an  Ac- 
tive Member  so  as  to  make  him  in- 
eligible for  Senior  Active  Membership 
or  Associate  Membership  under  Sec- 
tions 3 and  4 respectively  of  this 
Article  IV. 

Section  6.  Honorary  Member. — 
Any  doctor  of  medicine  not  a resident 
of  Pennsylvania  but  a member  of  his 
own  state  or  territorial  medical  associ- 
ation may  be  elected  an  Honorary 
Member  of  this  Society  by  the  House 
of  Delegates  by  a three-fourths  vote 
at  any  Annual  Session.  Not  more  than 
two  may  be  elected  in  any  one  year. 
Honorary  Members  shall  not  be  re- 
quired to  pay  any  annual  assessment. 

Section  7.  Rights  and  Privileges 
of  Members,  including  Voting  Rights. 


— All  members  of  the  Society  shall 
have  all  of  the  rights  and  privileges 
of  membership  except  as  otherwise 
provided  in  this  Constitution  and  the 
By-laws  and  except  that  neither  As- 
sociate nor  Affiliate  nor  Honorary 
Members  shall  have  the  right  to  vote 
or  hold  any  office  to  be  members  of 
any  council,  committee,  or  commis- 
sion. 

No  member  of  this  Society  of  any 
class  shall  have  any  direct  vote  in  the 
affairs  of  this  Society  except  as  to 
such  matters,  if  any,  where  such  vote 
is  required  by  the  laws  of  the  Com- 
monwealth of  Pennsylvania. 

Section  8.  Admission  and  Ten- 
ure of  Members. — Admission  to  and 
suspension  or  termination  of  member- 
ship in  this  Society  shall  be  deter- 
mined as  provided  in  the  By-laws  con- 
sistent with  the  Articles  of  Incorpora- 
tion and  the  Constiution  of  this  So- 
ciety as  the  same  may  from  time  to 
time  be  amended. 

Article  VI — House  of  Delegates 

Section  2.  Composition. — The 
House  of  Delegates  shall  be  composed 
of  (a)  delegates  (or  their  alternates) 
elected  by  the  Component  Societies  in 
the  proportion  of  one  delegate  for 
every  one  hundred  or  fraction  thereof 
of  its  Active  and  Senior  Active  Mem- 
bers in  this  Society  whose  dues  are 
paid  or  excused  as  of  December  31 
of  each  preceding  year,  whose  term 
of  office  shall  be  for  a term  of  one 
year  or  for  a term  in  excess  of  one 
year  if  such  Component  Society's  By- 
laws provide  for  a longer  term  than 
one  year  provided  that  at  least  one 
delegate  or  alternate  be  elected  by 
such  Component  Society  each  year, 
and  whose  names  have  been  submitted 
to  the  office  of  the  Executive  Director 
of  the  Pennsylvania  Medical  Society 
as  instructed  by  the  Executive  Direc- 
tor, and  in  January  of  each  year  the 
Executive  Director  of  the  Pennsyl- 
vania Medical  Society  shall  certify  to 
each  Component  Society  the  number 
of  delegates  to  which  it  is  entitled 
during  the  current  year;  (b)  the  sec- 
retaries of  the  Component  Societies  in 
office  at  the  time  of  any  meeting  of 
the  House  of  Delegates;  and  (c)  ex- 
officio,  but  without  the  right  to  vote, 
the  Speaker  and  Vice-Speaker  of  the 
House  of  Delegates,  the  President. 
President-Elect,  the  Vice-Presidents, 
the  Secretary,  the  Trustees  and  Coun- 
cilors, and  the  members  of  the  Judicial 
Council  of  this  Society,  the  ex-presi- 
dents of  this  Society  and  the  presi- 
dents of  the  Component  Societies,  ex- 
cept that  any  of  the  foregoing  cx- 
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officio  delegates,  other  than  those  pro- 
hibited from  so  doing  by  Article  V of 
this  Constitution,  may  at  the  same 
time  serve  as  voting  delegates  duly 
designated  as  such  by  the  respective 
Component  Societies,  and  except  that 
the  Speaker,  or  the  Vice-Speaker  when 
serving  as  Speaker,  shall  have  the  right 
to  vote  in  all  cases  where  his  vote 
would  change  the  result  of  a vote 
taken  other  than  a vote  decided  by 
ballot. 

Section  3.  Alternates. — Compo- 
nent Societies  shall  be  entitled  to  elect 
at  the  time  of  electing  delegates  two 
alternates-at-large  for  each  delegate, 
who  shall  take  office,  serve  for  the 
term,  and  be  certified  to  the  office  of 
the  Executive  Director,  as  set  forth 
in  Section  2,  and  such  certification 
shall  set  forth  the  order  in  which  such 
alternates  are  to  be  seated  in  the  ab- 
sence of  a delegate.  In  the  event  of 
a failure  to  designate  the  order  in 
such  certification,  the  alternates  shall 
be  seated  to  serve  for  absent  delegates 
in  alphabetical  order. 

In  the  absence  of  its  secretary,  the 
president  of  that  Component  Society 
may  be  seated  with  the  right  to  vote. 
In  the  absence  of  both  the  secretary 
and  the  president  of  any  Component 
Society,  an  alternate  of  the  Compo- 
nent Society  may  be  seated  with  the 
right  to  vote,  the  designation  of  said 
alternate  to  be  made  in  accordance 
with  the  provisions  aforesaid. 

If  any  Component  Society  is  with- 
out any  duly  accredited  voting  mem- 
ber of  the  House  of  Delegates  at  any 
session  thereof,  then  the  Active  or 
Senior  Active  Member  or  Members 
registered  in  attendance  from  that 
Component  Society  may  select  him- 
self or  one  delegate  from  their  num- 
ber, as  the  case  may  be,  who  shall  be 
the  representative  of  that  Component 
Society  and  shall  serve  in  the  place 
of  an  accredited  delegate. 

Article  VII — Sessions  and  Meetings 

Section  2.  Special  Sessions. — 
Special  sessions,  either  of  this  Society 
or  of  the  House  of  Delegates,  may 
be  requested  at  any  time  by  (a)  nine 
members  of  the  Board  of  Trustees 
and  Councilors,  or  (b)  forty  voting 
members  of  the  House  of  Delegates, 
or  (c)  two  hundred  Active  and/or 
Senior  Active  Members  of  this  Society, 
provided  such  special  session  has  the 
approval  of  the  Component  Society  or 
Societies  having  an  aggregate  mem- 
bership of  at  least  200  physicians,  for 
the  transaction  of  such  business  as  is 
proper  and  set  forth  in  the  request 


for  call.  Such  request  shall  be  in 
writing  and  delivered  to  the  Secre- 
tary, and  thereupon  the  Secretary  shall 
fix  the  time  and  place  for  the  session, 
which  shall  be  not  less  than  forty  and 
not  more  than  ninety  days  after  receipt 
of  the  request,  and  shall  call  the  ses- 
sion by  appropriate  notice,  which  shall 
state  the  purpose  and  shall  be  made 
in  the  manner  provided  in  Section  1 
of  this  Article  VII  except  that  the 
original  call  shall  be  issued  no  later 
than  thirty  days  prior  to  the  holding 
of  the  session. 

Article  VIII — Board  of  Trustees 
and  Councilors 

Section  2.  Composition. — The 
Board  of  Trustees  and  Councilors 
shall  consist  of  the  President,  Presi- 
dent-Elect and  the  Immediate  Past 
President  of  this  Society,  ex-officio 
with  the  right  to  vote,  and  one  Active 
or  Senior  Active  Member  from  each 
Councilor  District  of  this  Society  as 
determined  by  the  By-laws.  Each 
Trustee  and  Councilor  shall  be  elected 
for  a term  of  five  years  and  shall 
serve  until  his  successor  shall  have 
been  elected  and  qualified.  No  Trustee 
and  Councilor  shall  serve  more  than 
two  consecutive  terms,  but  a member 
elected  to  serve  an  unexpired  term 
shall  not  be  regarded  as  having  served 
a term  unless  he  has  served  more 
than  two  years,  and  for  this  purpose 
a year  shall  be  deemed  to  be  the  period 
between  annual  sessions  of  the  House 
of  Delegates. 

Article  X — Officers 

Section  2.  Qualifications. — All  of- 
ficers of  this  Society  must  be  Active 
or  Senior  Active  Members,  except  that 
the  Treasurer  may  be  a corporation 
or  an  employee  of  this  Society  and 
the  Assistant  Treasurers  and  Assistant 
Secretaries  may  be  employees  of  this 
Society.  The  Speaker  and  Vice- 
Speaker  must  be  members  of  the  House 
of  Delegates  at  the  time  of  their  elec- 
tion. 

Article  XI — Funds 

Section  1.  Annual  Assessment. — 
Money  for  the  purposes  of  the  Society 
shall  be  raised  by  annual  assessment 
payable  by  each  Active  and  each 
Senior  Active  Member.  The  assess- 
ment for  Active  and  Senior  Active 
Members  shall  be  uniform  except  that 
the  annual  assessment  for  those  (a) 
serving  hospital  residencies  or  engaged 
in  other  forms  of  recognized  full-time 
postgraduate  training  shall,  during  the 
period  of  such  training,  be  10  percent 
of  the  regular  annual  assessment,  pro- 


vided the  Component  Society  of  which 
each  is  a member  grants  a correspond- 
ing reduction  in  its  annual  assessment, 
(b)  serving  temporarily  in  the  Armed 
Forces  or  other  Government  Service 
of  the  United  States  shall  be  excused 
for  any  assessment  year  in  which  the 
member  enters  service  prior  to  March 
1,  is  in  service  for  the  entire  assess- 
ment year,  or  returns  from  service  on 
or  after  March  1,  and  (c)  is  prevented 
from  the  practice  of  medicine  by  rea- 
son of  illness  or  disability  shall  be 
excused,  provided  the  Component  So- 
ciety of  which  each  is  a member 
grants  a corresponding  exemption 
from  its  annual  assessment.  No  an- 
nual assessment  shall  be  payable  by 
an  Associate,  Affiliate,  or  Honorary 
Member.  The  assessment  for  new 
members  becoming  such  (a)  not  more 
than  six  and  not  less  than  two  months 
prior  to  the  end  of  the  assessment 
year  shall  be  one-half  the  annual 
assessment  for  that  class  or  category 
of  member,  and  (b)  not  more  than 
two  months  prior  to  the  end  of  the 
assessment  year  shall  be  waived  pro- 
vided the  full  annual  assessment  for 
the  following  year  is  paid  at  the  time 
of  becoming  a member.  The  amount 
of  the  annual  assessment  is  to  be  fixed 
each  year  by  the  House  of  Delegates 
at  the  Annual  Session  after  oppor- 
tunity has  been  given  to  the  Board  of 
Trustees  and  Councilors  to  recom- 
mend the  amount  thereof,  and  the 
manner  and  time  of  payment  and  the 
assessment  year  shall  be  as  provided 
in  the  By-laws  of  this  Society. 

Article  XV — Amendments 
The  House  of  Delegates  may  amend 
this  Constitution  at  any  session  by  an 
affirmative  vote  of  two-thirds  of  the 
delegates  present  provided  the  text  of 
the  proposed  amendment  has  been  (a) 
submitted  not  less  than  four  months, 
and  not  more  than  fifteen  months, 
prior  thereto,  to  a session  of  the  House 
of  Delegates,  or  to  the  Secretary  of 
this  Society  by  (i)  the  Committee  on 
Constitution  and  By-laws,  if  the  By- 
laws provide  for  such  committee,  or 
(ii)  fifteen  Active  and/or  Senior  Ac- 
tive Members  of  this  Society,  whose 
signatures  shall  be  appended  thereto, 
and  (b)  at  least  two  months  prior 
thereto,  published  in  the  Journal  of 
this  Society,  if  there  be  such,  and  in 
the  call  for  the  session. 

By-Laws 

Chapter  I — Membership 
Section  3.  Admission  to  Mem- 
bership. Every  member  of  a Compo- 
nent Society  eligible  to  become  an 
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Active  Member  of  this  Society  shall 
automatically  become  such  upon  re- 
ceipt by  the  office  of  the  Executive 
Director  of  the  certification  and  assess- 
ment required  by  Section  4 of  Chapter 
XVI  of  these  By-laws.  Every  mem- 
ber of  a Component  Society  eligible 
to  become  an  Associate  Member  or 
an  Affiliate  Member  of  this  Society 
shall  become  such  upon  his  election 
to  such  membership  by  the  Board  of 
Trustees  and  Councilors  as  provided 
in  the  Constitution. 

Section  5.  Termination  of  Mem- 
bership.— The  membership  of  a mem- 
ber of  this  Society  shall  terminate  (a) 
automatically  upon  (i)  termination  of 
his  membership  in  his  Component 
Society  for  any  reason  whatsoever,  or 
(ii)  failure  to  pay  a delinquent  assess- 
ment within  thirty  days  after  notice 
of  such  delinquency  as  provided  in 
Section  2 of  Chapter  IX  of  these  By- 
laws, or  (iii)  three  months  after  ceas- 
ing to  be  eligible  for  membership  here- 
in in  the  class  of  membership  in  which 
he  is  a member  as  specified  in  the 
Constitution,  unless  at  such  time  an 
application  or  certification  for  another 
class  of  membership  for  which  the 
member  will  become  immediately  eli- 
gible is  pending  in  the  office  of  the 
Executive  Director  of  this  Society,  and 
(b)  upon  the  effective  date,  as  pro- 
vided in  Section  7 of  Chapter  XIII 
of  these  By-laws,  of  an  order  to  that 
effect  issued  by  the  Judicial  Council 
of  this  Society.  Any  person  whose 
membership  has  been  terminated  for 
failure  to  pay  a delinquent  assess- 
ment shall  be  automatically  reinstated 
to  membership  without  any  break  in 
continuity  of  membership  upon  pay- 
ment of  the  delinquent  assessment  in 
full  before  December  31  of  the  assess- 
ment year,  but  no  such  member  under 
any  circumstances  shall  be  considered 
to  be  an  Active  or  Senior  Active  Mem- 
ber in  good  standing  during  the 
period  between  January  1 of  the  year 
for  which  the  assessment  was  delin- 
quent and  the  date  of  reinstatement 
for  the  purposes  of  any  section  of  the 
Constitution  or  these  By-laws. 

Chapter  IX — Assessment  and  Funds 

Section  1.  Assessments. — Each 
Active  and  Senior  Active  Member  of 
this  Society  shall,  through  his  Com- 
ponent Society,  pay  his  annual  assess- 
ment to  the  Executive  Director  prior 
to  March  1.  New  members  shall  pay 
the  assessments  in  the  same  manner 
at  the  time  of  their  certifications  or 
applications  for  membership. 

Section  6.  Medical  Defense 
Fund. — Each  year  out  of  the  funds 
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of  this  Society  the  Board  of  Trustees 
and  Councilors  may  appropriate  a 
sum  not  to  exceed  $1.00  for  each 
Active  Member  and  Senior  Active 
Member  to  be  set  aside  by  the  Trea- 
surer as  a special  fund  to  be  known 
as  the  Medical  Defense  Fund. 

The  fund  shall  be  used  only  for  the 
expenses,  as  hereinafter  defined,  of 
(a)  Members  or  the  estates  of  physi- 
cians who  were  members  at  the  time 
of  death  threatened  with  suit  or  sued 
for  alleged  malpractice  committed 
while  an  Active  or  Senior  Active 
Member  and  while  the  member  was 
in  resident  practice  in  Pennsylvania, 
provided  such  member  is  not  believed 
by  the  Committee  of  Counsel  to  be 
guilty  of  criminal  abortion,  feticide, 
homicide,  any  criminal  act,  or  of  fail- 
ing to  conform  to  recognized  ethical 
principles  in  relation  to  the  case,  and 
provided  further,  that  the  case  arises 
in  connection  with  the  course  of  the 
care  and  treatment  of  patients  as  a 
physician,  and  (b)  any  group  of  Ac- 
tive Members  or  any  Component  So- 
ciety threatened  with  suit  or  sued  in  a 
matter  involving  the  professional 
standing  or  conduct  of  such  members 
or  Component  Society  or  the  stan- 
dards of  the  profession  of  medicine, 
when  approved  as  to  this  clause  (b) 
by  the  Board  of  Trustees  and  Coun- 
cilors. Expenses  shall  include  all  rea- 
sonable expenses  necessary  to  a proper 
defense  of  the  case  except  expenses  for 
serving  subpoenas,  expenses  of  wit- 
nesses residing  within  the  county  and 
any  judgment  or  fine  awarded  or  im- 
posed by  the  jury  or  court. 

The  Medical  Defense  Fund  shall  be 
administered  by  the  Secretary  of  this 
Society,  who  shall  certify  to  the  Trea- 
surer all  amounts  to  be  paid  from  the 
Fund. 

When  a member  is  sued  or  threat- 
ened with  suit  and  wishes  to  apply 
for  medical  defense  he  shall  so  notify 
the  Trustee  and  Councilor  for  his 
Councilor  District  and  shall  request 
an  application  form  from  the  Secre- 
tary of  the  Society.  If  the  member 
wishes  that  his  own  attorney  be  re- 
tained, he  shall  so  advise  his  Trustee 
and  Councilor  and  the  Secretary,  giv- 
ing the  attorney’s  name  and  address. 
He  shall  then  (a)  fill  out  and  sign 
the  application;  (b)  have  it  endorsed 
by  the  unanimous  vote  of  those  cen- 
sors of  his  component  society  who  are 
present  at  a special  meeting  called  for 
the  consideration  thereof,  providing  a 
quorum  is  present;  (c)  secure  the  ap- 
proval of  it  by  his  Trustee  and  Coun- 
cilor; and  (d)  file  it  with  all  neces- 
sary approvals  and  endorsements  in 


the  office  of  the  Secretary  of  this  So- 
ciety, at  any  time  prior  to  suit,  or 
within  sixty  days  after  service  of  sum- 
mons. The  Secretary  shall  submit  the 
application  to  the  President  for  ap- 
proval and  promptly  notify  the  appli- 
cant of  the  action  taken. 

If  the  member  has  insurance  which 
provides  a defense  to  the  suit,  no  fur- 
ther action  need  be  taken  with  respect 
to  his  application. 

If  the  member  does  not  have  such 
insurance  or  if  there  is  a question  as 
to  coverage; 

(a)  An  attorney  may  be  retained 
on  his  behalf  by  his  Trustee  and 
Councilor  at  any  time  prior  or  sub- 
sequent to  suit,  pending  approval 
or  disapproval  of  his  application  for 
medical  defense,  provided  that  (i) 
the  attorney  is  approved  by  Legal 
Counsel  for  the  Society,  and  (ii) 
the  Executive  Director  of  this  So- 
ciety certifies  that  the  member  was 
an  Active  or  Senior  Active  Member 
in  good  standing  at  the  time  of  the 
alleged  malpractice  and  a member 
in  good  standing  at  the  time  the 
attorney  is  being  retained.  The  Sec- 
retary may  certify  the  payment  of 
necessary  court  costs  and  fees  for 
the  service  of  such  an  attorney  if 
the  amount  thereof  has  been  ap- 
proved by  Legal  Counsel  of  the 
Society. 

(b)  After  approval  of  the  mem- 
ber's application  and  determination 
that  he  has  no  insurance  providing 

a defense  to  the  action  (or  in  cases  I 
of  dispute  as  to  coverage,  pending 
such  determination),  the  Commit- 
tee of  Counsel,  composed  as  set 
forth  in  Section  2(e)  of  Chapter 
XIV  of  these  By-laws,  shall  man- 
age his  defense.  The  Committee 
shall  retain  legal  counsel  for  the 
member  with  the  approval  of  Legal 
Counsel  for  the  Society  and  take 
such  other  steps  as  it  deems  neces- 
sary to  provide  the  member  with 
an  adequate  defense  and  to  obtain 
early  disposition  of  the  case  on  a 
basis  equitable  to  the  claimant  and 
the  member.  The  members  of  the 
Committee  of  Counsel  shall  be  paid 
from  the  Medical  Defense  Fund  for 
their  time  expended  and  for  their 
necessary  expenses.  The  Secretan 
may  certify  payments  from  the 
Medical  Defense  Fund  for  expenses  ^ 
in  connection  with  such  defense  on 
the  following  conditions:  (i)  the 

Committee  of  Counsel  has  approved 
the  expense;  (ii)  no  part  of  the 
expense  is  for  services  required  to 
be  furnished  to  a member  by  any 
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insurance  company  under  a policy 
of  malpractice  or  other  simliar  in- 
surance; and  (iii)  the  amount  of 
counsel  fees  has  been  approved  by 
Legal  Counsel  for  the  Society.  With 
the  specific  approval  of  the  Board 
of  Trustees  and  Councilors,  the 
Secretary  may  certify  payments 
which  do  not  meet  the  above  condi- 
tions. 

The  application  for  medical  defense 
shall  contain  a contract  signed  by  the 
member  giving  the  Committee  of 
Counsel  sole  authority  to  conduct  the 
defense  of  his  suit. 

The  approval  of  any  application  for 
medical  defense  by  the  Trustee  and 
Councilor  and  by  the  Censors  of  the 
Component  Society  carries  with  it  not 
only  their  moral  support  but  their  will- 
ingness to  actively  participate  in  the 
conduct  of  the  trial  in  any  way  they 
may  best  assist  and  all  without  thought 
of  pecuniary  return. 

Any  group  of  Active  and/or  Senior 
Active  Members  or  any  Component 
Society  sued  or  threatened  with  a suit, 
the  expenses  of  which  can  be  paid 
from  the  Medical  Defense  Fund,  may 
apply  in  writing  to  the  Board  of 
Trustees  and  Councilors  for  the  pay- 
ment of  such  expenses  and  for  legal 
assistance  and  advice,  but  no  such  ap- 
plication will  be  considered  by  the 
Board  with  respect  to  expenses  already 
incurred. 

Section  7.  Medical  Benevolence 
Fund. — Each  year  out  of  the  funds  of 
this  Society  the  Board  of  Trustees  and 
Councilors  may  appropriate  a sum  not 
to  exceed  15  percent  of  the  annual 
assessment  for  all  Active  Members  to 
be  set  aside  by  the  Treasurer  as  a 
special  fund  to  be  known  as  the  Medi- 
cal Benevolence  Fund. 

The  Medical  Benevolence  Fund 
shall  be  used  only  for  the  relief  of 
pecuniary  distress  of  (a)  sick  or  aged 
Active,  Senior  Active  and  Associate 
Members  or  the  parents,  widows, 
widowers,  or  children  of  deceased 
Active,  Senior  Active  or  Associate 
Members,  and  (b)  Active,  Senior 
Active  and  Associate  Members,  result- 
ing from  catastrophic  natural  emer- 
gencies. 

* + * 

Section  8.  Educational  Fund. — 
Each  year  out  of  the  funds  of  this 
Society  the  Board  of  Trustees  and 
Councilors,  with  the  approval  of  the 
House  of  Delegates,  may  appropriate 
a sum  not  to  exceed  15  percent  of 
the  annual  assessment  for  all  Active 
or  Senior  Active  Members  to  be  allo- 
cated to  The  Educational  and  Scientific 


Trust  of  the  Pennsylvania  Medical 
Society,  to  be  set  aside  by  the  Trustees 
of  the  said  Trust  as  a special  fund  to 
be  known  as  the  Educational  Fund. 

* * * 

Chapter  XIV — Committees, 
Administrative  Councils  and 
Commissions 

Section  1.  Appointment  of  Mem- 
bers, Vacancies  and  Qualification. — 

(d)  Qualification  for  Membership 
on  Committees,  Administrative  Coun- 
cils and  Commissions.  All  members 
of  this  Society,  except  Associate,  Af- 
filiate and  Honorary  Members,  shall 
be  eligible  to  serve  as  members  of 
committees,  administrative  councils 
and  commissions,  except  that: 

* * * 

Chapter  XV — Pennsylvania  Medical 
Care  Program 

Section  2.  Organization. — 

(b)  Regional  Committees.  Region- 
al committees  may  be  appointed  by 
the  Council  on  Medical  Service  when- 
ever deemed  necessary  and  for  what- 
ever region  deemed  advisable,  upon 
recommendation  of  the  trustee  and 
councilor  (or  trustees  and  councilors) 
of  the  region. 

Each  regional  committee  shall  be 
composed  of  two  Active  or  Senior  Ac- 
tive Members  of  each  county  medical 
society  within  the  region,  and  ex- 
officio,  the  trustee  and  councilor  (or 
trustees  and  councilors)  serving  the 
area.  The  appointments  shall  be  made 
upon  advice  of  the  county  medical 
societies  located  within  the  region  and 
shall  be  subject  to  confirmation  by  the 
Board  of  Trustees  and  Councilors. 
Appointments  shall  be  for  a term  of 
one  year  beginning  and  ending  with 
an  Annual  Session.  Vacancies  among 
the  membership  of  a regional  com- 
mittee occurring  between  Annual  Ses- 
sions shall  be  filled  for  the  remainder 
of  the  current  term  by  the  Council  on 
Medical  Service  upon  the  recommen- 
dation of  the  trustee  and  councilor 
(or  trustees  and  councilors)  of  the 
region. 

* * * 

Chapter  XVI— Component  Societies 

Section  4.  Membership  Records. 
— The  secretary  of  each  Component 
Society  shall  keep  a roster  of  its  mem- 
bers in  which  shall  be  shown  the  full 
name,  current  address,  college  and 
date  of  graduation,  date  of  registra- 
tion and  license  to  practice  in  this 
state,  and  such  other  information  as 
may  be  necessary  or  appropriate.  The 


secretary  of  each  Component  Society 
shall  note  on  such  roster  (a)  any 
changes  in  membership,  with  appro- 
priate dates,  caused  by  changes  in 
membership  classification,  death,  resig- 
nation, transfer,  expulsion,  or  new  ad- 
missions, and  (b)  changes  of  address, 
and  promptly  forward  such  informa- 
tion to  the  office  of  the  Executive  Di- 
rector in  appropriate  form,  which  shall 
be  on  blanks,  if  any,  supplied  by  this 
Society.  In  the  case  of  a new  member 
such  report  shall  be  accompanied  by  an 
appropriate  form  furnished  by  this  So- 
ciety (a)  in  the  case  of  Active  Mem- 
bers, certifying  that  the  member  pos- 
sesses the  qualifications  of  such  mem- 
bership set  forth  in  Section  2 of  Article 
IV  of  the  Constitution,  or  (b)  in  the 
case  of  Senior  Active  Members,  certify- 
ing that  the  member  possesses  the 
qualifications  of  such  membership  set 
forth  in  Section  3 of  Article  IV  of  the 
Constitution,  or  (c)  in  the  case  of  As- 
sociate Members,  certifying  that  the 
member  possesses  the  qualifications  of 
such  membership  set  forth  in  Section 
4 of  Article  IV  of  the  Constitution, 
or  (d)  in  the  case  of  Affiliate  Mem- 
bers, certifying  that  the  member  pos- 
sesses the  qualifications  of  such  mem- 
bership set  forth  in  Section  5 of  Article 
IV  of  the  Constitution.  The  secretary 
shall  also  promptly  notify  the  Execu- 
tive Director  of  the  suspension  of  any 
member,  including  full  details  of  the 
action  taken  by  the  Component  So- 
ciety. The  secretary  of  each  Compo- 
nent Society  shall  also  report  to  the 
office  of  the  Executive  Director  the 
names  of  the  officers  of  the  Compo- 
nent Society  within  fifteen  days  after 
their  election. 

Section  10.  Delegates  to  this  So- 
ciety.— Each  Component  Society  shall 
at  some  meeting  held  prior  to  June  1 
of  each  year  elect,  from  among  its 
members  who  are  Active  or  Senior 
Active  Members  of  this  Society,  dele- 
gates and  alternates  to  the  House  of 
Delegates  of  this  Society  in  accord- 
ance with  the  provisions  of  Article  VI 
of  the  Constitution.  A Component 
Society  may,  if  it  so  desires,  hold  the 
election  of  such  delegates  and  alter- 
nates during  the  preceding  year.  In 
such  event  the  By-laws  of  the  Com- 
ponent Society  shall  contain  appropri- 
ate provisions  for  determining  the 
manner  in  which  the  elected  delegates 
and  alternates  shall  be  reduced  should 
they  prove  to  be  a number  Ln  excess 
of  those  to  which  the  Component  So- 
ciety is  entitled  on  the  basis  of  the 
number  of  its  members  as  of  Decem- 
ber 3 1 of  such  preceding  year,  and 
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appropriate  provisions  for  the  designa- 
tion prior  to  June  1 of  additional 
alternates  and  delegates  should  the 
Component  Society  be  entitled  to 
more  than  those  elected  at  the  earlier 
election. 

Standing  Committee  on  Constitution 
and  By-laws  (Official  Reports 
Booklet,  pages  55-56) 

With  regard  to  Resolution  66-3, 
Qualifications  for  Society  Officers,  we 
wish  to  submit  our  belief  that  it  is 
not  as  important  for  Society  members 
to  be  able  to  indicate  concretely  that 
they  are  interested  in  a particular  of- 
fice. as  it  is  for  Society  offices  to  be 
accessible  to  members  who  are  quali- 
fied to  hold  them.  The  Reference 
Committee  feels  that  to  control  un- 
dignified campaigning  for  Society  of- 
fices. the  Society  has  to  depend  on  a 
spirit  among  its  members  that  miti- 
gates against  methods  of  this  nature. 
The  Committee  feels  that  this  spirit 
is  prevalent  among  the  Society’s  mem- 
bership. 

With  regard  to  the  question  of  an 
active  category  of  membership  for 
Ph.D.  teachers  in  medical  schools,  the 
Committee  gave  careful  consideration 
to  the  discussion  at  its  open  hearing. 
We  feel  that  the  offer  of  full  member- 
ship to  Ph.D.  teachers  will  not  neces- 
sarily have  any  favorable  effect  on  the 
interest  of  these  teachers  in  medical 
society  affairs.  Furthermore,  we  note 
that  there  are  many  M.D.’s  teaching 
in  medical  schools  who  are  not  Society 
members.  The  Committee  feels  that 
the  Society  should  set  its  own  house 
in  order  before  establishing  a prolifer- 
ation of  active  membership  categories 
for  non-physicians;  to  wit,  the  Society 
should  devote  its  efforts  to  encourag- 
ing M.D.’s  in  medical  schools  to  par- 
ticipate actively  in  Society  affairs. 

Your  Reference  Committee  feels 
that  the  affiliate  membership  category 
for  Ph.D.  teachers  in  medical  schools 
is  sufficient  at  this  time. 

The  Reference  Committee  has  al- 
ready commented  on  other  matters 
covered  in  this  report. 

We  recommend  the  adoption  of  the 
report  of  the  Standing  Committee  on 
Constitution  and  By-laws. 

Statement  of  the  Speaker  of  the  House 
of  Delegates,  (pages  97,  98) 

The  Reference  Committee  concurs 
with  the  remarks  of  the  Speaker  of 
the  House  of  Delegates  and  strongly 
endorses  them.  We  feel  the  Speaker 
and  Vice-Speaker  of  the  House  of 
Delegates  should  serve  on  the  Board 
of  Trustees  in  the  same  capacity  as 
the  President,  President-Elect,  and  Im- 


mediate Past  President  as  ex-officio 
members  of  the  Board  of  Trustees 
with  the  right  to  vote.  The  Committee 
also  believes  that  changes  in  the  By- 
laws should  be  instituted  so  as  to  pro- 
vide that  the  Speaker  and  Vice- 
Speaker  of  the  House  of  Delegates 
will  preside  over  meetings  of  the 
House.  This  function  is  presently  not 
assigned  to  them  officially. 

In  order  to  implement  these  recom- 
mendations it  will  be  necessary  to  ef- 
fect changes  in  both  the  Constitution 
and  By-laws.  Consequently  we  recom- 
mend that  this  matter  be  referred  to 
the  Standing  Committee  on  Constitu- 
tion and  By-laws  so  that  appropriate 
amendments  may  be  formulated. 

Resolution  67-12:  Representation  of 

Specialty  Groups  in  the  House  of 

Delegates  (Official  Reports  Booklet, 

page  107) 

During  the  period  it  has  had  to  con- 
sider this  resolution  your  Reference 
Committee  has  consulted  with  a num- 
ber of  representatives  of  specialty  so- 
cieties and  others  who  hold  informed 
opinions  on  this  matter.  We  have  also 
considered  carefully  the  extensive  tes- 
timony presented  at  the  open  hearing 
of  the  Committee.  The  Committee  be- 
lieves that  the  Pennsylvania  Medical 
Society  is  an  organization  sufficiently 
broad  in  its  scope  to  allow  specialists 
to  participate  in  the  Society’s  pro- 
grams and  influence  its  policies  if  they 
desire  to  do  so.  The  Committee  also 
believes  that  specialty  society  repre- 
sentation in  the  AMA  House  of  Dele- 
gates up  to  this  point  has  not  operated 
effectively  and  has  caused  competition 
among  overlapping  specialty  groups 
which  has  led  to  disagreements  among 
the  specialty  groups  themselves,  as  well 
as  to  discord  within  the  AMA.  It  is 
the  view  of  the  Committee  that  similar 
problems  would  arise  in  Pennsylvania 
and  within  the  Pennsylvania  Medical 
Society  if  this  resolution  were  imple- 
mented. We  are  also  cognizant  of  the 
fact  that  since  the  preponderance  of 
specialists  is  located  in  urban  areas, 
the  implementation  of  this  resolution 
would  lead  to  increased  representation 
in  the  House  of  Delegates  on  the  part 
of  urban  areas.  In  the  view  of  the 
Committee  this  would  be  unfair.  For 
all  these  reasons  the  Reference  Com- 
mittee opposes  the  adoption  of  Resolu- 
tion 67-12. 

Your  Reference  Committee  sug- 
gests, however,  that  specialty  societies 
in  Pennsylvania  be  informed  that 
there  are  mechanisms  available  which 
enable  them  to  participate  in  and  influ- 
ence the  affairs  of  the  Society;  any 


active  member  of  the  State  Society  is 
welcome  to  talk  to  the  Board  of  Trust- 
ees, submit  resolutions  through  proper 
channels,  participate  in  Reference 
Committee  hearings,  and  is  eligible  to 
be  elected  to  the  House  of  Delegates. 
Your  Reference  Committee  wishes  to 
emphasize  that  such  participation  is 
welcome,  and  moreover,  that  it  is  the 
responsibility  of  specialists,  as  indeed 
of  all  members,  to  avail  themselves  of 
these  opportunities;  at  the  same  time 
your  Reference  Committee  urges  the 
Council  on  Public  Service  to  inform 
the  various  specialty  groups  about  the 
mechanisms  available  for  participation 
in  Society  affairs. 

Your  Reference  Committee  recom-  j 
mends  that  Resolution  67-12  be  re- 
jected. Resolution  Rejected. 

We  further  recommend  that  the 
related  suggestions  of  the  Reference 
Committee  on  this  subject  be  referred 
to  the  Board  of  Trustees  for  imple-  I 
mentation. 

Resolution  67-33:  Physicians  in 

Armed  Forces  (Delegates’  Packet) 

Whereas,  Physicians  serving  in 
the  Armed  Forces  not  on  temporary 
duty  must  be  active  members  of  the 
Pennsylvania  Medical  Society  and 
therefore  pay  full  dues;  and 

Whereas,  Many  physicians  serv- 
ing in  the  Armed  Forces  and  sta- 
tioned in  Pennsylvania  should  be 
encouraged  to  take  an  active  part 
in  our  State  Society;  and 

Whereas,  These  physicians  have 
much  to  offer  to  our  Society;  there- 
fore be  it 

Resolved,  That  the  Committee  on  j 
Constitution  and  By-laws  of  the 
Pennsylvania  Medical  Society  be  in- 
structed to  prepare  the  proper  revi-  I 
sions  to  the  Constitution  and  By- 
laws to  be  presented  at  the  next 
Annual  Session  of  the  Pennsylvania  I 
Medical  Society  to  create  a new 
classification  of  membership  for 
these  individuals  at  reduced  annual  | 
dues. 

At  the  open  hearing  of  the  Refer- 
ence Committee  a representative  of 
Chester  County  Medical  Society,  j 
which  introduced  this  resolution,  in- 
formed the  Reference  Committee  that 
in  his  opinion  Resolution  67-33  would 
no  longer  be  necessary  because  the 
Membership  Amendments  adopted 
above  already  provide  a special  mem- 
bership category  for  career  physicians 
in  the  Armed  Forces.  Your  Reference 
Committee  concurs  in  this  judgment 
Resolution  Withdrawn. 
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Reference  Committee  on 
Scientific  Advancement 

David  L.  Miller,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  adopted  as 
amended  by  the  House: 

Report  of  the  Council  on  Scientific 
Advancement  (Official  Reports 
Booklet,  pages  95-103) 

The  report  of  the  Council  on  Scien- 
tific Advancement  is  a record  of  its 
activities  in  regard  to  specific  items 
referred  to  it  and  the  reports  of  its 
various  commissions.  The  Council  has 
taken  action  on  all  items  referred  to 
it  by  the  House  of  Delegates  in  1966. 

A course  in  emergency  department 
techniques  was  presented  at  this  scien- 
tific session.  Others  will  be  held  in  a 
number  of  cities  in  order  that  all  in- 
terested physicians  may  attend. 

There  has  been  continuing  activity 
in  regard  to  air  pollution  control  as 
recommended  in  Resolution  66-10. 
This  Reference  Committee  favors  the 
efforts  of  the  Commission  on  Environ- 
mental Health  to  retain  the  air  pollu- 
tion control  unit  in  the  Department 
of  Health. 

The  Reference  Committee  notes  the 
activity  of  the  newly  created  Commis- 
sion on  Drug  Addiction  and  Alcohol- 
ism and  recommends  its  continuation. 

The  Commission  on  Mental  Health 
has  gone  on  record  as  favoring  a sepa- 
rate Department  of  Mental  Health  and 
Mental  Retardation.  Attention  is  now 
being  given  to  the  creation  of  a com- 
bined Department  of  Health  and  Wel- 
fare and  the  Commission  on  Mental 
Health  is  hopeful  that  a more  advan- 
tageous position  for  mental  health  ac- 
tivities may  be  attained  within  this 
Department. 

The  reports  of  all  commissions  were 
reviewed  thoroughly  and  this  Refer- 
ence Committee  supports  their  inter- 
ests and  activities. 

The  Reference  Committee  com- 
mends the  Council  on  Scientific  Ad- 
vancement, its  commissions  and  advi- 
sory committees,  for  an  informative 
report  and  for  its  careful  attention  to 
those  items  referred  to  it  by  the  1966 
House  of  Delegates. 

Supplemental  Report  A of  the  Council 
on  Scientific  Advancement  (Appen- 
dix B,  page  121) 

The  Commission  on  Maternal  and 
Child  Health  was  asked  to  formulate 
specific  proposals  for  the  clarification 
and  revision  of  the  laws  governing 
sterilization,  abortion  and  contracep- 
tion. The  Commission  has  made  its 
recommendations. 


Your  Reference  Committee  recom- 
mends that  the  House  of  Delegates 
approve  the  recommendations  of  the 
Commission  regarding  sterilization 
and  family  planning. 

The  Commission  has  made  a de- 
tailed recommendation  regarding  revi- 
sion of  the  law  dealing  with  thera- 
peutic abortion.  The  Reference  Com- 
mittee approves  the  intent  of  the  rec- 
ommendation but  questions  the  advis- 
ability of  having  a clergyman  on  a 
hospital  committee  and  of  making  a 
psychiatrist  a mandatory  member  of 
such  a committee.  The  Reference 
Committee  does  not  feel  that  a clergy- 
man should  be  a member  of  a hospital 
abortion  committee.  This  is  based  on 
the  feelings  of  members  of  the  clergy 
who  were  consulted  after  the  Com- 
mission made  its  original  report  to  the 
Council. 

The  Reference  Committee  does  not 
feel  that  a psychiatrist  or  equivalent 
should  be  a mandatory  member  of  the 
hospital  abortion  committee  because 
in  many  areas  of  the  state  psychia- 
trists are  not  available. 

However,  this  Committee  recog- 
nizes that  both  of  these  groups  could 
make  a substantial  contribution  when 
available  and  called  upon. 

Your  Reference  Committee  recom- 
mends that  in  Supplemental  Report 
A,  Council  on  Scientific  Advance- 
ment, page  2,  Article  18,  Section 
1803(c)(2),  which  reads  “a  psychia- 
trist, or  equivalent,  as  recognized,”  be 
deleted  and  that  the  first  two  sen- 
tences in  the  following  paragraph, 
which  reads  “In  addition,  there  shall 
be  as  a member  of  this  abortion  com- 
mittee, a clergyman  of  the  woman's 
own  active  faith.  The  term  ‘certified' 
as  applied  to  members  of  the  abortion 
committee  shall  refer  to  certification 
by  the  AMA  or  AOA  specialty  boards 
involved.”  be  deleted. 

Your  Reference  Committee  recom- 
mends that  Supplemental  Report  A of 
the  Council  on  Scientific  Advance- 
ment, as  amended,  be  approved. 

After  the  report  of  the  Commission 
was  presented  to  the  Council,  the 
American  Medical  Association  House 
of  Delegates  adopted  a policy  on 
therapeutic  abortion.  Your  Reference 
Committee  feels  that  this  policy  is 
clear  and  concise. 

This  Reference  Committee  recom- 
mends that  the  Council  on  Govern- 
mental Relations  be  asked  to  make 
recommendations  to  the  Legislature 
along  the  lines  set  forth  in  Supple- 
mental Report  A of  the  Council  on 
Scientific  Advancement,  as  amended. 


and  the  AMA  policy  statement  on 
abortion. 

Committee  on  Convention  Program 
(Official  Reports  Booklet,  page  58), 
Supplemental  Report  C,  Board  of 
Trustees  (Official  Reports  Booklet 
page  114),  Supplemental  Report 
B,  Council  on  Scientific  Advance- 
ment (Appendix  C,  page  123),  and 
Portions  of  the  Reports  of  the  Presi- 
dent and  of  the  President-Elect  con- 
cerning Medical  Education 

The  Committee  on  Convention  Pro- 
gram has  once  again  given  thoughtful 
consideration  to  the  problems  facing 
it.  Concerned  with  the  future  of  the 
scientific  portion  of  our  Annual  Ses- 
sion, it  has  expanded  its  horizons  and 
has  made  sweeping  recommendations 
for  basic  changes  in  the  continuing 
educational  activities  of  our  State  So- 
ciety. 

Recommendations  similar  to  those 
submitted  in  the  Committee’s  Annual 
Report  were  considered  by  the  Board 
of  Trustees  at  its  August  9 meeting. 
The  Board’s  actions  concerning  this 
report  are  contained  in  its  Supple- 
mental Report  C. 

The  Council  on  Scientific  Advance- 
ment, which  would  lose  a substantial 
part  of  its  educational  activities  if 
these  recommendations  were  ap- 
proved, has  in  turn  made  its  own 
recommendations  on  the  matter  of 
continuing  medical  education. 

The  basic  factors  involved  in  these 
various  recommendations  are:  (1) 

That  the  scientific  and  business  activi- 
ties of  the  State  Medical  Society,  tra- 
ditionally held  at  the  same  time  each 
fall,  should  be  separated  in  time  and 
location;  (2)  The  Committee  on  Con- 
vention Program  has  recommended 
that  all  of  the  activities  concerned 
with  continuing  education  be  assigned 
to  a new  Council  on  Continuing  Medi- 
cal Education  which  is  to  be  created; 
(3)  The  report  of  the  Council  on  Sci- 
entific Advancement  recommends  that 
all  activities  in  the  area  of  continuing 
medical  education  be  assigned  to  the 
Council  on  Scientific  Advancement. 

During  the  hearings  your  Commit- 
tee heard  remarks  supporting  the  posi- 
tions of  both  the  Council  on  Scientific 
Advancement  and  the  Committee  on 
Convention  Program.  It  was  the  feel- 
ing of  the  Committee  that  most 
speakers  favored  the  position  of  the 
Council  on  Scientific  Advancement. 
Finally,  it  was  learned  from  represen- 
tatives of  the  Committee  on  Conven- 
tion Program  that  they  would  be  will- 
ing to  join  the  Council  on  Scientific 
Advancement  in  the  implementation 
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of  a unified  continuing  medical  educa- 
tion program. 

It  appears  that  one  important  prob- 
lem is  the  present  separation  of  the 
activities  of  the  Committee  on  Con- 
vention Program  and  the  Council  on 
Scientific  Advancement  and  its  Com- 
mission on  Medical  Education.  We 
learned  that  independently  they  have 
reached  similar  conclusions  concern- 
ing the  development  of  a coordinated 
program  for  continuing  education. 

This  Reference  Committee  favors 
the  eventual  assumption  by  the  Coun- 
cil on  Scientific  Advancement  of  all 
activities  in  the  field  of  continuing 
medical  education.  However,  since 
there  are  a number  of  administrative 
problems  to  be  considered  and  since 
there  will  have  to  be  considerable 
change  in  the  By-laws  of  the  Society, 
we  would  make  the  following  recom- 
mendations for  action  by  this  House 
of  Delegates  in  order  that  current  and 
proposed  activities  in  the  area  of  con- 
tinuing medical  education  will  not 
suffer. 

Your  Reference  Committee  recom- 
mends that  the  House  approve  the  fol- 
lowing sequence  of  activities: 

1 . The  scientific  sessions  should  be 
seaprated  from  the  House  of 
Delegates’  activities  as  an  admin- 
istrative measure  to  allow  greater 
freedom  in  planning. 

2.  The  report  of  the  Committee  on 
Convention  Program,  Supple- 
mental Report  C of  the  Board  of 
Trustees,  Supplemental  Report 
B of  the  Council  on  Scientific 
Advancement,  the  recommenda- 
tions of  the  President  concern- 
ing medical  education,  and  the 
recommendations  of  the  Presi- 
dent-Elect concerning  medical 
education  should  be  referred  to 
the  Board  of  Trustees. 

3.  The  Council  on  Scientific  Ad- 
vancement should  be  charged 
with  making  a preliminary  study 
of  the  above  reports  in  order  to 
make  recommendations  to  the 
Board  of  Trustees  at  its  next 
meeting. 

Resolution  67-1:  State  Determination 
of  Mass  Immunization  Programs 
(Official  Reports  Booklet,  page 
104)  and  Pertinent  Portion  of  the 
Report  of  the  President-Elect 

The  Reference  Committee  does  not 
concur  with  Resolution  67-1  as  pre- 
sented for  the  following  reasons:  (1) 
The  “Resolve”  does  not  make  clear 
that  it  is  not  calling  for  an  edict  from 
the  Pennsylvania  Medical  Society  and 


the  Pennsylvania  Department  of 
Health,  and  (2)  Given  adequate  in- 
formation and  guidance  from  the 
Pennsylvania  Medical  Society  and  the 
Pennsylvania  Health  Department  con- 
cerning the  status  of  various  immu- 
nization projects,  this  Reference  Com- 
mittee feels  that  the  county  societies 
can  be  relied  upon  to  carry  out  the 
appropriate  immunization  programs. 

The  Reference  Committee  approves 
the  statement  regarding  mass  immu- 
nization programs  as  contained  in 
Item  8 of  the  report  of  the  President- 
Elect. 

In  order  to  carry  out  the  intent  of 
the  President-Elect  and  to  make  Reso- 
lution 67-1  more  effective,  this  Refer- 
ence Committee  recommends  that  the 
“Resolve”  of  Resolution  67-1  be 
amended  to  read: 

Resolved,  That  the  Council  on 
Scientific  Advancement,  in  consul- 
tation with  the  Pennsylvania  De- 
partment of  Health,  be  requested 
to  provide  information  and  guid- 
ance to  the  county  medical  societies 
regarding  the  conduct  of  mass  im- 
munization programs,  and  be  it 
further 

Resolved,  That  the  Pennsylvania 
Medical  Society  recommends  that 
appropriate  mass  immunization  pro- 
grams be  conducted  by  county 
medical  societies  at  the  discretion 
of  the  individual  county  medical 
society  involved. 

Resolution  67-1,  as  amended  and 
finally  adopted,  reads  as  follows: 

Whereas,  Each  county  medical 
society  in  Pennsylvania  decides 
whether  or  not  to  conduct  a mass 
immunization  program;  and 

Whereas,  If  several  county  med- 
ical societies  decide  to  conduct  such 
a program  and  other  medical  so- 
cieties do  not,  it  usually  proves 
embarrassing  to  the  society  that 
does  not  participate  and  perhaps 
confusing  to  the  public  as  to  the 
seriousness  of  the  particular  disease 
for  which  the  immunization  pro- 
gram has  been  organized  to  eradi- 
cate; and 

Whereas,  The  Pennsylvania 
Medical  Society  and  the  Pennsyl- 
vania Department  of  Health  are  the 
two  organizations  best  qualified  to 
determine  the  necessity  for  mass 
immunization  programs;  therefore 
be  it 

Resolved,  That  the  Council  on 
Scientific  Advancement,  in  consul- 
tation with  the  Pennsylvania  De- 


partment of  Health,  be  requested  to 
to  provide  information  and  guid- 
ance to  the  county  medical  societies 
regarding  the  conduct  of  mass  im- 
munization programs,  and  be  it 
further 

Resolved,  That  the  Pennsylvania 
Medical  Society  recommends  that 
appropriate  mass  immunization 
programs  be  conducted  by  county 
medical  societies  at  the  discretion 
of  the  individual  county  medical 
society  involved. 

Resolution  67-8:  Legal  Protection  for 
Physicians  and  Medical  Societies 
Involved  with  Mass  Immunization 
Programs  (Official  Reports  Booklet, 
page  106) 

The  Reference  Committee  approves 
Resolution  67-8  and  recommends  that 
it  be  adopted. 

Resolution  67-8,  as  adopted,  reads 
as  follows: 

Whereas,  A multi-million  dol- 
lar suit  has  been  brought  against 
physicians  and  others  by  one  in- 
dividual in  a county  of  the  Com- 
monwealth of  Pennsylvania  follow- 
ing alleged  harm  to  this  individual 
as  a result  of  vaccination  in  a 
“mass”  Poliomyelitis  Immunization 
Program  in  that  county;  and 

Whereas,  This  type  action  and 
suit  with  all  of  its  attending  pub- 
licity will  definitely  discourage  phy- 
sicians and  others  from  conducting 
mass  immunization  programs;  and 

Whereas,  Mass  immunization 
has  been  known  to  be  a method 
whereby  certain  infectious  diseases 
can  be  minimized  and  in  some  in- 
stances eliminated,  with  every  citi- 
zen of  the  Commonwealth  of  Penn- 
sylvania benefiting;  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  make  every  effort 
to  suggest  and  support  legislation 
in  the  Commonwealth  of  Pennsyl- 
vania which  would  place  mass  im- 
munization programs  approved  by 
the  Department  of  Health  of  the 
Commonwealth  in  a similar  legal 
status  as  the  “Good  Samaritan 
Law.” 

Resolution  67-27:  Cigarette  Smoking 
(Official  Reports  Booklet,  page 
111)  and  Pertinent  Portion  of  the 
Report  of  the  President-Elect 
The  Reference  Committee  approves 
the  stand  of  the  President-Elect  as 
noted  in  Item  10  of  his  address  and 
feels  that  adoption  of  Resolution  67-27 
would  carry  out  the  intent  of  his  state- 
ment. 
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Resolution  67-27 , as  adopted,  reads 
as  follows: 

Whereas,  Evidence  continues  to 
accumulate  indicating  that  cigarette 
smoking  is  implicated  in  diseases  of 
the  lung  and  blood  vessels;  and 

Whereas,  The  Pennsylvania 
Medical  Society  is  concerned  in  all 
matters  relating  to  the  health  of  the 
public;  and 

Whereas,  The  1962  House  of 
Delegates  of  the  Pennsylvania  Med- 
ical Society  adopted  Resolution  No. 
62-3  advocating  the  voluntary  giv- 
ing up  of  cigarette  smoking  by  those 
already  habituated  and  calling  for 
an  educational  program  designed  to 
influence  young  people  not  to  start 
the  habit  of  smoking  cigarettes; 
therefore  be  it 

Resolved , That  the  Pennsylvania 
Medical  Society  reaffirms  that  ciga- 
rette smoking  is  harmful  to  health; 
and  be  it  further 

Resolved,  That  physicians  should 
inform  and  advise  patients  and 
others  not  to  smoke  cigarettes;  and 
be  it  further 

Resolved,  That  special  efforts  be 
continued  to  prevent  grade  school 
children  and  other  youths  from 
beginning  the  habit  of  cigarette 
smoking;  and  be  it  further 

Resolved,  That  physicians  who 
are  convinced  of  the  real  dangers 
of  cigarette  smoking  set  an  example 
by  abstaining;  and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  urge  the  members 
of  the  Pennsylvania  Committee  on 
Smoking  and  Health  of  Youth  to 
expand  its  activities  to  eliminate 
cigarette  smoking  because  of  the 
health  hazard. 

Report  of  President  Regarding  Medi- 
cal Manpower  Shortage 
Your  Reference  Committee  is  in 
thorough  agreement  with  the  Presi- 
dent that  the  development  of  the 
“medical  assistant”  or  “physician  as- 
sistant” should  be  watched  carefully. 

This  Reference  Committee  recom- 
mends that  the  Commission  on  Medi- 
cal Education,  in  consultation  with  the 
State  Board  of  Medical  Education  and 
Licensure,  be  directed  to  study  the 
development  of  the  “medical  assistant” 
category. 

Reference  Committee  on 
Reports  of  Officers 

Robert  N.  Moyers,  M.D.,  Chair- 
man, presented  the  following  report 


of  the  Committee,  which  was  adopted 
by  the  House: 

Report  of  the  Board  of  Trustees  and 

Councilors  (Official  Reports  Book- 
let, page  12) 

One  of  the  many  significant  actions 
of  the  Board  of  Trustees  has  been  to 
permit  the  location  of  the  Administra- 
tive Office  of  PaMPAC  in  the  Soci- 
ety’s new  headquarters  building.  After 
careful  consideration  your  Reference 
Committee  fully  concurs  with  this 
action.  In  these  times  of  increasing 
governmental  activity  in  areas  of 
health  care,  close  coordination  with 
PaMPAC  is  not  only  desirable,  but 
virtually  essential  if  we  are  to  have 
our  views  expressed  effectively. 

As  full-dues  paying  members  of  the 
Society,  the  members  of  your  Refer- 
ence Committee  are  pleased  to  note 
that  the  Society’s  financial  status  is 
sound,  and  furthermore  that  a surplus 
was  realized  last  year.  The  Finance 
Committee  of  the  Board  is  to  be  con- 
gratulated on  its  diligent  efforts  in 
getting  the  most  from  our  dues  dollar. 

Your  Committee  views  with  satis- 
faction the  new  headquarters  building. 
We  believe  that  those  whose  talented 
efforts  produced  this  building  with  no 
increase  in  dues  or  special  assessments 
deserve  special  commendation. 

We  are  pleased  to  note  the  con- 
tinuing recognition  of  outstanding  vol- 
unteer service  through  the  annual 
Benjamin  Rush  Awards.  This  Com- 
mittee urges  every  county  society  to 
participate  in  this  worthwhile  pro- 
gram. 

The  members  of  this  Reference 
Committee  are  honored  to  take  this 
opportunity  to  add  their  congratula- 
tions to  Dr.  James  Z.  Appel  as  the 
third  recipient  of  the  Distinguished 
Service  Award. 

Although  the  Special  Committee  on 
Heart  Disease,  Cancer,  and  Stroke  has 
found  no  necessity  to  meet  during  the 
past  year,  its  members  have  been  en- 
gaged in  planning  regional  medical 
programs.  Your  Reference  Commit- 
tee urges  that  physicians,  because  of 
their  training,  continue  to  secure  and 
maintain  the  initiative  in  health  care 
programs.  This  type  of  leadership  is 
exemplified  by  the  Board’s  action  in 
assuming  the  fiscal  and  administrative 
responsibility  for  the  Susquehanna 
Valley  Regional  Medical  Program. 

At  this  time  your  Reference  Com- 
mittee realizes  that  there  may  be  a 
change  in  the  format  and  time  of  the 
Annual  Session.  However,  until  defi- 
nite action  is  taken  for  change,  we 
support  the  recommendation  that 


Pittsburgh  be  selected  as  the  site  of 
the  1972  Annual  Session. 

This  Reference  Committee  recog- 
nizes that  there  are  numerous  matters 
that  arise  throughout  the  year  which 
cannot  be  deferred  until  the  Annual 
Session.  The  members  of  the  Board 
of  Trustees  are  to  be  commended  for 
their  devotion  to  our  membership’s 
best  interests  between  Annual  Ses- 
sions. 

Report  of  the  Secretary  (Official  Re- 
ports Booklet,  page  18) 

Your  Committee  notes  with  concern 
the  numerous  medical  defense  cases 
in  which  the  physician-defendants 
have  no  malpractice  insurance.  The 
Reference  Committee  notes  with  ap- 
proval that  the  Board  of  Trustees  has 
recently  appointed  a special  committee 
to  study  this  and  other  problems  re- 
lated to  Medical  Defense. 

Report  of  the  Executive  Director 
(Official  Reports  Booklet,  page  19) 
We  warmly  commend  the  Execu- 
tive Director  on  his  approach  toward 
implementing  the  Society’s  goals.  De- 
spite the  many  increased  activities  of 
the  Society,  we  are  happy  to  note  that 
this  has  not  necessitated  an  increase 
in  staff  during  the  past  five  years. 
This,  we  believe,  must  be  attributed 
to  a dedicated  staff  led  by  an  imagina- 
tive administrator. 

We  extend  a sincere  welcome  to 
the  four  hundred  forty  new  members 
of  this  Society. 

We  note  with  pride  the  continuing 
improvement  of  Pennsylvania  Medi- 
cine. 

With  pleasure  we  see  that  the  new 
library  service  through  the  Hershey 
Medical  Center  is  providing  better  ser- 
vice at  less  cost  to  the  Society. 

As  we  implied  elsewhere  in  this 
report,  this  Committee  believes  that 
the  best  interests  of  medicine  require 
every  physician’s  interest  and  appro- 
priate activity  in  legislation  affecting 
health  care.  We  support  an  increas- 
ingly effective  legislative  task  force. 

Your  Committee  commends  the 
Convention  Task  Force  on  an  out- 
standing job  in  organizing  this  conven- 
tion. 

This  Reference  Committee  agrees 
that  the  Society  should  seek  reim- 
bursement from  Blue  Shield  for  ad- 
ministrative expenses  incurred  in  con- 
nection with  the  administration  of 
Part  “B”  of  medicare. 

The  Secretary’s  Visitation  Program 
demonstrates  the  concern  for  better 
understanding  between  the  local  and 
state  societies.  We  endorse  the  con- 
tinuation of  this  worthwhile  program. 
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Report  of  the  Treasurer  and  Report 
of  the  Accountant  (Official  Reports 
Booklet,  page  25) 

These  reports  are  largely  informa- 
tional and  are  accepted  as  presented. 
We  are  pleased  that  a surplus  of 
$33,218  was  realized  in  1966. 

Supplemental  Report  "A"  of  Board  of 
Trustees  (Official  Reports  Booklet, 
page  113) 

Your  Committee  can  add  nothing 
but  full  endorsement  to  this  statement 
concerning  PaMPAC.  We  further- 
more encourage  the  Board  to  pursue 
whatever  reasonable  means  it  con- 
siders necessary  to  implement  the  in- 
tent of  this  report. 

Report  of  Delegates  to  the  American 
Medical  Association  (Official  Re- 
ports Booklet,  page  103) 

We  are  pleased  to  note  that  Dr. 
Roth  was  reelected  Vice  Speaker  of 
the  House  of  Delegates,  and  that  Dr. 
Shelley  was  reelected  Chairman  of  the 
Judicial  Council.  The  Committee 
commends  all  of  our  delegates  for 
their  excellent  representation  of  our 
Society. 

Reports  of  Individual  Trustees  and 
Councilors  (Official  Reports  Book- 
let, pages  30-52) 

The  Reference  Committee  has  care- 
fully reviewed  the  reports  of  the  Coun- 
cilors and  finds  them  to  be  an  excel- 
lent index  to  the  vitality  of  the  county 
medical  societies.  The  reports  are  in- 
formational and  contain  no  recom- 
mendations which  require  specific  ac- 
tion by  the  House. 

Supplemental  Report — Tenth  Coun- 
cilor District  (Official  Reports  Book- 
let, page  116) 

Your  Committee  read  this  report 
with  deep  regret.  Words  cannot  do 
justice  to  the  service  that  Dr.  Donald- 
son has  performed  for  Medicine  in 
Pennsylvania. 

Resolution  67-15:  American  Medi- 

cal Association  Membership  (Offi- 
cial Reports  Booklet,  page  107) 
Testimony  at  the  hearing  of  the 
Reference  Committee  was  in  favor  of 
the  intent  embodied  in  this  resolution. 
These  meetings  are  financed  in  part 
by  membership  dues  and  it  is  the  con- 
viction of  the  Reference  Committee 
that  nonmembers  who  wish  to  par- 
ticipate in  these  meetings  should  bear 
an  equitable  portion  of  their  cost. 
However,  it  is  felt  that  the  resolved 
portion  of  the  resolution  should  be 
changed  to  exempt  residents,  interns, 
and  special  foreign  guests  from  paying 
a registration  fee. 


The  Reference  Committee  recom- 
mends the  adoption  of  the  following 
substitute  resolved  clause  for  Resolu- 
tion 67-15,  so  that  the  resolution 
would  be  amended  to  read  as  follows: 

Whereas,  The  present  By-laws 
of  the  Pennsylvania  Medical  Society 
do  not  require  membership  in  the 
American  Medical  Association;  and 

Whereas,  Only  members  of  the 
American  Medical  Association 
should  be  entitled  to  its  direct  bene- 
fits; therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  request  the  Ameri- 
can Medical  Association  to  consider 
charging  a registration  fee  for  non- 
member  physicians  attending  the 
scientific  sessions  of  the  AMA,  with 
the  special  exemption  of  residents, 
interns  and  special  foreign  guests. 
Resolution  Adopted  as  Amended. 

Report  of  the  President 

Your  Reference  Committee  con- 
gratulates Dr.  McClenahan  on  his  ex- 
cellent address.  The  Committee 
studied  Dr.  McClenahan's  recommen- 
dation that  a representative  of  Blue 
Shield  sit  with  the  Board  of  Trustees 
of  the  Pennsylvania  Medical  Society 
as  an  ex-officio  member  for  advice 
and  consultation  on  a regular  basis. 
Your  Reference  Committee  heard  tes- 
timony from  Blue  Shield  officials  in- 
dicating their  satisfaction  with  exist- 
ing levels  of  communication  between 
our  two  organizations.  It  is  therefore 
the  feeling  of  your  Reference  Com- 
mittee that  no  departure  from  the 
present  practice  is  indicated. 

In  his  address,  Dr.  McClenahan  also 
recommended  that  a committee  of  the 
Board  review  within  one  month  of  the 
annual  meeting  of  the  House  of  Dele- 
gates all  materials  referred  to  the 
Board  of  Trustees.  At  its  hearing  the 
Reference  Committee  learned  from 
Dr.  Limberger,  Chairman  of  the 
Board,  that  steps  are  currently  being 
taken  to  facilitate  such  an  arrange- 
ment. The  Reference  Committee  con- 
curs in  Dr.  McClenahan’s  recommen- 
dation and  is  pleased  to  advise  the 
House  that  the  Board  is  initiating  such 
a review. 

Report  of  the  President-Elect 

The  Reference  Committee  has  care- 
fully reviewed  the  address  of  the  Presi- 
dent-Elect and  found  it  to  be  a cogent 
index  to  some  of  the  central  problems 
presently  confronting  organized  medi- 
cine. The  Reference  Committee  con- 
sidered the  President-Elect’s  recom- 
mendation regarding  the  headquarters 


staff  visiting  the  governing  bodies  of 
county  medical  societies  from  time  to 
time  to  give  personal  emphasis  to  im- 
portant programs  being  developed  by 
the  State  Society.  At  its  hearing  the 
Reference  Committee  learned  that  cur- 
rently staff  consultation  is  available 
from  the  State  Society,  and  we  en- 
courage county  medical  societies  to 
take  advantage  of  this  service. 

The  Reference  Committee  concurs 
with  the  President-Elect’s  recommen- 
dation that  the  State  Board  of  Medi- 
cal Education  and  Licensure  be  re- 
quested to  make  available  to  our  So- 
ciety an  annual  report  of  its  activities. 
Your  Reference  Committee  recom- 
mends that  the  Chairman  of  the  Board 
be  authorized  to  seek  an  annual  report 
of  the  activities  of  the  State  Board 
of  Medical  Education  and  Licensure, 
and  that  the  substance  of  this  report 
be  published  in  Pennsylvania  Medi- 
cine or  in  some  other  appropriate 
medium  for  general  dissemination  to 
the  membership. 

The  Reference  Committee  joins 
with  the  President-Elect  in  his  concern 
for  making  necessary  changes  in  the 
Medical  Practice  Act.  The  Reference 
Committee  understands  that  an  Ad 
Hoc  Committee  of  the  Board  of 
Trustees  has  recently  conferred  with 
the  Board  of  Medical  Education  and 
Licensure  to  this  end  and  that  amend- 
ments to  the  Act  have  been  drafted. 
Your  Reference  Committee  feels  that 
the  proposal  by  Dr.  Harris  is  being 
implemented. 

The  Reference  Committee  joins 
with  the  President-Elect  in  the  need 
for  encouraging  non-member  physi- 
cians to  become  a part  of  the  Penn- 
sylvania Medical  Society.  Your  Refer- 
ence Committee  learned  that  the 
Council  on  Public  Service  has  devised 
a program  to  recruit  additional  mem- 
bership and  that  this  program  was 
recently  adopted  by  the  Board  of 
Trustees.  We  concur  with  the  intent 
of  this  recommendation. 

Your  Reference  Committee  care- 
fully studied  the  President-Elect’s  rec- 
ommendation with  regard  to  limiting 
terms  for  delegates,  council,  commis- 
sion, and  committee  appointments. 
The  recommendation  requires  careful 
study  with  regard  to  its  inherent  rami- 
fications. Your  Reference  Committee 
recommends  that  this  matter  be  refer- 
red to  the  Board  of  Trustees  for  con- 
sideration by  the  appropriate  unit. 

Your  Reference  Committee  believes 
that  county  medical  societies  can  in- 
deed benefit  by  an  evaluation  of  their 
objectives  and  administrative  mecha- 
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nisms  as  suggested  by  the  President- 
Elect  in  his  sixth  recommendation. 

The  Reference  Committee  recom- 
mends that  county  medical  societies 
be  encouraged  to  evaluate  the  effec- 
tiveness of  their  organizations  and 
functions.  The  Committee  further 
recommends  that  county  societies  be 
encouraged  to  confer  with  the  State 
Society  with  regard  to  this  important 
matter. 

Your  Reference  Committee  agrees 
with  the  major  point  contained  in  the 
ninth  recommendation  of  the  address 
of  the  President-Elect  which  suggests 
that  a statewide  program  for  indoc- 
trination of  new  members  be  insti- 
tuted. Your  Reference  Committee 
feels  that  a successful  indoctrination 
program  must  be  implemented  pri- 
marily at  the  local  level.  Your  Refer- 
ence Committee  further  notes  that  the 
Council  on  Public  Service,  in  its  an- 
nual report,  has  outlined  a tentative 
Medical  Mentor  Program  which  em- 
bodies the  intent  of  this  recommenda- 
tion. 

Your  Reference  Committee  recom- 
mends referral  of  this  proposal  of  the 
President-Elect  to  the  Board  of  Trust- 
ees for  consideration  by  the  Council 
on  Public  Service. 

Your  Reference  Committee  studied 
carefully  the  eleventh  recommendation 
contained  in  the  address  of  the  Presi- 
dent-Elect which  suggests  that  the 
constitution  and  by-laws  for  compo- 
nent societies  should  encourage 
broader  membership  participation  in 
the  administration  of  county  societies. 
This.  Dr.  Harris  hopes,  would  encour- 


age greater  membership  interest  in  the 
activities  of  the  county  medical  soci- 
eties and  dispell  the  charge  that  a 
‘handful  of  physicians  are  responsible 
for  the  direction  of  the  society.”  The 
Reference  Committee  encourages 
county  medical  societies  to  study  their 
particular  needs  with  regard  to  their 
organizational  structure  and  to  use  the 
model  constitution  and  by-laws  where 
appropriate  but  to  make  whatever 
adaptations  are  necessary  in  order  to 
encourage  broader  participation  by  its 
members  in  the  affairs  of  the  society. 

Your  Reference  Committee  heartily 
concurs  with  the  President-Elect’s 
point  that  referrals  should  not  be  used 
as  a device  to  avoid  meeting  problems 
head  on,  and  the  Committee  trusts 
that  its  report  reflects  this  conviction. 

Report  of  Educational  and  Scientific 

Trust 

Your  Reference  Committee  notes 
with  pleasure  the  change  in  the  schol- 
arship program  of  the  Trust.  By 
action  of  the  House  of  Delegates  in 
1966,  the  Trust  now  has  the  preroga- 
tive to  determine  more  fully  the  nature 
of  its  scholarship  and  loan  programs. 
As  a result,  in  1967  the  Trust  has 
granted  10  one-year  full  tuition  schol- 
arships to  first  year  medical  students 
and  21  one-half  year  tuition  scholar- 
ships to  upper  classmen.  Your  Refer- 
ence Committee  takes  this  opportunity 
to  encourage  individual  members  as 
well  as  county  medical  societies  to 
create  memorial  funds  and  otherwise 
contribute  to  the  worthwhile  programs 
of  the  Trust  and  reminds  you  that 
such  contributions  are  tax  deductible. 


Annual  Assessment 

Park  M.  Horton,  M.D.,  Chairman 
of  the  Finance  Committee  of  the 
Board  of  Trustees  and  Councilors, 
presented  the  following  report,  which 
was  adopted  by  the  House  of  Dele- 
gates, thereby  establishing  the  annual 
assessment  for  1968  at  $75.00. 

The  Board  of  Trustees  and  Coun- 
cilors recommends  the  1968  annual 
assessment  for  active  members  of  the 
Pennsylvania  Medical  Society  be  $75. 

Contingent  upon  approval  by  the 
House  of  the  1968  assessment,  the 
Finance  Committee  plans  to  introduce 
a resolution  before  the  Board  of 
Trustees  and  Councilors  which  will 
recommend  that  10.667%  of  the  an- 
nual assessment  be  allocated  to  the 
Educational  Fund  of  The  Educational 
and  Scientific  Trust  of  the  Pennsyl- 
vania Medical  Society,  which  in  the 
case  of  full  dues-paying  members  will 
amount  to  $8.00.  The  Finance  Com- 
mittee also  plans  to  recommend  that 
of  the  annual  assessment  paid  by  each 
active  member,  1.33%,  or  in  the  case 
of  full  dues-paying  members  $1.00,  be 
allocated  to  the  Medical  Benevolence 
Fund.  The  committee  further  plans 
to  recommend  that  1.33%  of  the  an- 
nual assessment  paid  by  each  mem- 
ber, in  the  case  of  full  dues-paying 
members  $1.00,  be  allocated  to  the 
Medical  Defense  Fund. 

Russell  B.  Roth,  M.D.,  Speaker 
William  Y.  Rial,  M.D.,  Vice  Speaker 
Allen  W.  Cowley,  M.D.,  Secretary 
Alex  H.  Stewart,  Assistant  Secretary 

Appendices  follow  on  next  page. 
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Remarks  of  the  President  of  the 
Woman’s  Auxiliary 

(Referred  to  the  Reference  Committee 
on  Reports  of  Standing  and  Special 
Committees) 

The  Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society  is  grate- 
ful for  this  opportunity  to  report  to 
you  the  accomplishments  of  the  State 
Auxiliary  and  its  County  Auxiliaries 
for  1966-67. 

The  56  active  county  auxiliaries  that 
comprise  the  Woman’s  Auxiliary  to 
the  Pennsylvania  Medical  Society  re- 
ceived a two-fold  charge  from  its 
State  President  this  year:  (1)  to 

make  community  and  health  problems 
an  Auxiliary  responsibility  and  (2)  to 
extend  the  practice  of  medical  ethics 
to  themselves  as  physicians’  wives. 

County  reports  show  these  chal- 
lenges have  been  accepted,  and  the 
State  Auxiliary  and  the  Medical  So- 
ciety can  be  proud  of  the  fine  work 
and  many  achievements  of  the 
auxiliary  members  in  the  counties. 

Because  of  the  resolution  endorsing 
“Voluntary  Joint  Billing”  passed  by 
the  House  of  Delegates  at  its  previous 
convention  in  Pittsburgh  and  because 
of  the  cooperation  between  the  county 
medical  societies  and  the  county  aux- 
iliaries, membership  in  the  State  Aux- 
iliary has  increased  from  5,477  in 
1965-66  to  6,008  in  1966-67.  This 
year  952  new  members  have  been 
reported  and  it  will  be  our  endeavor 
and  responsibility  to  motivate  these 
new  members  to  remain  Auxiliary 
members  and  support  the  cause  of 
organized  medicine  and  our  Auxiliary 
program. 

The  health  education  programs  of 
the  National  Auxiliary  were  offered 
to  the  counties,  and  the  impact  of 
the  two  films  on  venereal  diseases  that 
were  shown  at  the  Post-Convention 
Conference  last  October  proved  to  be 
the  stimulus  to  the  auxiliaries  to  pur- 
sue a program  of  education  aimed  at 
venereal  disease  control. 

Twelve  counties  reported  programs 
held  on  venereal  disease  education  or 
planned  for  the  coming  year.  Since 
these  reports  were  received,  others 
have  indicated  their  desire  to  imple- 
ment such  a program. 

Other  phases  of  health  education 
were  stressed,  and  the  package  pro- 
grams available  from  the  National 
Auxiliary  office  on  “Developing  Youth 
Health  and  Fitness,”  “Mental  Health,” 
and  “Immunization”  were  found  to  be 
excellent  health  programs  for  presen- 
tation to  schools  and  adult  groups. 


All  county  medical  auxiliaries, 
whether  large  or  small,  have  helped 
their  medical  societies  with  glaucoma 
testing,  diabetic  surveys,  and  tetanus, 
measles,  and  polio  immunization  pro- 
grams. The  Chester  County  Auxiliary 
worked  for  the  formation  of  a County 
Health  Department. 

The  Pennsylvania  Medical  Society 
has  invited  the  State  Auxiliary  Presi- 
dent and  President-Elect  to  attend 
meetings  of  the  Council  on  Scientific 
Advancement,  and  it  is  hoped  that  a 
closer  cooperation  will  develop  for  the 
implementation  of  programs  that  are 
being  undertaken  by  both  organiza- 
tions. 

Health  Careers  Recruitment  re- 
mained a priority  project  for  the 
Auxiliary.  The  County  Health 
Careers  Chairmen  were  urged  to  ac- 
cept membership  on  the  Regional 
Health  Careers  Committees  set  up 
throughout  the  State  by  the  Pennsyl- 
vania Health  Council.  The  delegate 
from  the  State  Medical  Auxiliary 
serves  as  Secretary  of  this  Council  as 
well  as  Chairman  of  its  Health  Careers 
Committee.  These  regional  commit- 
tees set  up  programs  to  educate  guid- 
ance counselors  in  the  need  for  allied 
medical  personnel  and  the  job  oppor- 
tunities available  for  young  and  old 
in  health  fields.  Several  auxiliaries 
joined  in  these  programs;  others  spon- 
sored their  own  health  careers  pro- 
grams. Approximately  $29,000  is 
offered  by  county  auxiliaries  for  schol- 
arships and  loans  for  students  entering 
a health  career. 

The  Auxiliary  has  been  assisting  the 
Pennsylvania  Medical  Society  with  its 
Medical  Student  Recruitment  pro- 
gram. Presently,  as  a result  of  this 
program,  27  Future  Physicians  Clubs 
have  been  chartered  in  the  State,  19 
since  this  time  last  year,  and  the 
county  auxiliary  in  each  area  has  as- 
sisted its  county  medical  society. 

International  Health  Activities  con- 
tinues to  be  a popular  project  and  the 
smallest  auxiliaries  with  wide-spread 
area  membership  find  this  one  project 
in  which  every  member  is  interested. 
Bandages  for  lepers  can  always  be 
made,  drug  samples  shipped,  and  soap 
collected  even  though  the  members 
don’t  meet  often  enough  to  work  on 
large  Auxiliary  projects.  One  of  the 
smallest,  Elk-Cameron  County,  was 
the  first  in  the  State  to  contribute  to 
the  Vietnamese  Student  Aid  Project. 

The  Lehigh  County  Auxiliary 
undertook  a major  project — that  of 
collecting  and  shipping  drug  samples 
and  instruments  direct  to  two  clinics 
set  up  for  the  civilian  population  in 


Vung  Tau,  Vietnam.  With  the  help 
of  the  Pennsylvania  Wing  of  Civil 
Air  Patrol,  1,244  pounds  were  shipped 
to  Captain  Robert  Watson,  M.C., 
USARV,  in  charge  of  these  clinics. 

The  GEMS  course,  to  train  young 
people  to  be  good  baby  sitters,  still 
proves  popular  and  several  auxiliaries 
held  this  course  for  the  first  time. 
One  county  trained  26  boys  for  baby- 
sitting and  renamed  it  the  GEFS 
course  (Good  Emergency  Father  Sub- 
stitutes). 

I would  be  remiss  if  I did  not  men- 
tion a major  Mental  Health  project  of 
the  Allegheny  County  Auxiliary;  that 
of  furnishing  homes  under  the  Transi- 
tional Living  Services  Program  of  the 
United  Mental  Health  Services  of 
Allegheny  County  for  low-income 
residents  returning  to  the  community 
following  psychiatric  hospitalization 
and  who  have  been  released  on  leave 
status. 

A first  for  the  State  this  year  was 
a Legislation  Day  in  Harrisburg  for 
all  County  Auxiliary  Legislation 
Chairmen  and  County  Auxiliary  Presi- 
dents. A most  worthwhile  program 
was  given  with  the  aid  of  the  Council 
on  Governmental  Relations,  and  a 
visit  to  the  Legislature  and  the  Gov- 
ernor’s Office  was  the  highlight  of  the 
day.  It  is  hoped  this  will  become  a 
yearly  event. 

The  celebration  of  Doctors’  Day  on 
March  30  has  extended  to  more  county 
auxiliaries  who  use  this  opportunity 
to  practice  good  public  relations  by 
honoring  their  physician-husbands 
with  gifts  of  medical  books  and  To- 
day’s Health  magazine  to  hospital, 
school,  and  public  libraries;  by  plant- 
ing trees  at  local  hospitals  in  honor 
of  staff  physicians;  and  by  putting 
posters  in  all  pharmacies  in  the 
county. 

The  Block  Mother  Plan,  to  provide 
an  emergency  home  for  a child  going 
to  and  from  school,  has  been  imple- 
mented in  some  counties.  Schuylkill 
and  Lackawanna  Counties  have  been 
successful  in  sponsoring  the  Plan  in 
their  counties.  Lackawanna  County 
Medical  Auxiliary  took  the  initiative 
and  in  cooperation  with  the  P.T.A.'s. 
the  Plan  has  been  extended  to  cover 
the  entire  county. 

Because  new  chapters  of  WA 
SAMA  were  being  organized  in  Penn- 
sylvania with  county  auxiliary  assis- 
tance, an  Ad  Hoc  Committee  was 
appointed  in  the  fall  of  1966  to  study 
the  need  for  more  chapters  and  for  a 
State  Auxiliary  liaison.  As  a result, 
a recommendation  from  this  Commit- 
tee was  made  to  the  Board  of  Direc- 
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tors  at  its  meeting  on  September  27 
that  a State  Auxiliary  WA/SAMA  and 
I & R Chapters  liaison  be  appointed 
for  the  coming  year. 

The  Pennsylvania  Association  of 
Medical  Assistants  is  an  active  group 
in  our  State,  and  they  have  been  en- 
couraged to  assist  in  some  Auxiliary 
projects:  collecting  drug  samples,  aid- 
ing with  the  Medical  Journal  Doc- 
tor-to-Doctor  program  (also  sending 
along  reception  room  copies  of  To- 
day’s Health  magazine),  assisting  in 
the  distribution  and  display  of  AMA 
and  PMS  health  literature  in  physi- 
cians’ offices,  and  participating  in 
health  careers  recruitment.  Our  goals 
are  similar  in  this  respect — that  of 
maintaining  good  public  relations  be- 
tween physicians,  patients,  and  the 
community.  The  President  and  Public 
Relations  Chairman  of  The  Pennsyl- 
vania Association  of  Medical  Assis- 
tants and  the  President,  President- 
Elect,  and  Community  Service  Chair- 
man of  the  Woman's  Auxiliary  to  the 
Pennsylvania  Medical  Society  attend 
meetings  of  the  Council  on  Public 
Service. 

An  active  and  enthusiastic  State 
Chairman  for  the  American  Medical 
Association  Education  and  Research 
Foundation  reports  that  our  State 
Auxiliary  passed  the  quota  for  con- 
tributions set  by  the  National  Aux- 
iliary and  that  $10,205  has  been  given 


this  year  by  Auxiliary  members  in 
Pennsylvania. 

Donations  to  the  two  State  funds, 
namely,  the  Educational  Fund  and  the 
Medical  Benevolence  Fund  total  ap- 
proximately $12,000  for  the  period 
from  June,  1966,  to  July,  1967. 

Sweeping  changes  of  the  By-laws 
are  being  presented  to  the  Auxiliary’s 
House  of  Delegates  for  approval  on 
Thursday,  September  28.  These 
changes  would  create  a more  flexible 
structure  within  which  to  work  in 
order  to  focus  on  priority  programs 
and  needs  annually. 

Feeling  that  many  of  the  principles 
of  Medical  Ethics  could  be  extended 
to  the  physician’s  wife,  a talk  on 
“Medical  Ethics  for  Physicians’ 
Wives”  was  given  in  every  county 
visited  by  the  State  President.  The 
suggestion  was  made  that  each  Aux- 
iliary member  secure  a copy  of  these 
Principles  from  the  AMA  office  so 
that  she  and  her  husband  could  review 
them  together.  Immediate  results  can- 
not be  measured,  but  it  is  hoped  every 
physician  and  his  wife  stopped  to 
ponder  the  image  he  and  his  family 
were  projecting  in  the  profession  and 
in  the  community. 

To  climax  a year  of  concentrating 
on  our  theme  of  “Community  and 
Health  Problems — An  Auxiliary  Re- 
sponsibility,” the  State  Medical  Aux- 
iliary received  from  the  Pennsylvania 
Tuberculosis  and  Health  Society  a 
Citation  for  Service  to  Pennsylvania’s 


Health  at  the  Annual  Health  Con- 
ference at  Penn  State  University  in 
August.  This  Citation  rightfully  be- 
longs to  all  the  county  auxiliaries  for 
the  efforts  they  consistently  have  made 
to  improve  the  health  and  welfare  of 
their  own  communities.  I am  very 
grateful  to  them  for  this  effort. 

I am  very  grateful  also  to  the 
Pennsylvania  Medical  Society,  to  Dr. 
Minteer  and  his  Advisory  Committee, 
and  to  the  Society’s  very  able  staff 
members  for  their  invaluable  assis- 
tance and  guidance.  I am  especially 
grateful  to  all  of  you  who  are 
county  members  for  the  support  and 
encouragement  you  have  given  your 
own  county  auxiliaries  even  in  little 
things. 

I agree  with  Bruce  Barton  when  he 
said:  “Sometimes  when  I consider 

what  tremendous  consequences  come 
from  little  things,  I am  tempted  to 
think  that  there  are  no  little  things.” 
Our  accomplishments  show  that  there 
are  no  little  things.  Our  Auxiliary 
continues  to  grow,  to  gain  stature,  and 
to  become  more  knowledgeable  in 
health  matters.  We  hope  the  Medical 
Society  will  continue  to  recognize  us 
as  truly  an  assisting  organization. 

Respectfully  submitted, 

Mrs.  Manuel  A.  Bergnes, 
President 

Woman's  Auxiliary  to  the 
Pennsylvania  Medical  Society 


APPENDIX  B 

SUPPLEMENTAL  REPORT  A, 
AS  AMENDED 

Council  on  Scientific  Advancement 

(Referred  to  Reference  Committee 
on  Scientific  Advancement) 

Resolution  No.  66-20,  Clarifica- 
tion and  Revision  of  Laws  of  the 
Commonwealth  concerning  Steriliza- 
tion, Abortion  and  Contraception, 
was  referred  to  the  Council  on  Scien- 
tific Advancement  by  the  Board  of 
Trustees.  In  turn,  the  Council  asked 
the  Commission  on  Maternal  and 
Child  Health  to  “formulate  specific 
proposals  calling  for  the  clarification 
and  revisions  of  the  laws  governing 
sterilization,  abortion  and  contracep- 
tion.” 

Resolution  No.  66-20,  as  adopted 
by  the  1966  PMS  House  of  Dele- 
gates, was  summed  up  as  follows: 

Resolved,  That  the  Council  on 

Governmental  Relations  of  the 


Pennsylvania  Medical  Society  be  in- 
structed to  prepare — after  consulta- 
tion with  appropriate  medical,  legal 
and  religious  authorities — appropri- 
ate legislation  for  submission  to  the 
General  Assembly  of  the  Common- 
wealth of  Pennsylvania;  such  mea- 
sures to  clearly  define  the  condi- 
tions under  which  sterilization  and 
therapeutic  abortion  may  be  per- 
formed lawfully,  and  the  conditions 
under  which  contraceptive  mea- 
sures may  be  prescribed  lawfully. 

In  order  to  clarify  its  own  thinking 
on  this  matter,  the  Commission  re- 
ported to  the  Council  on  Scientific 
Advancement,  as  follows: 

(a)  Sterilization: 

Sterilization  should  be  undertaken 
only  in  a hospital  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals,  or  the  American  Osteo- 
pathic Association,  and  should  follow 
the  regulations  and  rules  outlined  in 
the  Manual  of  Standards  in  Obstetric 
and  Gynecologic  Practice  put  out  by 


The  American  College  of  Obstetri- 
cians and  Gynecologists. 

(b)  Family  Planning: 

Family  Planning  information  should 
be  made  available  to  all  persons  re- 
questing it.  The  sources  should  be 
consistent  with  the  emotional  and 
moral  needs  of  the  persons  desiring 
this  information,  and  use  of  the  terms 
contraceptive  and  birth  control  should 
be  avoided.  Agencies  providing  in- 
formation on  family  planning  should 
be  approved  by  both  the  Departments 
of  Health  and  Welfare. 

(c)  Abortion: 

The  Commission  has  reviewed  the 
Senate  Bill  No.  38  (Crimes  Code 
Bill),  now  before  the  Pennsylvania 
Legislature,  as  it  applies  to  abortion. 
It  made  certain  recommendations  for 
changes.  The  Council  on  Scientific 
Advancement  considered  these,  and 
in  turn  recommended  other  changes. 
The  final  result  of  the  Council’s  delib- 
erations are: 
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Article  18 

Offenses  Against  the  Family 
Section  1803.  Abortion 

(b)  Justifiable  abortions  shall  be 
performed  only  in  a hospital  accredi- 
ted by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  or  the  Ameri- 
can Osteopathic  Association. 

(c)  Physicians’  Certificates;  Pre- 
sumption from  Noncompliance.  No 
abortion  shall  be  performed  unless  the 
patient’s  physician  recommending  the 
abortion  shall  have  submitted  such 
request  to  an  abortion  committee 
which  shall  be  a standing  committee 
of  the  hospital,  or  if  not  feasible,  of 
the  local  county  medical  society. 
Such  committee  shall  consist  of  three 
members,  none  of  whom  shall  be  the 
patient’s  own  physician,  recognized  in 
the  following  fields: 

( 1 ) obstetrician,  gynecologist,  or 
equivalent,  as  recognized. 

(2)  a general  practitioner,  intern- 
ist, or  an  equivalent,  as  quali- 
fied. 

(3)  appropriate  consultants,  when 
warranted. 

The  records  of  the  committee  delib- 
erations shall  become  a part  of  the 
hospital  records  and,  in  addition,  if 
rape  or  incest  is  involved,  of  the  dis- 
trict attorney  or  his  representative,  of 
the  county  wherein  such  an  act  was 
alleged  to  have  occurred.  If  the  deci- 
sion of  the  committee  is  not  accept- 
able to  the  patient  and/or  her  physi- 
cian. petition  for  review  may  be  made 
to  the  county  court  which  shall  review 
the  case  from  the  facts  given  and  pass 
judgment  concerning  the  advisability 
of  abortion  within  forty-eight  (48) 
hours  of  the  petition  for  review.  The 
abortion  committee  shall  have  immu- 
nity from  liability  regarding  its  deci- 
sions. 

Should  the  request  for  abortion  be 
affirmative,  the  fee  charged  will  not 
be  greater  than  the  usual  and  custo- 
mary fee  for  such  a procedure. 

The  Council  approved  the  Com- 
mission’s statement,  but  directed  that 
religious  and  legal  opinions  be  solic- 
ited as  recommended  in  the  mandate 
of  the  House  of  Delegates. 

Members  of  the  PMS  Committee 
on  Medicine  and  Religion  were  asked 
to  comment  on  the  Commission’s 
statement.  The  physician  members 
who  replied,  endorsed  modification  of 
existing  laws  on  sterilization,  abortion 
and  contraception. 

Expressions  of  moral  views  on  the 
abortion  question  of  the  various  reli- 


gious faiths  corresponded  with  AMA 
findings,  as  follows: 

1.  Roman  Catholic.  Any  proce- 
dure which  has  as  its  primary 
intent  the  production  of  abor- 
tion is  morally  reprehensible  ac- 
cording to  the  doctrine  of  the 
Roman  Catholic  Church.  In  this 
connection  it  should  be  pointed 
out  that  even  the  present  laws, 
which  permit  abortion  to  save 
or  preserve  the  life  of  the 
mother,  violate  the  doctrine  of 
the  church. 

Rt.  Rev.  Martin  N.  Loh- 
muller,  J.C.D.,  Vicar  for  Reli- 
gious Diocese  of  Harrisburg, 
said,  “The  Catholic  Church  re- 
gards abortion  as  essentially  evil, 
because  it  is  the  taking  of  the 
life  of  an  innocent  human  be- 
ing. No  reason  can  be  alleged 
that  would  justify  abortion.  Ac- 
cordingly, the  Church  stands  op- 
posed to  proposals  to  allow 
abortions  for  any  reason  what- 
soever.” 

2.  Protestant.  Although  only  a few 
of  the  major  Protestant  churches 
have  taken  an  official  position 
on  therapeutic  abortion,  a large 
number  of  Protestant  theo- 
logians have  made  public  pro- 
nouncements of  their  personal 
beliefs.  For  example,  in  a com- 
munication to  the  AMA  Depart- 
ment of  Medicine  and  Religion, 
the  Rev.  Eugene  Carson  Blake. 
President  of  the  World  Council 
of  Churches,  has  declared  that 
legislative  reform  in  the  area  of 
abortion  is  appropriate. 

The  Board  of  Directors  of 
the  Pennsylvania  Council  of 
Churches,  representing  the  lead- 
ership of  thirty-eight  judicatories 
of  sixteen  major  Protestant  de- 
nominations within  the  Com- 
monwealth, voted  without  dis- 
sent on  April  25,  1967,  to 

support  the  “justifiable  abortion” 
provisions  included  in  Senate 
Bill  No.  38. 

Roderick  J.  Wagner,  Execu- 
tive Secretary,  Division  of  Social 
Relations,  The  Pennsylvania 
Council  of  Churches,  offered 
the  following  objections:  (1) 

The  “abortion  committee"  sug- 
gested appears  to  be  “a  very 
complicated  ‘medical  court’ 
which  may  very  well  frustrate 
the  possibility  of  a patient  ever 
having  a justifiable  abortion;” 
(2)  A clergyman  has  no  place 
on  a medical  “abortion  commit- 


tee.” His  involvement  should  be 
prior  to  the  making  of  the  deci- 
sion to  seek  abortion. 

3.  Jewish.  The  Jewish  position  on 
therapeutic  abortion  is  variable, 
although  it  tends  to  be  liberal. 
Some  Orthodox  groups  adhere 
to  the  Talmudic  proscription 
against  abortion  for  any  reason 
except  to  save  the  mother’s  life. 
Most  Conservative  and  Reform 
groups  support  legislative  re- 
form. A few  rabbinical  scholars 
advocate  abolition  or  major  re- 
vision of  abortion  laws  so  that 
the  procedure  would  be  avail- 
able for  social  as  well  as  medical 
reasons. 

Legal  opinion  concerning  the  Com- 
mission’s recommendations  was  pro- 
vided by  PMS  Counsel,  Holbrook  M. 
Bunting,  Jr.,  Esq.,  of  the  law  firm  of 
Pepper,  Hamilton  & Scheetz,  Phila- 
delphia, as  follows: 

“The  proposals  of  the  Commission 
appear  to  be  legal,  in  that  they  do 
not  conflict  with  the  basic  principles 
and  character  of  our  laws  for  the  pro- 
tection of  individual  rights.” 

There  were  several  suggestions  for 
changes  in  the  wording  of  the  state- 
ment concerning  the  availability  of 
information  regarding  family  planning 
and  the  problem  of  immunity  from 
liability.  These  items  were  incor- 
porated in  the  statement. 

In  addition.  Legal  Counsel  raised  a 
question  concerning  the  inclusion  of 
a clergyman  of  the  woman’s  own  faith 
on  the  abortion  committee.  He  ques- 
tioned whether  the  committee  would 
have  a permanent  group  of  clergymen 
representing  the  various  denomina- 
tions who  could  be  called  upon  from 
time  to  time,  or  whether  individual 
clergymen  would  be  invited  to  join  in 
the  deliberation  of  the  Board  on  the 
“ad  hoc”  basis.  This  detail  has  not 
been  worked  out. 

Council  Action 

The  Council  recommends  that  its 
statement  concerning  sterilization, 
family  planning  and  abortion,  be  ap- 
proved by  the  1967  Pennsylvania 
Medical  Society  House  of  Delegates. 

Although  most  of  the  members  of 
the  Commission  on  Maternal  and 
Child  Health  and  the  Council  have 
approved  the  statement  noted  above, 
it  should  be  understood  that  some 
physicians  have  questioned  the  elabo- 
rate nature  of  the  section  dealing  with 
abortion.  They  are  concerned  alsc 
with  the  fact  that  a minister,  priest 
or  rabbi  may  be  a member  of  the 
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committee,  rather  than  a consultant. 

There  has  been  several  suggestions 
that  the  Pennsylvania  Medical  Society 
should  endorse  and  accept  the  recent 
action  taken  by  the  AMA  House  of 
Delegates.  This  action  is  attached  to 
this  report  (see  Attachment  1).  In 
any  event,  the  Council  feels  that  the 
House  now  has  sufficient  facts  to  make 
a decision  concerning  this  matter. 

Appendix  B — Attachment  1 

Therapeutic  Abortion 

The  House  of  Delegates  of  the 
American  Medical  Association,  at  its 
1967  Annual  Convention,  adopted  the 
following  policy  statement  on  Thera- 
peutic Abortion: 

The  American  Medical  Associa- 
tion is  cognizant  of  the  fact  that 
there  is  no  consensus  among  physi- 
cians regarding  the  medical  indica- 
tions for  therapeutic  abortion. 
However,  the  majority  of  physi- 
cians believe  that,  in  the  light  of 
recent  advances  in  scientific  medical 
knowledge,  there  may  be  substan- 
tial medical  evidence  brought  forth 
in  the  evaluation  of  an  occasional 
obstetric  patient  which  would  war- 
rant the  institution  of  therapeutic 
abortion  either  to  safeguard  the 
health  or  life  of  the  patient,  or  to 


prevent  the  birth  of  a severely 
crippled,  deformed  or  abnormal 
infant. 

Under  these  special  circum- 
stances, it  is  consistent  with  the 
policy  of  the  American  Medical 
Association  for  a licensed  physi- 
cian, in  a hospital  accredited  by 
the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  and  in  consul- 
tation with  two  other  physicians 
chosen  because  of  their  recognized 
professional  competence  who  have 
examined  the  patient  and  have  con- 
curred in  writing,  to  be  permitted 
to  prescribe  and  administer  treat- 
ment for  his  patient  commensurate 
with  sound  medical  judgment  and 
currently  established  scientific 
knowledge.  Prior  to  the  institution 
of  a therapeutic  abortion,  the  pa- 
tient and  her  family  should  be  fully 
advised  of  the  medical  implications 
and  the  possible  untoward  emo- 
tional and  physical  sequelae  of  the 
procedure. 

In  view  of  the  above,  and  recog- 
nizing that  there  are  many  physi- 
cians who  on  moral  or  religious 
grounds  oppose  therapeutic  abor- 
tion under  any  circumstances,  the 
American  Medical  Association  is 
opposed  to  induced  abortion  except 
when: 


1.  There  is  documented  medical 
evidence  that  continuance  of  the 
pregnancy  may  threaten  the 
health  or  life  of  the  mother,  or 

2.  There  is  documented  medical 
evidence  that  the  infant  may  be 
born  with  incapacitating  physi- 
cal deformity  or  mental  defi- 
ciency, or 

3.  There  is  documented  medical 
evidence  that  continuance  of  a 
pregnancy,  resulting  from  legally 
established  statutory  or  forcible 
rape  or  incest  may  constitute  a 
threat  to  the  mental  or  physical 
health  of  the  patient; 

4.  Two  other  physicians  chosen  be- 
cause of  their  recognized  profes- 
sional competence  have  ex- 
amined the  patient  and  have 
concurred  in  writing;  and 

5.  The  procedure  is  performed  in 
a hospital  accredited  by  the 
Joint  Commission  on  Accredita- 
tion of  Hospitals. 

It  is  to  be  considered  consistent 
with  the  principles  of  ethics  of  the 
American  Medical  Association  for 
physicians  to  provide  medical  in- 
formation to  State  Legislatures  in 
their  consideration  of  revision  and/ 
or  the  development  of  new  legisla- 
tion regarding  therapeutic  abortion. 


APPENDIX  C 

SUPPLEMENTAL  REPORT  B 
Council  on  Scientific  Advancement 

(Referred  to  the  Reference  Committee 
on  Scientific  Advancement) 

Supplemental  Report  C of  the 
Board  of  Trustees  and  the  Annual 
Report  of  the  Committee  on  Conven- 
tion Program  call  for  radical  changes 
in  the  long-standing  relationship  of 
the  Annual  Session  of  the  House  of 
Delegates  to  the  Scientific  Program. 

Although  the  major  recommenda- 
tions are  concerned  with  the  separa- 
tion of  the  scientific  program  from 
the  House  of  Delegates,  other  recom- 
mendations would  make  drastic 
changes  in  the  existing  relationship  of 
scientific  medical  education  programs 
within  the  State  Society.  These 
changes  are  detailed  in  recommenda- 
tions 6,  7,  8 and  9 of  the  Committee. 

These  recommendations  would  cre- 
ate an  independent  Council  on  Con- 
tinuing Medical  Education  and  would 
abolish  the  Committee  on  Conven- 
tion Program  and  the  Commission  on 
Medical  Education. 


The  concept  of  a strong  indepen- 
dent Council  devoted  exclusively  to 
continuing  education  merits  serious 
consideration  as  does  any  move  to 
consolidate  educational  activities. 

The  Commission  on  Medical  Edu- 
cation and  the  Council  on  Scientific 
Advancement  welcome  the  oppor- 
tunity to  participate  in  a discussion 
of  this  important  problem  and  because 
of  the  nature  of  the  proposal  believe 
that  all  aspects  must  be  studied  care- 
fully. 

At  first  glance,  the  creation  of  an 
independent  Council  on  Continuing 
Medical  Education  would  seem  to  be 
an  answer  to  a pressing  problem. 
Closer  analysis  leads  us  to  believe  that 
it  is  only  a step  in  the  right  direction 
and  a partial  solution  to  a complex 
problem. 

It  is  well  known  that  the  Annual 
Session's  scientific  programs  in  the 
past  few  years  have  been  exceptional 
but  have  not  attracted  physicians  in 
sufficient  numbers  to  warrant  the  tre- 
mendous amount  of  effort  needed  to 
present  them.  In  recent  months  the 
Committee  on  Convention  Program 
has  been  discussing  the  field  of  con- 


tinuing medical  education  and  has 
been  searching  for  new  ways  to  pro- 
vide educational  opportunities.  Its 
solution  is  the  creation  of  a new  and 
independent  group  within  the  State 
Society. 

The  Council  on  Scientific  Advance- 
ment and  the  Commission  on  Medical 
Education  recognize  the  concern  of 
the  Committee  on  Convention  Pro- 
gram and  have  recommended  over  the 
years  that  certain  actions  be  taken  in 
order  that  the  PMS  may  retain  its 
leadership  in  the  area  of  continuing 
medical  education. 

Implied  in  the  report  of  the  Com- 
mittee on  Convention  Program  and 
various  discussions  involving  the  rec- 
ommendation was  that  little  has  been 
done  in  past  years  in  the  field  of 
continuing  education  by  the  Pennsyl- 
vania Medical  Society  with  the  excep- 
tion of  the  Annual  Session.  This 
points  up  the  problem  of  communica- 
tion between  groups  in  the  same  or- 
ganization and  the  difficulty  of  under- 
standing the  implication  of  actions 
when  a close  liaison  does  not  exist. 

It  seems  to  the  Council  and  the 
Commission  on  Medical  Education 
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that  one  of  the  major  obstacles  to 
effective  coordination  has  been  the 
division  of  educational  activities  be- 
tween the  Committee  on  Convention 
Program  and  the  Council  on  Scien- 
tific Advancement. 

Although  there  has  been  informal 
coordination  between  these  two 
groups  through  the  years,  there  has 
been  no  strong  motivation  for  a close 
cooperative  effort.  The  Council  has 
attempted  to  foster  a closer  relation- 
ship, but  this  has  not  brought  about 
a liaison  which  could  explore  fully 
the  continuing  education  potential  of 
the  Council  on  Scientific  Advance- 
ment. It  should  be  noted  that  this  is 
not  primarily  a problem  of  the  rela- 
tionship of  people,  but  a situation 
stemming  from  a lack  of  mutual  goals 
which  could  be  agreed  upon  and  ap- 
proached under  a general  format. 

A review  of  the  past  annual  reports 
of  the  Council  on  Scientific  Advance- 
ment as  they  concern  the  activities  of 
the  Commission  on  Medical  Educa- 
tion and  the  other  commissions  shows 
that  active  programs  have  been  under- 
way on  several  levels  and  the  whole 
field  of  medical  education,  including 
the  continuing  education  of  the  prac- 
ticing physician,  has  been  of  concern 
to  the  Council  and  its  commissions. 

Indeed  the  concept  of  continuing 
education  is  inherent  in  the  very  na- 
ture of  the  Council  on  Scientific 
Advancement.  Paramount  through 
the  years  has  been  its  concern  for 
bringing  new  and  practical  informa- 
tion about  a variety  of  scientific  sub- 
jects to  members  of  the  Pennsylvania 
Medical  Society. 


Currently  and  in  past  years,  the 
Commission  on  Medical  Education 
has  been  concerned  with:  continuing 
education;  the  relationship  of  the 
Society  to  medical  schools;  the  activi- 
ties of  the  Pennsylvania  Board  of 
Medical  Education  and  Licensure;  and 
problems  of  paramedical  education 
and  licensure. 

Some  years  ago  the  continuing  edu- 
cation interests  of  the  Society  were 
concentrated  in  three  areas:  (1)  the 

Commissions  of  the  Council  on  Sci- 
entific Advancement;  (2)  the  Com- 
mittee on  Medical  Education;  and 
(3)  the  Committee  on  Convention 
Program. 

Realizing  that  the  Council  on  Scien- 
tific Advancement  and  its  commis- 
sions were  much  concerned  with  con- 
tinuing education  in  all  phases  and 
that  the  Committee  on  Medical  Edu- 
cation had  similar  interests,  the  House 
created  a new  Commission  on  Medi- 
cal Education  within  the  Council. 
There  was  some  thought  that  the  edu- 
cational aspects  of  the  annual  scien- 
tific sessions  might  be  transferred  to 
the  Commission  on  Medical  Educa- 
tion. However,  a number  of  factors 
did  not  make  this  move  practical  at 
that  time. 

It  seems  obvious  to  the  Council 
that  the  primary  goals  of  the  PMS 
would  be  served  to  a much  greater 
extent  by  the  incorporation  of  the 
Committee  on  Convention  Program 
into  the  ongoing  activities  of  the 
Council  and  its  commissions. 

For  this  reason,  the  Council  and 
the  Commission  on  Medical  Educa- 
tion have  commended  the  Committee 
on  Convention  Program  for  its  desire 


APPENDIX  D 
SUPPLEMENTAL  REPORT 
Council  on  Medical  Service 

( Referred  to  the  Reference  Committee 
on  Medical  Service) 

Pennsycare  Program 

In  the  Annual  Report  of  the  Coun- 
cil on  Medical  Service,  the  Council 
reported  that  negotiations  with  the  De- 
partment of  Public  Welfare  had  failed 
to  produce  any  progress  in  the  design 
and  implementation  of  an  adequate 
program  of  medical  assistance  under 
Title  19  (Pennsycare),  P.  L.  89-97. 
As  a result,  a position  paper  was 
drawn  up  (See  Appendix  A of  the 
Council’s  Annual  Report),  approved 
by  the  Board  of  Trustees  and  de- 
livered to  the  Governor’s  Office  on 


May  3,  1967.  At  the  Governor’s  re- 
quest, the  Society’s  position  paper  was 
discussed  in  depth  with  Thomas  W. 
Georges,  M.D.  (then  Secretary  of 
Health),  who  agreed,  in  principle, 
with  the  Society’s  position. 

On  June  27,  1967,  the  Secretary  of 
Welfare,  Max  Rosenn,  announced  the 
Department’s  proposed  changes,  effec- 
tive July  1,  1967.  At  that  time,  it 
became  obvious  that  the  Society’s  rec- 
ommendations had  received  no  serious 
consideration  by  the  Administration. 
On  the  same  date,  David  J.  Lieber- 
man,  M.D.,  Medical  Assistance  Ad- 
ministrator, wrote  to  each  physician  in 
Pennsylvania  describing  the  changes  in 
the  program  in  detail  (see  Attach- 
ment 1). 

In  early  July,  the  Governor  an- 
nounced his  appointment  of  Dr. 


to  join  in  a coordinated  effort  and 
for  its  progressive  thinking  on  this 
problem.  The  Committee  has  been 
urged  to  take  a further  progressive 
step  and  support  action  by  this  House 
of  Delegates  which  would  create  a 
solid  core  of  educational  activities 
within  the  Council  on  Scientific  Ad- 
vancement. 

The  recommendations  made  by  the 
Committee  on  Convention  Program 
are  based  on  the  acceptance  by  the 
House  of  Delegates  of  Recommenda- 
tion No.  1 which  would  separate  the 
House  of  Delegates  and  the  scientific 
sessions. 

Council  Action 

The  Council  on  Scientific  Advance- 
ment recommends  that  if  Recommen- 
dation No.  1 of  the  Committee  on 
Convention  Program  is  approved,  the 
remainder  of  the  recommendations 
should  be  referred  to  the  Board  of 
Trustees  for  study  and  implementa- 
tion. This  should  be  done  with  the 
understanding  that  the  House  ap- 
proves in  principle  the  creation  of  a 
coordinating  pattern  which  will  bring 
about  the  highest  level  of  services  to 
the  physicians  of  the  Society  in  the 
area  of  continuing  medical  education. 

The  Council  recommends  further 
that  the  Board  consider  fully  the  ad- 
vantage of  placing  all  continuing  edu- 
cation activities  within  the  framework 
of  the  Council  on  Scientific  Advance- 
ment. 

The  Council  recommends  further 
that  the  Board  of  Trustees  he  em- 
powered to  reach  a decision  on  this 
matter  and  implement  it  as  soon  as 
possible. 


Thomas  W.  Georges  as  Secretary  of 
Public  Welfare  and  on  July  10  Senate  i 
Bill  944,  creating  the  Department  of 
Human  Services,  (merging  the  Depart- 
ments of  Health  and  Public  Welfare), 
was  introduced  in  the  General  As-  I 
sembly.  Finally,  legislation  was  intro- 
duced on  July  19  (House  Bill  1474) 
which  would  provide  for  legislative 
authorization  of  the  entire  Title  19 
program  in  Pennsylvania.  Both  Bills 
are  awaiting  action  in  the  legislature 
at  the  present  time. 

On  September  10,  Dr.  Georges  ap- 
peared before  the  Council  on  Medical 
Service  to  discuss  the  present  status 
of  the  program.  He  stated  that  suffi- 
cient funds  were  not  now  available  to 
make  any  significant  changes  in  fees. 
Thus,  physicians  will  be  reimbursed 
for  services  provided  during  this  fiscal 
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year  on  the  basis  of  Blue  Shield  Plan 
“A”  schedule.  Dr.  Georges  again 
voiced  approval  of  the  Society’s  stated 
objectives,  i.e.,  that  the  program 
should  utilize  the  prevailing  fee  con- 
cept as  the  basis  for  reimbursement 
of  physicians’  fees  and  that  Pennsyl- 
vania Blue  Shield  should  be  retained 
by  the  Department  of  Public  Welfare 
as  the  fiscal  intermediary.  However, 
he  stated  that  since  no  funds  were 
appropriated  for  this  purpose,  it  would 
be  necessary  to  utilize  existing  funds 
intended  for  fee  payments  which 
would  require  reducing  fees  below 
Plan  A limits.  Dr.  Georges  stated,  in 
his  opinion,  this  would  not  be  prac- 
tical. 

In  discussing  the  prevailing  fee  con- 
cept, Dr.  Georges  noted  the  general 
resistance  on  the  part  of  the  State  in 
moving  towards  a payment  system 
based  on  this  concept.  In  his  opinion, 
the  Administration  is  extremely  con- 
cerned about  the  inflationary  possi- 
bilities of  this  new  concept.  Further, 
using  this  new  concept  would  require 
the  services  of  Pennsylvania  Blue 
Shield  since  the  Department  of  Wel- 
fare would  be  unable  to  administer  a 
program  on  the  prevailing  fee  basis. 

As  to  the  future,  Dr.  Georges 
pledged  his  efforts  towards  the  de- 
velopment and  allocation  of  sufficient 
tax  money  to  provide  for  an  improved 
reimbursement  system  commencing 
the  fiscal  year  July  1,  1968.  He  also 
expressed  a desire  to  utilize  Pennsyl- 
vania Blue  Shield  as  a fiscal  inter- 
mediary for  at  least  a portion  of  the 
program  during  the  present  fiscal  year. 
He  said  he  hoped  to  free  sufficient 
funds  to  provide  for  Blue  Shield  ad- 
ministration of  the  inpatient  benefits 
for  physicians’  services. 

Following  Dr.  Georges’  presenta- 
tion. the  Council  on  Medical  Service 
adopted  a recommendation  urging  the 
Board  of  Trustees  to  reaffirm  the  So- 
ciety's position  with  regard  to  the 
implementation  of  Title  19  in  Penn- 
sylvania as  contained  in  the  Society's 
proposal  of  April  12,  1967. 

Commission  on  Hospital  Relations 

The  1966  House  of  Delegates  ap- 
proved the  request  of  the  President 
of  the  Pennsylvania  Medical  Society 
urging  the  Commission  on  Hospital 
Relations  to  conduct  a statewide  hos- 
pital staff  survey  relative  to  employ- 
ment of  physicians  by  hospitals. 

In  his  address  to  the  House  of  Dele- 
gates, Dr.  McClenahan  stated,  “I 
suggest  we  conduct  a thorough  state- 
wide hospital  staff  survey  for  the  pur- 
pose of  (a)  determining  the  true  status 


of  the  relationship  between  the  hos- 
pital staff  and  administration;  (b) 
what  influence,  if  any,  the  employ- 
ment of  full-time  physicians  by  hos- 
pitals has  had  on  staff-administration 
relations;  (c)  determining  the  extent 
of  the  influence  of  hospital  surveying 
organizations  in  the  trend  towards 
employing  full-time  physicians  by  hos- 
pitals; and  (d)  determining  the  extent 
of  this  trend  in  the  state,  such  findings 
to  be  reported  to  this  House.” 

In  the  fall  of  1966  the  Commission 
on  Hospital  Relations  met  and,  after 
studying  Dr.  McClenahan’s  request, 
concluded  that  it  would  not  be  pos- 
sible to  design  a hospital  medical  staff 
survey  which  would  reveal  the  true 
status  of  the  relationship  between  the 
hospital  staff  and  administration.  The 
Commission  also  felt  that  it  would  be 
very  difficult  to  determine  by  written 
questionnaire  what  influence,  if  any, 
the  employment  of  full-time  physi- 
cians by  hospitals  has  had  on  staff- 
administration  relations  or  to  evaluate 
the  influence  of  hospital  surveying  or- 
ganizations. Nevertheless,  the  mem- 
bers of  the  Commission  were  aware, 
as  a result  of  their  own  personal  ex- 
perience, of  the  increasing  tendency 
towards  the  employment  of  full-time 
physicians  by  hospitals.  The  Commis- 
sion agreed  that  the  extent  of  this 
trend  in  terms  of  numbers  could  be 
established  by  survey. 

While  designing  an  appropriate 
questionnaire,  the  Commission 
learned  that  the  Council  on  Medical 
Education  of  the  American  Medical 
Association  was  planning  a nation- 
wide survey  of  all  hospitals  with  ap- 
proved internship  and  residency  train- 
ing programs,  which  would  include  a 
special  supplementary  section  dealing 
with  full-time  salaried  staff  members 
in  hospitals.  They  agreed  to  provide 
us  with  data  derived  from  their  survey 
as  it  pertained  to  Pennsylvania  hos- 
pitals. 

The  Commission  requested  infor- 
mation from  210  non-profit  general 
hospitals  in  the  Commonwealth  which 
account  for  46,930  beds.  Hospitals 
classified  as  federal,  state,  county  and 
city;  long-term;  psychiatric,  tubercu- 
losis, chronic  disease  and/or  con- 
valescent, osteopathic  and  proprietary 
were  excluded.  Of  the  210  hospitals 
surveyed,  170  responded  (81%  re- 
turn) which  account  for  41,580  beds. 

Excluding  reference  to  the  hospital 
based  specialties  of  anesthesiology, 
radiology,  pathology  and  physiatry, 
50%  of  the  hospitals  responding  (85 
institutions)  reported  that  they  em- 
ployed no  full-time  salaried  staff  mem- 


bers. The  number  of  part-time  and 
full-time  salaried  staff  members  ap- 
pears to  increase  in  direct  proportion 
to  the  size  of  the  hospital;  all  hos- 
pitals with  less  than  100  beds  reported 
no  full-time  salaried  staff  members 
and  the  greatest  number  of  physicians 
employed  in  hospitals  work  in  institu- 
tions with  bed  capacities  in  excess  of 
300. 

In  general  terms  the  survey  indi- 
cates that  2,424  physicians  in  Penn- 
sylvania derive  all  or  a part  of  their 
income  from  hospitals  and/or  univer- 
sity sources.  Of  this  total,  724,  or 
30%  practice  anesthesiology,  radiol- 
ogy, pathology  or  physiatry;  781,  or 
32%  derive  all  or  a part  of  their 
income  from  universities  and/or  af- 
filiated hospitals;  and  919,  or  38%  are 
salaried  staff  members  in  community 
general  hospitals. 

A more  detailed  analysis  of  the 
questionnaries  from  the  170  hospitals 
responding  revealed  that  there  are  762 
physicians  classified  as  full-time  hos- 
pital employees,  i.e.,  that  receive  all 
of  their  income  as  salaried  staff  mem- 
bers, either  from  a hospital  or  a uni- 
versity source,  or  both,  and  have  no 
clinical  office  outside  the  hospital  and/ 
or  medical  school;  of  these,  127  serve 
as  chiefs  or  department  heads,  32  di- 
rectors of  medical  education,  150  in- 
patient attendings,  91  EOR/OPD,  501 
anesthesiologists,  pathologists,  radiol- 
ogists and  physiatrists,  6 cardiologists, 
15  research  and  6 in  unclassified 
capacities. 

In  addition  to  the  foregoing,  there 
are  408  physicians  classified  as  geo- 
graphic full-time  employees,  i.e.,  that 
spend  full-time  at  a medical  school 
and  its  teaching  hospital  but  devote 
part  of  this  time  to  medical  school 
activities  and  part  to  private  practice 
conducted  on  the  premises  which  pro- 
vides all  or  part  of  their  income;  of 
this  number,  83  serve  as  chiefs  or 
department  heads,  10  directors  of 
medical  education,  114  in-patient  at- 
tendings, 15  EOR/OPD,  46  anesthesi- 
ologists, radiologists,  pathologists  and 
physiatrists,  and  4 in  unclassified 
capacities. 

Information  was  also  requested  con- 
cerning part-time  employment.  Five 
hundred  and  thirty  physicians  are  paid 
a salary  for  part-time  work  in  a medi- 
cal school  and/or  hospital;  of  this 
number,  38  serve  as  chiefs  or  depart- 
ments heads,  23  directors  of  medical 
education.  77  in-patient  attendings, 
106  EOR/OPD.  84  radiologists,  pa- 
thologists, physiatrists  and  anesthesi- 
ologists, 20  cardiologists,  and  4 in 
unclassified  capacities. 
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The  Department  of  Survey  Re- 
search, American  Medical  Associa- 
tion, recently  issued  its  1966  Report 
on  the  Distribution  of  Physicians  in 
the  United  States.  A one-page  sum- 
mary of  a portion  of  that  survey  as 
it  pertains  to  Pennsylvania  is  attached 
to  this  report  (see  Attachment  2)  for 
the  general  information  of  the  House 
of  Delegates.  It  should  be  noted  that 
the  AMA  Report  classifies  physicians 
with  regard  to  the  nature  of  their 
activity,  i.e.,  teaching,  research  and 
administration  as  opposed  to  patient 
care  and  does  not  classify  as  to  source 
of  income.  Nevertheless,  the  Com- 
mission on  Hospital  Relations  felt  that 
the  AMA  survey  would  be  of  some 
interest  to  this  House. 

On  September  10,  the  Council  on 
Medical  Service  reviewed  the  fore- 
going data  and  concluded  that  all 
Pennsylvania  hospitals  should  be  re- 
surveyed by  the  Commission  on  Hos- 
pital Relations  in  two  years  in  order 
to  provide  comparative  results  and  to 
further  evaluate  this  important  trend. 

Appendix  D - — Attachment  1 

Questions  and  Answers  on  Medical 
Assistance  Effective  July  1,  1967 

1.  Who  is  eligible  for  Medical  As- 
sistance? 

a.  Medically  needy  persons — 
those  with  sufficient  income  for 
basic  needs  but  who  cannot 
meet  medical  costs. 

b.  Fully  needy  persons — those 
with  insufficient  income  for 
basic  needs,  and  who  may  or 
may  not  be  receiving  Public 
Assistance  cash  grants. 

2.  Do  both  groups  receive  the  same 
services? 

No,  those  who  are  medically 
needy  only  (la,  above)  do  not 
receive  prescribed  drugs  or  appli- 
ances, dental  services  or  ambu- 
lance services,  through  Medical 
Assistance.  The  fully  needy  (lb, 
above)  do. 

Both  groups  are  eligible  for: 

a.  Hospital  in-patient  services. 

b.  Hospital  out-patient  services. 

c.  Independent  laboratory  and 
X-ray  services. 

d.  Skilled  nursing  home  care. 
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e.  Physicians’  services. 

f.  Home  health  care  by  visiting 
nurse  or  hospital-home  care 
agency. 

3.  How  will  a physician  know  who 
is  currently  eligible  for  Medical 
Assistance? 

If  the  person  states  he  is  eligible 
confirm  this  with  his  local  County 
Board  of  Assistance.  If  the  per- 
son has  never  previously  applied 
he  should  be  referred  to  the  Coun- 
ty Board.  In  the  very  near  future 
identification  cards  will  de  issued 
to  each  person  eligible. 

4.  Which  physicians  may  participate 
in  Medical  Assistance? 

Any  licensed  medical  or  osteo- 
pathic physician. 

5.  What  physicians’  services  are  in- 
cluded? 

Those  services  given  in  his  office, 
the  patient's  home,  a nursing 
home,  and,  for  the  first  time,  in 
the  hospital,  for  in-patients. 

6.  Which  physicians  can  receive  pay- 
ment for  in-patient  care? 

a.  The  attending  physician  with 
primary,  continuing  responsi- 
bility for  the  patient’s  care. 

b.  Those  secondarily  involved  in 
the  patient’s  care,  supporting 
the  attending  physician,  for 
example. 

1.  General  practitioners,  in- 
ternists, pediatricians. 

2.  Anesthesiologists. 

3.  Specialist  consultants. 
Payment  will  be  made  for  ser- 
vices by  such  supportive  phy- 
sicians if  there  is  a request  for 
this  by  the  attending  physician 
recorded  on  the  patient’s  hos- 
pital chart,  if  there  is  an  identi- 
fiable service  performed  and 
recorded  on  the  patient’s  chart, 
and  if  the  secondary  physician 
explains  on  the  payment  in- 
voice that  his  services  were  re- 
quested and  by  whom. 

7.  What  medical  standards  will  pre- 
vail? 

Services  of  physicians  must  be 
consistent  with  customary  stan- 
dards of  medical  practice,  such  as 


the  necessary  number  of  visits  re- 
quired and  the  quality  of  care  pro- 
vided. Services  must  be  in  con- 
formity with  Title  VI  of  the  Civil 
Rights  Act  of  1964. 

8.  What  does  Medical  Assistance  pay 
for  physicians’  services? 

The  Governor’s  budget  recom- 
mendation includes  a $19  million 
increase  for  payments  to  physi- 
cians, for  a record  high  of  $24 
million.  This  will  provide  pay- 
ment for  the  increased  number  of 
persons  eligible  and  for  the 
newly  added  physicians’  services. 
During  1967-68  fees  must  be  in 
accordance  with  the  medical  fee 
schedule  authorized  by  the  Gover- 
nor’s Office  of  Administration. 
This  basically  is  the  equivalent  of 
the  Pennsylvania  Blue  Shield  Plan 
A fee  schedule  which  should  be 
used  by  the  physician  when  sub- 
mitting requests  for  payment. 

9.  How  does  a physician  request 
Medical  Assistance  payments? 
Physicians  already  participating  in 
the  program  are  familiar  with  the 
present  method  of  submitting  the 
Department's  Standard  Medical 
Invoice  form  PA  259.  Physicians 
desiring  to  participate  should  con- 
sult their  local  County  Board  of 
Assistance  for  necessary  proce- 
dural instructions.  Pending  rede- 
sign of  the  Medical  Invoice,  phy- 
sicians are  requested  to  enter  the 
following  codes  in  the  spaces  title 


Home/ Office": 

Home  Visit 

H 

Office  Visit 

O 

Inpatient  Hospital 

IH 

Nursing  Home 

NH 

Elsewhere 

(other  locations) 

OL 

10.  What  other  newly  added  services 
affect  physicians? 

Independent  laboratory  and  X-ray 
services  may  be  requested  by  a 
physician.  Payment  will  be  made 
to  laboratories  for  those  services 
for  which  they  have  been  certified 
by  Medicare.  Physicians  should 
mark  their  requests  to  the  labora- 
tory “MA”  so  that  the  laboratory 
will  not  hill  the  patient. 
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Appendix  D — Attachment  2 
Non-Federal  Physicians  in  Pennsylvania 
Specialty  and  Activity 
December  31,  1966 


Major  Professional  Activity 


Patient  Care  Other  Professional  Activity 


Solo  Hospital  Based  Practice 

Partnership,  Full-Time 


Total 

Group,  or 

Residents 

Physician 

Med.  Sch. 

Adminis- 

Specialty 

Physicians 

Total 

Other  Practice 

Interns 

& Fellows 

Staff 

Faculty 

t ration 

Research 

Total  Physicians 

16,814 

15,089 

11,249 

749 

2,052 

1,039 

697 

160 

250 

General  Practice 

4,334 

4,309 

4,197 

44 

68 

17 

3 

5 

Medical  Specialties 

3,329 

2,955 

2,172 

65 

556 

162 

247 

31 

96 

A 

64 

62 

55 

7 

1 

1 

CD 

157 

130 

88 

30 

12 

18 

1 

8 

D 

208 

195 

155 

39 

1 

7 

1 

5 

GE 

57 

50 

30 

18 

2 

6 

1 

IM 

2,003 

1,785 

1,313 

52 

328 

92 

146 

17 

55 

PD 

778 

679 

500 

13 

128 

38 

64 

10 

25 

PDA 

3 

3 

2 

1 

PDC 

8 

5 

3 

2 

# # 

3 

PCD 

51 

46 

26 

4 

16 

2 

2 

1 

Surgical  Specialties 

4,428 

4,295 

3,333 

43 

806 

113 

88 

14 

31 

GS 

1,484 

1,436 

1,013 

42 

326 

55 

29 

9 

10 

NS 

103 

95 

62 

31 

2 

7 

. . 

1 

OBG 

1,044 

1,011 

825 

1 

164 

21 

23 

4 

6 

OPH 

564 

552 

468 

72 

12 

4 

8 

ORS 

375 

365 

267 

91 

7 

9 

1 

OTO 

368 

358 

305 

48 

5 

5 

1 

4 

PS 

59 

57 

44 

13 

2 

CRS 

54 

54 

49 

3 

2 

TS 

82 

74 

54 

15 

5 

7 

1 

U 

295 

293 

246 

43 

4 

2 

Other  Specialties 

4,105 

3,530 

1,547 

641 

646 

696 

345 

112 

118 

AM 

3 

2 

2 

1 

ANES 

439 

404 

220 

102 

82 

30 

5 

CHP 

86 

74 

45 

19 

10 

8 

3 

1 

DR 

1 

1 

1 

, , 

FOP 

4 

4 

4 

N 

116 

95 

60 

28 

7 

19 

2 

OM 

127 

119 

118 

1 

2 

5 

1 

P 

1,015 

899 

521 

210 

168 

68 

32 

16 

PATH 

516 

418 

91 

4 

102 

221 

78 

1 

19 

PMR 

78 

68 

29 

16 

23 

8 

1 

1 

GPM 

47 

22 

20 

2 

18 

7 

PH 

47 

34 

26 

7 

1 

4 

7 

2 

R 

651 

615 

366 

118 

131 

32 

1 

3 

TR 

3 

2 

1 

1 

1 

Not  Recognized 

249 

99 

39 

43 

17 

46 

54 

50 

Unspecified 

723 

674 

5 

637 

32 

31 

18 

Inactive 

618 

Source:  Distribution  of  Physicians,  Hospitals,  and  Hospital  Beds  in  the  U.S.  1966, 
Volume  1 (Chicago,  American  Medical  Association,  1967)  pp.  105. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 

Part-time  Radiologist — -25  hour 
week,  salary  $30,000;  opportunity 
double  income  with  increased  bed  ca- 
pacity; attractive  Hudson  River  New 
York  community;  apply  American 
Medical  Personnel,  159  E.  Chicago 
Avenue,  Chicago,  Illinois  60611. 
(312)  337-4221. 

Young  Pennsylvania-licensed  physi- 
cian wanted  to  form  full  partnership 
in  four  years.  Salary — % partner. 
Residential  area  and  schools  nearby. 
Send  inquiries  to  Mechanicsburg  Med- 
ical Clinic,  400  West  Main.  Mechan- 
icsburg, Pa.  17055. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 


Psychiatric  positions  in  a challeng- 
ing, developing  program  of  treatment, 

rehabilitation,  and  investigation  of  the 
mentally  ill.  Psychiatric  Physician  III 
— At  least  four  years  of  experience 
beyond  residency  including  two  years 
in  an  administrative  capacity — $19,- 
667-$22,768.  Psychiatric  Physician  II 
— Must  meet  basic  requirements  of 
examining  board  — $ 17,839-$20,629. 
Psychiatric  Physician  I — -Approved 
residency  training  must  be  completed 
— $16,170-$18,725.  All  Staff  physi- 
cians must  be  able  to  obtain  medical 
licensure  in  Pennsylvania.  Contact 
H.  C.  Eaton,  Superintendent,  Har- 
risburg State  Hospital,  Pouch  A, 
Harrisburg,  Pennsylvania  17109. 
Telephone  (717)  238-7352. 

Orthopaedic  Surgeon  wanted — As- 
sociate for  well  established  ortho- 
paedic clinic  in  Eastern  Pennsylvania. 
Under  34  years.  Partnership  after  1 Vt. 
years.  No  investment  needed.  Board 
eligibility  required.  Write  Department 
513,  Pennsylvania  Medicine. 


Medical  Director  Wanted — for  com- 
prehensive medical  group  practice  in 
Pittsburgh  environs.  Opportunity  for 
some  continuing  clinical  practice.  Ex- 
cellent remuneration.  Experience  in 
internal  medicine,  general  practice  and 
in  medical  care  or  public  health  de- 
sirable but  not  essential.  Write  De- 
partment 516,  Pennsylvania  Medi- 
cine. 

Psychiatrists  for  staff  and  senior 
positions,  fully  accredited  state  hos- 
pital featuring  community  oriented 
geographical  units,  team  approach  uti- 
lizing variety  of  treatment  methods, 
fully  approved  3-year  resident  training 
program.  Ideally  located  in  residential 
city,  1 hour  from  metropolitan  area, 
from  mountains  or  ocean  beaches, 
moderate  winter,  cool  summers. 
Salary  $14,600-$  18.000  depending  on 
training  and  experience.  Liberal 
fringe  benefits,  housing  available  at 
reasonable  cost.  Write  D.  K.  Brooks, 
M.D.,  Superintendent,  Oregon  State 
Hospital,  Salem,  Oregon  97310. 


Speaking  at  this  21?  day  meeting  will  be  nationally  known 

experts  from  medicine,  health  agencies  all  levels  of  government:  police,  fire  and  ambu 
lance  associations  industry  and  service  organizations.  Problem  solving  sessions  with 
audience  participation  will  highlight  the  conference  Programs  of  the  National  Highway 
Safety  Bureau  Public  Health  Service  federal  state  and  local  government  will  be  discussed 

INDUSTRIAL  and  organizational  exhibits  will  be  on  display  throughout  the 
r.Uf  Ting 

THIS  CONFERENCE  IS  OPEN  TO  ALL  INTERESTED  PERSONS 


National  Conference 

THE  COMMUNITY  AND  EMERGENCY 
MEDICAL  SERVICES 

JANUARY  18-20,  1968 
San  Francisco  Hilton  Hotel 
San  Francisco,  California 

Mail  to: 

AMERICAN  MEDICAL  ASSOCIATION 
Department  of  Hospital  and  Medical  Facilities 
535  North  Dearborn 
Chicago,  Illinois  60610 


PRE-REGISTRATION  FORM 
— No  Registration  Fee 

I will  attend  the  national  conference, 
"The  Community  and  Emergency  Medical 
Services,"  January  1 8-20, 1 968  San  Fran 
cisco  Hilton,  San  Francisco,  California. 
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CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 
DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


Wanted — House  physician  for  201- 
bed  general  hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Physician  Wanted:  Excellent  oppor- 
tunity for  general  practitioner,  Em- 
porium, Pa.  County  seat  in  northern 
area  of  state,  center  of  hunting  and 
fishing.  Prosperous  community,  di- 
versified industry,  modern  hospital  fa- 
cilities available.  GP  with  large  active 
practice  retiring,  offices  available.  Con- 
tact Emporium  Chamber  of  Com- 
merce, 105  E.  Fourth  Street,  Em- 
porium, Pa.  15834. 

Psychiatric  residency  training — 2- 

year  approved — third  year  in  Univer- 
sity connected  psychiatric  institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  license  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 

A Board-certified  or  eligible  obste- 
trician-gynecologist is  wanted  to  join 
a solo  Ob-Gyn  man  Board  certified 
F.A.C.O.G.-F.  A.  C.  S.  about  six  miles 
east  of  Pittsburgh,  Pa.  The  position 
offers  an  open  starting  salary  leading 
to  full  partnership.  Send  qualifications 
for  an  interview  to  Department  515, 
Pennsylvania  Medicine. 

Applications  invited  for  approved 
residency  training  to  start  July  1,  1968. 
(1)  3-year  basic  residency.  Specific 
courses  for  each  year  with  individual 
supervision  and  strong  orientation  to 
dynamic  and  community  psychiatric 
program  continually  reorganized  to 
help  physician  experience  complexities 
and  the  uniqueness  of  his  patient. 
Salary  $10,140-$10,980.  (2)  NIMH 
fellowships  at  $12,000.  (3)  4th  year 
residency  in  community  psychiatry, 
NIMH  fellowships  which  may  be 
supplemented  from  community  re- 
sources to  $12,000.  Write  to  N.  B. 
Jetmalana,  M.D.,  Director  Educa- 
tion and  Research,  Oregon  State  Hos- 
pital, Salem,  Oregon  97310. 


Physician  wanted — JCAH  fully  ac- 
credited ultra-modern  2000-bed 

chronic  disease  hospital.  (No  psy- 
chotic or  tuberculous  patients.)  Dy- 
namic rehabilitation  program;  univer- 
sity affiliations;  regular  consultation 
available  in  all  specialities;  five  day 
thirty-five  hour  work  week;  liberal  paid 
vacations  and  holidays;  pension  plan; 
insurance  and  other  fringe  benefits. 
Limited  number  of  ranch-type  homes 
and  apartments  available  on  the 
premises.  Pennsylvania  license  re- 
quired. Salary  competitive  and  nego- 
tiable. Reply  Department  512,  Penn- 
sylvania Medicine. 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hospi- 
tal; many  fringe  benefits;  salary  de- 
pendent on  qualifications;  board  quali- 
fied or  eligible  and  U.S.  citizenship 
preferred;  license  any  state  required; 
foreign  graduates  must  secure  ECFMG 
certificate.  Contact  Hospital  Director, 
Veterans  Administration  Hospital,  Al- 
toona, Pa.  16603. 

On  January  1,  1968  a position  is 
available  for  physician  to  direct  medi- 
cal service  in  accredited  state  hospital 
located  near  Boston,  with  research  and 
teaching  affiliations.  Salary  ranges 
from  approximately  $14,000  to  $19,- 
000  annually.  Housing  at  nominal 
rental  is  available.  Generous  vacation, 
retirement,  and  health  insurance  bene- 
fits included.  Candidates  may  apply  to 
Theodore  F.  Lindberg,  M.D.,  Super- 
intendent, Medfield  State  Hospital, 
Box  A,  Harding,  Mass.  02042. 


PHYSICIANS  AVAILABLE 

Board  eligible  urologist,  completing 
university  residency  June  1968.  Ser- 
vice obligation  fulfilled.  Desires  as- 
sociation leading  to  partnership. 
Reply  Department  518,  Pennsyl- 
vania Medicine. 

Board  eligible  surgeon  desires  as- 
sociation with  busy,  well-established 
general  surgeon  in  Pittsburgh  or  adja- 
cent area.  Write  Department  517, 
Pennsylvania  Medicine. 

PRACTICES  AVAILABLE 

Active  general  medical  practice  for 

50  years.  Wish  to  retire.  Excellent 
opportunity  for  younger  physician. 
Office  and  separate  dwelling  on  prem- 
ises of  large  apartment  house  in  vicin- 
ity of  Wyncote  and  Jenkintown.  Sub- 
stantial part  of  income  as  house  physi- 
cian. Will  aid  and  introduce.  Phone 
WAverly  7-2666  between  1 1 a.m. 
and  1 p.m. 

FOR  SALE 

Modern  500  sq.  ft.  offices  and 
home,  ground  floor.  Duplex  building, 
established  professional  corner. 
Densely  populated  N.E.  Philadelphia. 
Practice  while  earning  income  from 
rented  apartment.  Mcllhinney  Real 
Estate,  (215)  FI  2-7600. 

Medical,  scientific  and  technical 
periodicals  bought,  sold  and  exchanged. 

G.  H.  Arrow  Co.,  S.  E.  Corner  4th  and 
Brown  Streets,  Philadelphia,  Pa.  19123. 
Phone  (215)  WA  2-3211. 
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In  My  Opinion  . . 


What  Is  Diabetes? 

Diabetes  mellitus  has  become  one  of  the  important  public  health 
problems  in  this  country.  There  are  indications  that  five  million  of 
the  population  have  the  disease  at  the  present  time.  These  estimations, 
based  on  Public  Health  Service  surveys,  are  the  result  of  analyses 
of  blood  glucose  screening  procedures  performed  in  representative 
communities  in  various  sections  of  the  country. 

In  the  detection  of  diabetes,  hyperglycemia  is  regarded  as  the 
principal  diagnostic  indication.  Certainly  the  higher  the  blood  glucose 
level  in  screening  studies  the  greater  the  likelihood  that  clinical 
diabetes  is  present  or  will  appear.  Fasting  hyperglycemia  must  be 
regarded  as  indicative  of  diabetes.  Post-cibal  or  glucose-induced 
hyperglycemia  may  be  representative  of  the  disease  if  certain  condi- 
tions of  the  test  are  fulfilled.  Important  exceptions  to  the  diagnosis 
of  diabetes  based  on  post-glucose  hyperglycemia  are  uremia,  hepatic 
disease,  acute  illness,  and  improper  antecedent  dieting.  In  some  of 
these  conditions  a block  of  tissue  glucose  uptake  may  exist  resulting 
in  retention  of  glucose  in  the  plasma.  A similar  situation  may  exist 
resulting  in  retention  of  glucose  in  the  plasma.  A similar  situation 
may  exist  in  the  aging  patient  in  which  peripheral  glucose  utilization 
may  occur  at  a rate  below  that  of  the  non-geriatric  patient.  For 
this  reason  the  application  of  standard  criteria  for  the  diagnosis  of 
diabetes  in  geriatric  patients  may  be  erroneous.  The  use  of  age- 
dependent  criteria  for  patients  over  65  years  of  age  is  suggested, 
adding  10  to  15  mg.  for  each  decade  over  sixty-five  years  to  the 
standard  criteria. 

In  addition  to  problems  in  peripheral  glucose  uptake  in  the  pa- 
thogenesis of  diabetes,  these  are  unresolved  questions  concerning 
insulin  inhibitors  and  antagonists  in  the  serum  capable  of  impair- 
ing the  metabolic  action  of  this  hormone.  Some  workers  have  felt 
that  a defect  resulting  in  thickening  of  the  basement  membrane 
of  capilaries  is  capable  of  impeding  the  ingress  and  egress  of  insulin 
release,  the  effect  of  which  is  blunted  by  one  of  the  above  mechanisms. 

While  these  remarks  serve  to  illustrate  the  complexity  of  the  ques- 
tion “What  Is  Diabetes?”  we  can  turn  our  attention  fruitfully  to  the 
more  important  question  “Where  Is  the  Diabetic?” 

Charles  R.  Shuman,  M.D.,  Philadelphia 
Excerpted  from  Philadelphia  Medicine , November  5,  1967. 


USE  CHRISTMAS  SEALS 


FIGHT  TUBERCULOSIS 
and  other 

Respiratory  Diseases 


A special  time  of  the  year. 

The  holiday  season  is  many  things 
to  all  of  us.  As  individuals,  Christ- 
mas is  cards  and  visits  to  and  from 
our  associates  and  friends;  a time  of 
closeness  and  happiness,  as  well  as 
giving,  among  members  of  our  fam- 
ilies; a feeling  of  excitement,  anticipa- 
tion and  goodwill  toward  everyone  we 
know. 

So  many  times  we  hear  it  said  that 
Christmas  has  grown  to  the  propor- 
tions of  an  ugly,  mammoth  com- 
mercial enterprise.  Some  may  believe 
that  the  meaning  of  Christmas  has 
been  buried  so  far  beneath  the  dollar 
value  of  the  season  that  we  truly  have 
removed  all  religious  denotation.  Can 
we  believe  that  the  term  Xmas  is  now 
more  appropriate  for  our  modern  holi- 
day season? 

True,  Christmas  means  dollars  and 
cents  to  the  merchant.  Toys  and  gift 
displays,  advertising,  even  Santa 
Clauses,  are  much  in  evidence  several 
weeks  before  Thanksgiving.  Gift  pro- 
motions follow  gift  promotions  for  a 
full  two  months  on  television.  The 
baby  First  Step  doll  has  been  super- 
seded by  Crawling  Susy  and  the  007 
Kits  have  been  pushed  into  the  back- 
ground by  the  latest  ricochet  rifles. 
‘Buy’,  ‘reduced’,  ‘special’,  and  ‘as  ad- 
vertised on  TV'  are  the  newer  greet- 
ings of  the  season. 

But  is  all  of  this  commercialism 
really  Christmas?  For  after  all,  Christ- 
mas is  not  a city;  not  stores  and  dis- 
count centers;  not  toys  or  dolls  or 
even  tinseled  trees.  Christmas  is  in 
our  heart.  It  is  what  we  feel  and 
cannot  measure;  what  we  believe  yet 
cannot  fully  understand.  Christmas  is 
happiness,  joy.  togetherness,  peace, 
thankfulness,  health,  beauty — all  of 
those  things  we  find  so  elusive  and 
yet  so  precious.  It  is  this  simple 
preciousness  of  the  season  which  some- 
how permits  us  to  feel  more  in  har- 
mony with  our  fellow  man.  It  also 
gives  us  an  understanding  of  Christ- 
mas as  the  time  to  commemorate  the 
birth  of  “.  . . A Saviour,  which  is 
Christ  the  Lord.”  F.  G.  M. 


130 


PENNSYLVANIA  MEDICINE 


CANCER  FORUM  PAGE 


MANY  CANCERS  ARE  CURABLE  . . . NOW.  These  are 
words  of  hope  for  the  thousands  of  cancer  patients  who  see 
their  physicians  in  time. 


Tremendous  gains  can  be  made . . . now  ...  in  three  of  the  most 
common  cancer  sites : breast,  cervix,  rectum.  The  annual  health 
checkup  can  often  detect  early  cancers  in  these  sites  at  a time 
when  'presently  available  methods  of  treatment  can  effect  many 
more  cures  than  are  being  achieved  today. 

The  American  Cancer  Society,  therefore,  in  its  broad  public 
education  program,  emphasizes  the  importance  of  annual 
physical  examinations  for  all  adults. 


Together  an  alerted  public  and  the  medical  profession  can  win 
a major  victory  over  cancer . . . now. 


AMERICAN  CANCER  SOCIETY 


PHILADELPHIA  DIVISION  PENNSYLVANIA  DIVISION 

i'ennsylvania  Cancer  Forum  Pag  : — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the  Pennsylvania  Medical 
ociety,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania 
)epartment  of  Health. 


useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


Tears 

without 

grief 


Crying  Spells-psychic  tension 
with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
with  me  lately... I cry  and  l cry... 
and  1 really  don’t  know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Your  patient 
then  can  cope  more  *^ppr|^|P^H 

to  which  she  sub- 
jected.  Valium  (diaz- 

well  tolerated,  and  \ T . 

on  ^ 

all\  does  not  impair 
or 

ability  to  function.  If  side  effects  sucb  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general,  concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache, in- 
continence, slurred  . 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Dosag e:  Adults:  Mild  to  moderate  psychoneurotic  reactions,  i 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  If 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  wit) 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Genatru 
; patients : 1 or  2 mg/day  initially,  increase  gradually  as  needec 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 


Nutley,  N.  J.  07110 


Valium 

(diazepam)  Roche 
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